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Categories of Army modernization in-
clude Next Generation Combat Vehicles, 
Future Vertical Lift, Network, Soldier 
Lethality and Synthetic Training Envi-
ronment, among others. Medical mod-
ernization is fully integrated within all of 
these efforts.

To support the AMMS, the Army med-
ical community will transform through 
2035 to become a more adaptable medi-
cal force capable of harnessing, integrat-
ing and utilizing future technology on 
the battlefield to save Soldiers.

MED CDID and all of Army modern-
ization now has a roadmap to follow to 
ensure modernization efforts are nested 
across the enterprise.
For more information on the topics 
discussed above, please read the Army 
Medical Modernization Strategy at: 
https://www.army.mil/e2/downloads/
rv7/about/2022_Army_Medical_Mod-
ernization_Strategy.pdf

army.mil
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As the Department of Defense Military 
Health System undergoes significant re-
form, the Army has pivoted its focus to 
modernizing itself as a multi-domain 
force. The newest effort to transform 
Army Medicine is the recently released 
Army Medical Modernization Strategy 
— or AMMS — published by Army Fu-
tures Command, which aligns with the 
Army Modernization Strategy 2035.

The end state of the 2022 AMMS is a 
fundamentally transformed and mod-
ernized Army Health System — focused 
on formations, capabilities and people 
— that enables multi-domain operations 
as part of an integrated, adaptive, re-
sponsive and resilient joint medical force 
through 2035 and beyond.

Lt. Gen. James M. Richardson, Army Fu-
tures Command Acting Commanding 
General, signed the strategy and high-
lighted the importance of ensuring the 
changes also support the Army of 2040 
and beyond.

“The primary aim is to reimagine and 
redesign medical capabilities and forma-
tions across the entire Doctrine, Orga-
nization, Training, Materiel, Leadership, 
Personnel, Facilities, Policy; DOTM-
LPF-P. This will allow previously ‘stove-
piped’ medical entities to converge 
into one powerful, resilient, joint mili-
tary-medical enterprise,” Richardson said.

The Medical Capability Development 
Integration Directorate, or MED CDID, 
stationed at Joint Base San Antonio-Fort 
Sam Houston, Texas, will utilize the 
AMMS as a primary guide to driving 
modernization priorities and require-
ments for the future.

Col. James Jones, MED CDID Director, 
noted the significance of AFC approv-
ing the AMMS: “This is an important 
milestone for the Army Health System. 
It capstones all the efforts from the Med-
ical Research and Development Com-
mand to modernize the Army Health 
System. It focuses our concept, exper-
imentation and requirement develop-
ment on conserving the fighting strength 
and supporting future large scale combat 
operations.”

MED CDID’s input in the development 
of the AMMS started with identifying 
medical gaps. The gaps led to our ap-
proved concept rooted in DOTMLPF-P 
solutions. These concepts drive strategies 

and help develop the experimentation 
plan. Findings from experimentation 
create the requirements for moderniza-
tion. Once the requirements are met, the 
endpoint for the CDID is integration.

“Army Medicine remains in synch with 
the Army vision and strategy; it will not 
find itself left behind in 2035,” stated Lt. 
Gen. R. Scott Dingle, Army Surgeon 
General and U.S. Army Medical Com-
mand Commanding General. “To re-
main relevant to the Army and the Joint 
Force, Army Medicine needs a roadmap 
to guide, with one voice, a relevant path 
that enables the Army to fight and win 
on the future battlefield and, most im-
portantly, save lives.”

MED CDID will execute the recently 
approved Army Concept Framework, 
AFC’s Concept for Medical 2028, that fo-
cuses on medical operations, identifying 
solutions to mitigate medical gaps and 
conducting iterative experimentation 
events to determine the requirements 
needed in the future force. These efforts 
will drive MED CDID’s recommenda-
tions to the U.S. Army Surgeon General, 
AFC headquarters, the U.S. Army Medi-
cal Center of Excellence and the Futures 
and Concepts Center.

The Army’s modernization effort must 
focus on multi-domain operations in 
2035 and beyond.

Richardson stated to effectively inno-
vate, “Modernization must be baked in, 
not bolted on.”

Modernization could not exist with-
out materiel solutions for a medical 
multi-domain operations-capable force. 

Lt. Gen. James M. Richardson, Army Futures Command Acting Commanding General, speaking to 
the Senate Armed Services Airland Subcommittee on May 10, 2022. Photo courtesy of the U.S. 
Army

Lieutenant General R. Scott Dingle is The 45th 
Surgeon General of the United States Army 
and Commanding General, United States Army 
Medical Command. Prior to his appointment 
as The Surgeon General and Commanding 
General, he served as the Deputy Surgeon 
General and Deputy Commanding General 
(Support), U.S. Army Medical Command.  
Photo courtesy of the U.S. Army

Photo credit U.S. Army Medical Command

Active Duty
FOREWORD
Army Health System Reaches New Milestone 
with Army Medical Modernization Strategy
By Maj. Michael Ash, Medical CDID and FCC, Army Futures Command
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Active Duty
SPECIAL FEATURES
Saving Lives Starts with You: Celebrating and 
Thanking Donors during National Blood Donor Month
By the Armed Services Blood Program

January marks the annual observance of National Blood Do-
nor Month. Donations from generous individuals allow the 
Armed Services Blood Program (ASBP) to continue to pro-
vide lifesaving blood products to service members and their 
families in their times of need.

For 70 years, voluntary donations have allowed the ASBP to 
source and deliver safe and effective blood products to warf-
ighters at the edges of the battlefield and to their families all 
around the world. The ASBP is forever grateful for the selfless 
support that donors have shown over the decades.

“Oil is often referred to as ‘liquid gold’ for its usefulness and 
value but, as far as I’m concerned, blood is the true liquid gold,” 
said Command Sgt. Maj. Michael Gragg, the senior enlisted 
leader for the Defense Health Agency.

“Blood donation is the gift of life. As health care providers, blood 
donors, and recipients, it’s up to us to talk about the importance 
of blood donation and donate when we can. All the medical ex-
pertise in the world doesn’t matter if we don’t have the necessary 
tools for the task, and one of the most vital tools we have is blood.”

“The need for blood is constant, and it’s up to all of us to roll up 
our sleeves and meet that demand,” Gragg said.

National Blood Donor Month, established by a presidential 
proclamation in 1969, was created to address blood shortages 
during the winter season and to thank donors who supported 
the nation’s blood supply throughout the past year. Historical-
ly, donations decrease in January due to several factors: people 
are on leave, vacations are planned, schedules change, weather 
conditions impede, or illness comes in to play. However, life-
saving doesn’t take a break. Blood donations are a constant 
need but especially so during this time.

Despite the immense challenges brought forth by the pandem-
ic, the ASBP continues to overcome these difficulties thanks 
in large part to committed donors and supporters who under-
stand the mission. With effective safety protocols, blood drives 
were still held this year with great turnouts from generous do-
nors, including the summer donation drives scheduled during 
Army ROTC Cadet Summer Training at Fort Knox, Kentucky, 
and at local ASBP donor center collections across the world.

“Donors are the heart of the program,” ASBP Division Chief 
Army Col. Audra Taylor explained. “We are forever grateful for 
their unwavering support throughout the decades, and their 
continued support especially now during a global pandemic.”

The ASBP donors and supporters are committed to the mis-
sion at hand. Take for example, Army Maj. Mallory McCuin, 
Executive Officer, Troop Command-Fort Belvoir Communi-
ty Hospital, has been an exemplary donor and a tremendous 
advocate, donating at Armed Services Blood Bank – National 
Capital Region mobile drives.

When asked what motivates her to work with the military’s 
blood program on a regular basis, McCuin explained that “I 
enjoy giving back to the community. As an Army nurse, I have 
administered blood to numerous critically ill patients over the 
course of my 13-year career. I know the importance of this life-
saving treatment and have seen it save countless lives.”

Then there is Navy Petty Officer Jesse Lamb, a Navy military 

Command Sgt. Maj. Michael Gragg, senior enlisted leader for the Defense 
Health Agency.  Photo courtesy of the Department of Defense



D
oD

 H
ea

lt
h 

A
ff

ai
rs

8

Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
02

2

training instructor who has also been an outstanding help to the 
ASBP. “He has been a true blessing to the Naval Medical Center 
San Diego Blood Donor Center and the ASBP,” said Doreen Re-
koski, NMCSD BDC blood donor recruiter. “The success of our 
program can be largely attributed to his willingness to give us 
easy access to the students and his total support of the program.”

“I’ve always loved volunteering,” said Lamb, “and hearing 
about a shortage of blood due to COVID, I couldn’t help but 
want to assist in any way I could. It’s all about saving lives.” Be-
cause of his passion to save lives, Lamb’s selflessness has helped 
bring in approximately 300 whole blood and platelet donations 
over several drives.

Not just active-duty service members support the program 
but also many times civilians as well. Terry and Linda Glick 
began donating during the pandemic when they heard that 
there was an urgent need for plasma from donors who have 
recovered from COVID-19. When asked about the couple and 
their accomplishments, Carl Norman, blood donor recruiter, 
Fort Leonard Wood Blood Donor Center, Missouri, explained 
that “We really appreciate the Glicks and others like them who 
truly demonstrate their compassion for others…we need more 
people to follow the Glicks’ example.”

When answering what inspired them to start donating plasma, 
Linda Glick stated, “My husband and I both had and recovered 
from COVID-19 and wanted to help the Soldiers and others in 
the military heal faster. So, we decided to start giving plasma 
then and have been doing so ever since.”

There is no substitute for blood. It is needed year-round. A 
blood donation has the potential to save the lives of up to three  

warfighters, their family members, retirees or veterans in need. 
Join the ASBP in celebrating National Blood Donor Month by 
scheduling a time to donate at www.militarydonor.comArmed 
Service Blood Bank website.

Army Lt. Gen. (Dr.) Ronald Place, the Defense Health Agen-
cy’s director, echoed the sentiments about the importance of 
blood donors and a steady resupply of blood products.

“Adequate blood supplies are a critical part of a ready medical 
force. Our medical providers must have everything they need 
to complete their mission, including blood. A donation can be 
done in as little as one hour and yield lifesaving blood products 
for surgical procedures, traumatic injuries, chronic illness, and 
cancer treatment,” Place said.

About the Armed Services Blood Program
Since 1962, the Armed Services Blood Program (ASBP) has 
served as the sole provider of blood for the United States mili-
tary. Our mission is to provide quality blood products and sup-
port to military health care operations worldwide. The ASBP 
collects, processes, stores, and distributes blood products to 
service members, their families and retirees in peace and war. 
In an ASBP Enterprise view — Military Health Affairs, De-
fense Health Agency, Service Blood Programs and Combatant 
Commands — we operate under common goals, metrics, pro-
cedures and work together to shape the future. Our program 
also works closely with our civilian counterparts in times of 
need to maximize the availability of this national treasure.
To find out more about the ASBP or schedule an appointment 
to donate, please visit www.militarydonor.com

health.mil

U.S. Marine Corps Lance Cpl. Angel Alvarado, a combat graphics specialist with Marine Corps Forces Command, Fleet Marine Force Atlantic, donates 
blood for the Armed Services Blood Program (ASBP) outside Hopkins Hall Gym, on Camp Elmore, Norfolk, Virginia, June 21, 2021. The ASBP helps 
promote the newly opened Human Performance Center (HPC). The HPC is currently only open to Marines, active and reserve.   
U.S. Marine Corps photo by Lance Cpl. Jack Chen/released
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Active Duty
SPECIAL FEATURES
Air Force Surgeon General eyes modernizing 
capabilities for joint commanders 
By Shireen Bedi, Air Force Surgeon General Public Affairs

Since assuming his role of Air Force Sur-
geon General, Lt. Gen. Robert Miller has 
worked to advance the Air Force Med-
ical Service’s capabilities, ensuring it is 
ready for an evolving joint fight.

One of his stated priorities is enhanc-
ing combatant commander capabilities, 
which focuses on modernization at ev-
ery level of care, and increasing global 
health engagements.

“The combat environment will not be 
static,” said Miller. “As a result, we can-
not assume we will always have air su-
periority…, [so medics may need] to 
hold and treat patients longer and closer 
to the front lines. Deployed capabilities 
and medical technology need to meet 
this potential new reality.”

Aeromedical Evacuation
Aeromedical evacuation has remained a 
staple life-saving capability since World 
War II and has grown to save more lives 
through humanitarian support, and 
amid a global pandemic. However, fu-
ture conflicts will present new, unprec-
edented challenges.

“We have to be ready for… increasing-
ly dispersed operations in challenging, 
contested environments,” said Col. Mar-
ilyn Thomas, Division Chief, En Route 
Medical Care, Air Mobility Command. 
“We may find ourselves having to move 
what we call ‘unregulated patients.’ That 
means when we have an aircraft ap-
proved for aeromedical evacuations and 
we are able to land, we may not know the 
exact number of patients or their exact 
diagnoses. Preparing for unregulated 
patient movement impacts the makeup 
of our teams and how we train.”

An advantage Air Force medics have is 
they are ready to convert any approved 
cargo or tanker aircraft to transport a 
wide range of patients, including the 
KC-46A Pegasus, which completed its 
first aeromedical evacuation mission on 
July 10, 2020.

“The idea is we can adapt to almost any 
cargo or tanker aircraft, so wherever pa-
tients move, if we have an aircraft, we 
can team up with aeromedical evacua-
tion crews,” said Lt. Col. Sarah Morton, 
Chief, Aeromedical Evacuation Stan-
dardization and Evaluation, Air Mobility 
Command. “What we are doing now is 
making sure we can integrate on whatev-
er the next approved aeromedical evacu-
ation aircraft will be.”

Air Mobility Command, which leads the 
aeromedical evacuation and critical care 
air transport missions, is continuously 

working to optimize equipment to be-
come smaller and modular. Additionally, 
AMC is reviewing medical specialties to 
right size the makeup of AE and CCAT 
teams.

“We know patient loads could be larger 
in future conflicts, so we are taking an-
other look at what type of clinicians and 
clinical support we need,” said Thomas. 
“We are looking at what the right mix 
of medical attendants would be to aug-
mented support.”

Deployed ground capabilities
Miller has also directed a closer look at 
ground medical capabilities, including 
care delivered at the point of injury and 
in deployed medical facilities.

“The end goal is to provide commanders 
with greater flexibility and range of op-
tions that can bring advanced care that 
is highly mobile and ready to operate 
in the most demanding environments,” 
said Miller.

One of those options is the Air Force’s 
Ground Surgical Team, or GST, a 
six-member surgical team who can work 
in austere environments to provide dam-
age control resuscitation, surgery, and 
critical care.

“Trauma care in austere, deployed envi-
ronments is different than from trauma 
care in hospitals,” said Lt. Col. Chris-
topher Mahoney, the GST consultant 
to the Air Force Surgeon General. “Re-
sources and personnel are limited, and 
you often have little backup or access to a 
fully staffed, modern facility. GST mem-
bers are trained for that environment to 
give patients the best chance of survival.”

Lt. Gen. Robert I. Miller, Surgeon General, U.S. 
Air Force.  Photo courtesy of the U.S. Air Force



D
oD

 H
ealth A

ffairs

11

D
oD

 H
ea

lt
h 

A
ff

ai
rs

10

Arm
ed Forces M

edicine 2022Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
02

2

GSTs are part of the Air Force’s Expe-
ditionary Medical Support System, or 
EMEDS, which is a deployable, full-ser-
vice medical facility. Since its first de-
ployment in 1999, the EMEDS has 
played a critical role in every conflict and 
many humanitarian responses. Howev-
er, as the nature of warfare changes, so to 
must EMEDS.

“Our EMEDS will need to become in-
creasingly modular to function in con-
tested, cyber-degraded environments for 
tans-regional, all-domain conflicts,” said 
Paul Clark, Expeditionary Medical Poli-
cy and Operations acting director, Office 
of the Air Force Surgeon General. “To 
meet these demands we are developing 
ways to modernize.”

The AFMS is working to increase the fa-
cility’s capacity to hold patients longer, 
or indefinitely, in degraded operational 
environments, as well as to grow rela-
tionships with partner nations.

Strengthening alliances
Being medically ready for the future fight 
extends beyond the AFMS. The Air Force, 
along with the entire Department of De-
fense, relies on Global Health Engagement 
to strengthen partnerships with other na-
tions. GHEs improve mutual capabilities 
through health-related exchanges and 
furthers interoperability with partner na-
tions during contingency operations.

“The 2022 National Defense Strategy 
emphasizes the importance of working 
seamlessly with our allies and partners 
across domains to deter aggression and 
prevail in conflict,” said Col. Elizabeth 
Erickson, U.S. Air Force International 
Health Specialist Program director. “In 
the health domain, GHE is preparing for 
future contingencies where we may not 
have the full range of U.S. medical capa-
bilities readily available. GHE programs 
will improve global readiness for future 
health security threats.”

GHE training programs and platforms 
are already evolving to ensure Interna-
tional Health Specialists who develop 
and execute GHE programs have the ex-
pertise necessary to continue strength-
ening partnerships. This includes 
creating a tri-service GHE orientation 
course, increasing training in security 
cooperation, and setting up a fellowship 
program set to begin this summer.

“Increasing the effectiveness of Air Force 
global health engagement is critical to 
supporting national security policies,” 
said Miller. “As a strategic goal of the Air 
Force Medical Service, it is important 
our internationally minded Airmen exe-
cute long-term, sustainable, and impact-
ful medical security cooperation.”

Editor’s Note: This article is part two of 
a three part series highlighting Lt. Gen. 
Robert Miller’s priorities for the future 
of the Air Force Medical Service.

airforcemedicine.af.mil

U.S. Air Force Airmen assigned to the 86th Aeromedical Evacuation Squadron perform advanced 
life support training at Ramstein Air Base, Germany, March 14, 2022. U.S. Air Force Capt. Adam 
Olligschlager, left, 86th Airlift Wing plans and programs action officer, was celebrated as Airlifter 
of the Week, March 10, 2022, for his outstanding organization and execution of the Secretary of 
Defense Dispersal Plan. When Olligschlager isn’t working as an action officer, he assumes regular 
duties as a flight nurse evaluator at the 86th Aeromedical Evacuation Squadron.  
U.S. Air Force photo by Airman 1st Class Jared Lovett 

U.S. Air Force Staff Sgt. Kyuree Rose, 86th Medical Squadron surgical technician, applies a 
tourniquet to a simulated patient during a joint 86th Medical Group Ground Surgical Team and 
U.S. Army 160th Medical Detachment Forward Resuscitative Surgical Team exercise at Breitenwald 
Training Area, Landstuhl, Germany, March 9, 2021. The exercise was used to demonstrate the 
ability to provide emergency care of injured or critically ill patients in a joint environment outside of 
established support. U.S. Air Force photo by Senior Airman John R. Wright

Active Duty
AUDIOLOGY
PHCE Audiologist Lays the Foundation  
for Soldier Readiness
By Michelle Thum

Audiologist Capt. Lauren Benitez directly affects Soldier readi-
ness as the Army Hearing Program Manager in Bavaria.

“I always knew I wanted to be involved in the medical field. 
After taking my first course in audiology, I was fascinated and 
knew it was the career field for me,” said Benitez.

Benitez was pursuing a doctoral degree in audiology when one 
of her close friends from graduate school decided to join the 
service and become an audiologist in the U.S. Navy. “I didn’t 
seriously consider joining the military until after graduate 
school,” said Benitez. “I saw how different Audiology in the 
Army was from the civilian world and became intrigued.”

Benitez reached out to her friend who connected her with other 
military audiologists, and after learning more about what they 
do, she began the application process to direct commission.

According to Benitez, in the civilian world, many audiology 
positions focus on diagnosing and treating problems related to 
hearing loss. In the Army, hearing readiness and conservation 
also plays a very large role.

She says an Army audiologist’s main goal is to prevent Sol-
diers from becoming hearing impaired in the first place. This 
includes protecting Soldiers and civilian employees from haz-
ardous noise exposure, conducting yearly exams, and pro-
viding health education. “Noise-induced hearing loss is a 
significant impairment in the military and can affect combat 
performance,” said Benitez. “Soldiers are constantly exposed to 
high levels of noise which can lead to tinnitus and noise in-
duced hearing loss, which are the first and second most preva-
lent service-connected disabilities.”

As the PHCE hearing program manager for Bavaria she sup-
ports more than 15,000 Soldiers and DA Civilians in Germany 
by running the hearing program, providing education, seeing 
patients and training hearing technicians in health care facili-
ties to conduct annual hearing exams.

Benitez enjoys the fact that her career field gives her the ability 
to make a big difference in people’s lives. “Hearing is an inte-
gral part of communication and prevention of hearing loss can 
make a big impact in a Soldier’s life,” said Benitez. “If hearing 

loss does occur, I enjoy helping give back the diminished sense 
of hearing to someone though hearing aids and other assistive 
technology. “

Studies have shown that those who have better hearing perform 
better overall in battle scenarios. One of her fondest memories 
of her yearlong Army career so far was the support she pro-
vided for a Multi-Role Anti-Armor/Anti-Personnel Weapon 
System training event in Grafenwoehr, Germany, over a one-
week period. Benitez collaborated with the Landstuhl Regional 
Medical Center audiologist, Capt. Theresa Galan, to train and 
supervise medics to use the FitCheck equipment, which is re-
quired to determine the attenuation rate of hearing protection 
in the Soldiers’ ears.

“In this training it was especially important to teach Soldiers about 
the proper way to insert hearing protection because this weapon 
is the loudest shoulder-fired weapon system,” said Benitez. “With-
out the proper use of hearing protection, a Soldier’s hearing can 
be significantly damaged over the years or even instantaneously.”

Audiology and hearing conservation has a variety of benefits to 
Soldiers. “When hearing and communication is maximized, it 
can lead to improved survivability, lethality, mission effective-
ness and quality of life for the team as a whole,” said Benitez.

army.mil

Audiologist Capt. Lauren Benitez, Army Hearing Program Manager for 
Bavaria, performing otoscopy on a Soldier. Photo Credit: Maj. John Ambelang
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AUDIOLOGY
Ringing in Your Ears Might Be a  
Sign of Hearing Loss
By Janet A. Aker, MHS Communications

James Valentine, a retired tech sergeant 
who spent 22 years in the Air Force, has 
a constant ringing in his ears. He says it 
sounds like “crickets going crazy on a 
quiet summer night.”

Valentine is one of many service mem-
bers and veterans who suffer from tin-
nitus, a symptom of hearing loss that 
causes people to hear a constant noise — 
typically described as a ringing or buzz-
ing — even in the quietest settings.

Valentine served as an aircraft and 
fuel system mechanic. He believes his 
hearing loss and tinnitus are linked to 
his work environment that included 

constant exposure to loud jet engine 
noise and jet propellant.

In addition to loud noises, some re-
search suggests that exposure to jet fuel 
fumes may also cause damage and lead 
to hearing loss.

The tinnitus affects the clarity of every-
thing he hears, like music or voices on the 
telephone, he said. To block the tinnitus, 
he uses a fan as white noise when he sleeps 
and has an exhaust fan near him at work.

Diagnosing Tinnitus
More veterans make benefits claims 
for tinnitus and hearing loss at the 

Department of Veterans Affairs than 
any other disability or impairment. As of 
2020, more than 2.3 million veterans re-
ceived compensation for tinnitus.

Tinnitus is usually connected to hear-
ing loss. It can also affect your concen-
tration, reaction time and short-term 
memory. It can be associated with anx-
iety, depression and sleep disorders. 
Some people turn to substance abuse to 
try to block the sounds.

Tinnitus is most often caused by repeat-
ed exposure to loud noises, like explo-
sives or aircraft engines. It’s also linked 
to traumatic brain injury.

Army Col. Randy Lau fires a 120 mm mortar during a live-fire exercise at Camp Roberts, California, June 15, 2021. Photo credit: Army Staff Sgt. Walter Lowell

continued on page 14
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2 Tinnitus is actually a symptom of hear-
ing loss. Yet some people experience the 
symptoms of tinnitus before noticing 
any loss of hearing. It is often not de-
tected until service members get hear-
ing tests as they approach separation, 
explained Air Force Lt. Col. (Dr.) Sam-
uel Spear, branch chief, Hearing Center 
of Excellence (HCE)Hearing Center of 
Excellence website, which is part of the 
Defense Health Agency’s Research and 
Engineering Directorate.

Tinnitus may be under reported among 
the active duty military. Not all services 
require annual hearing tests, and ser-
vice members may not report symptoms 
of tinnitus or hearing loss because they 
think it could affect their readiness sta-
tus, Spear said. That’s a misperception – 
there are no readiness standards related 
to tinnitus at this time.

Spear encourages service members to 
talk to a health care provider if they have 
symptoms of tinnitus or hearing loss.

“We want people to feel free to report 
hearing loss and get help,” he said.

Overall, hearing loss is improving in the 
military. This change is due, in part, to 
increased awareness and better hearing 
protection.

The hearing protectionHCE webpage 
on hearing protection devices many 
service members wear on duty protects 
against some hearing loss. But, even off 
duty, you can be exposed to loud noises 
in places such as crowded bars or music 
concerts.

“If you have to raise your voice to be 
heard, that puts you at risk for hearing 
loss,” said Army Public Health Center 
research audiologist LaGuinn Sherlock. 
She suggests wearing hearing protec-
tion, such as ear plugs or ear muffs, if 
you know you are going to be exposed to 
loud noises at music concerts and other 
venues, or while operating loud equip-
ment like saws or drills.

Some smartwatches can alert you to loud 
noise exposures, Spear said. Some ear 
buds also now limit loud noise exposure.

“Bothersome Tinnitus”
“Bothersome tinnitus” is more severe 
than regular tinnitus. It can affect quality 
of life and the ability to perform required 
duties, Sherlock said.

Bothersome tinnitus has been recorded 
in the hearing surveillance system for 
17% of the soldiers screened, she said.

Sherlock’s research is looking at how 
bothersome tinnitus can affect concen-
tration, reaction time, and short-term 
memory.

Bothersome tinnitus can lead to chronic 
activation of the stress response, which 
in turn can lead to high blood pressure, 
heart disease, and stroke.

“It’s really important to lower the stress 
response by taking regular breaks, doing 
breathing exercises, talking to a behav-
ioral therapist, and reducing stress as 
much as possible,” Sherlock said.

Mental health symptoms are also strong-
ly associated with tinnitus severity, ac-
cording to a 2021 study.

Other Causes and Treatments
Tinnitus can also occur when taking 
large quantities of medications and can 
go away when you stop. Specifically, 
some causes include high-dose aspirin 

and nonsteroidal anti-inflammatories, 
high doses and long exposure to antibi-
otics, or chemotherapy, Spear said.

For patients with bothersome tinnitus 
who have qualifying hearing loss, the 
first line of treatment should be hearing 
aids, said Amy Boudin-George, HCE’s 
clinical section chief and a clinical 
audiologist.

“Hearing aids help by increasing access 
to environmental sound and speech, 
which can help give patients auditory in-
put besides their tinnitus.”

For patients with bothersome tinnitus 
who don’t have hearing loss, education 
on strategies to manage tinnitus should 
be the first line of treatment, she said. 
“If this does not prove to be effective, 
ear-level tinnitus maskers can be used, 
which help by providing other sounds 
that patients can pay attention to.”

Spear added: “Conservative treatment 
measures are generally adequate for 
treating tinnitus but in some cases, cer-
tain types of hearing aid maskers may 
also be considered.” Talk therapy, and 
techniques such as masking (white 
noise), and biofeedback may make the 
tinnitus more tolerable.

health.mil

continued from page 12

Air Force Col. Joseph Brennan, the Ear, Nose, and Throat doctor at the U.S. run Staff Sgt. Heath N. 
Craig Joint Theater Hospital, demonstrates how the portable hearing test machine works with the 
help of an Ear, Nose and Throat technician Air Force Staff Sgt. Lee Adams. Photo courtesy of U.S. Army

Active Duty
CARDIOLOGY
Women’s Heart Attacks Symptoms Can Differ 
from Men’s: Know the Signs
By Janet A. Aker, MHS Communications

When you are having a heart attack, minutes matter. Fast ac-
tion can save lives.

Heart disease and heart attacks are the number one global 
killer of both men and women. But women often experience 
symptoms other than the classic crushing chest pain and left 
arm pain that typically afflict men having heart attacks.

For example, women are more likely to experience pain be-
tween the shoulder blades, abdominal pain, and nausea.

In some situations, a failure to identify the unique symptoms 
women experience can lead to delays in seeking treatment.

If you’re a woman, here are the most common heart attack 
symptoms:

• Chest pain or discomfort. This is the most common symp-
tom for both men and women, but some women may expe-
rience a sense of squeezing or fullness, and the pain can be 
anywhere in the chest, not just on the left side.

• Pain in the arm(s), back, neck, or jaw. This type of pain is 
more common in women than in men. The pain can be 
gradual or sudden, and it may increase or decrease before 
becoming intense.

• Stomach pain. This is a signal of a heart attack that is of-
ten mistaken for heartburn, indigestion or a stomach ulcer. 
Other times, women experience severe abdominal pressure. 
This is where it’s best to be on the safe side and call 911.

• Shortness of breath, nausea, or lightheadedness. If you’re 
having trouble breathing for no apparent reason, you could 
be having a heart attack, especially if you’re also having one 
or more symptoms. More women than men experience this 
aspect of a heart attack.

• Cold sweat. This is another heart attack symptom more 
common in women having a heart attack. It may feel like 
stress-related sweating.

• Fatigue. Some women who have heart attacks feel extreme-
ly tired, even if they haven’t moved much. You may feel the 
tiredness in your chest.

How Long Can a Woman Have Symptoms Before a 
Heart Attack?
Many people expect a heart attack to come on suddenly. But 
research suggests that women experience symptoms for sev-
eral weeks before a heart attack. Doctors say it’s important 
to encourage women to seek medical care when they have 
symptoms.

“Despite women have more symptomatic chest pain than men, 
they are less likely to have timely and appropriate care,” said 
Air Force Lt. Col. (Dr.) Travis Batts, medical director of cardi-
ology at Wilford Hall, Lackland Air Force Base, San Antonio, 
Texas.

He pointed to the 2021 guidelines on chest pain and also, keep 
in mind you can have heart problems, even a heart attack, with-
out chest pain. That’s particularly common among women.

Call 911 — Quickly

• Call 911 immediately if you experience heart attack warn-
ing signs. Calling 911 is almost always the fastest way to get 
life-saving treatment and preserve your heart muscle and 
tissues.

• An emergency medical services team can begin treatment 
when they arrive — up to an hour sooner than if you get to 
the hospital by car. EMS staff are also trained to revive some-
one whose heart has stopped.

Photo credit: Airman 1st Class Thomas Karol
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• Patients with chest pain who arrive by ambulance usually 
receive faster treatment at the hospital, too.

Should I Take Aspirin During a Heart Attack?
Medical advice on taking aspirin has changed over the years 
when it comes to treating an initial heart attack or preventing 
a subsequent heart attack.

• Don’t do anything before calling 911. Specifically, don’t take 
an aspirin then wait for it to relieve your pain. Aspirin alone 
won’t treat your heart attack.

• The emergency operator can advise you whether to take as-
pirin and how much to take.

• If the operator does not suggest aspirin, you may receive the 
drug in the ambulance or emergency department.

Heart Attacks Can Happen Even if You’re Young and 
in Good Shape
Younger women are having more heart attacks, according to a 
National Heart, Lung, and Blood Institute study in 2019.

Researchers were surprised to find that while the heart attack 
rate has decreased among older adults, it’s risen among those 
ages 35-54, especially women. The study from the National 
Heart, Lung, and Blood Institute study on Twenty Year Trends 
and Sex Differences in Young Adults Hospitalized With Acute 

Myocardial Infarction, reviewed more than 28,000 hospitaliza-
tions for heart attacks in four cities.

One condition, spontaneous coronary artery dissection, or 
SCAD, causes a small percentage of heart attacks overall, but 
is responsible for 40% of heart attacks in women younger than 
age 50, according to 2020 research from the American College 
of Cardiology. The average SCAD patient is just 42 years old 
and is likely healthy and active.

The Bottom Line
“As our approach to the diagnosis and management of chest 
pain syndromes continues to evolve, we must highlight the 
impact of racial and ethnic disparities on the evaluation of pa-
tients with chest pain,” Batts said. “There are disparities in chest 
pain management in diverse populations that lead to worse 
outcomes, increased heart attacks, and higher death rates.”

His bottom line recommendations? “For both women and 
men alike, the keys to improving your heart health are simple: 
Take all symptoms seriously, ask questions about your heart 
health, and get screened yearly for heart disease risk factors.”

health.mil

Signs and symptoms of a heart attack can differ between women and men. If you have any of these symptoms, call 911 quickly.  
Photo credit: The Defense Health Agency

Active Duty
CARDIOLOGY
Heart Health and Heroism
By Augusta Vargas

MWR Employee Melissa Lazzarini was 
the guest speaker for the Fort Hunt-
er Liggett’s Go Red for Women Walk, 
March 3, 2022. Lazzarini shared her har-
rowing experience from a massive heart 
attack three years ago.

She was airlifted to the Salinas Valley 
Hospital for an emergency quadruple 
bypass surgery brought on by poor eat-
ing habits and an unhealthy lifestyle. 

Lazzarini said, “In spite of the pain 
shooting down my right arm, and the 
tremendous pain in my upper back, it 
never occurred to me that I was having 
a heart attack!”

At the hospital, she underwent immedi-
ate open-heart bypass surgery after the 
attempt to insert stents into her arter-
ies had failed. This frightening experi-
ence prompted Lazzarini to take charge 
of her eating habits by committing to a 
plant-based, whole grain diet. Lazzarini 

credited her strong family bonds as 
one of the main influences behind her 
commitment.

Lazzarini ended her presentation on 
a warning note: ”I overheard a doc-
tor comment on how his patients often 
complained about having to commit to 
an extreme diet regimen.” His response 
was, “What’s EXTREME is having your 
chest sawn open; your heart removed, 
and your arteries replaced!”

The fight to end cardiovascular disease 
worldwide is an ongoing issue, and as a 
global effort to shed light on Women’s 
heart health, the American Heart Asso-
ciation launched the Go Red for Women 
campaign in 2004 with hopes of elimi-
nating women’s heart disease on an in-
ternational scale. Fort Hunter Liggett 
has been a proud supporter of this cam-
paign since 2012.

For information on how the American 
Heart Association can help you live a health-
ier lifestyle, contact their national center at 
1-800-242-8721 or online at heart.org

army.mil

FHL MWR employee Melissa Lazzarini was the guest 
speaker for the Go Red for Women event on March 
3, 2022. She shared her experience surviving a 
heart attack and gave a few pointers on heart health 
and recovery. Photo Credit: Augusta Vargas

Community members and employees, enjoyed a one mile walk to support the Go Red for Women event, a movement launched by the American Heart 
Association in support of womenís heart health. Photo credit Augusta Vargas
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EMERGENCY
Joint Base Andrews EMEDS Training Prepares 
Medical Personnel for Deployments
By Airman 1st Class Matthew-John Braman, 316th Wing Public Affairs

Military medical personnel from across the United States par-
ticipated in the final day of an Expeditionary Medical Support 
System exercise at Joint Base Andrews, Md., May 12, 2022. The 
entire exercise allowed for the military personnel to hone their 
skills in a controlled environment so they are prepared for 
stressful emergency military medicine situations.

The two-week training that ended Thursday included tacti-
cal combat casualty care, ambulance bus procedures, and an 
emergency operations simulation. The exercise simulated a de-
ployed medical environment with operating rooms for both 
surgery and dental care, and a basic medical aid tent, for those 
wounded in combat and evacuated.

It functioned as a joint service training, including military 
medical personnel from the Air Force, Army and Navy.

Senior Airman Sylvia Rosario, 316th Surgical Operation 
Squadron surgical operations technician, helped facilitate the 
training and spoke about the importance of being versatile and 
how EMEDS helps them prepare for deployment.

“It helps you think about the bigger picture,” Rosario said. “It 
makes you think on how to improvise to make things work.”

Some military medical personnel work in life and death sit-
uations; being able to learn and adapt to a variety of intense 
situations could prove critical in saving lives.

“Even though you have your specific roles in the hospital clinic 
setting, it’s important to get out of that routine,” said Rosario. 
“It allows you to feel the different environments of a deploy-
ment and helps you prepare for it.”

Service members spent eight days of training in the field to 
help develop their medical treatment abilities during combat 
situations. “It gives us the capability of readiness,” said Senior 
Airman Cathlyn Harlin, 99th Surgical Squadron respiratory 
care practitioner. “Any time we have a task, I’m ready to go.”

airforcemedicine.af.mil

Military medical personnel attend to a training mannequin during a 
medical simulation during the Expeditionary Medical Support System 
training at Joint Base Andrews, Md., May 5, 2022. The exercise simulated 
a deployed medical environment with operating rooms for surgery and 
dental care, and basic medical aid, for those wounded in combat and 
evacuated. U.S. Air Force photo by Airman 1st Class Matthew-John Braman

Military medical personnel gather before they begin the Expeditionary 
Medical Support System exercise at Joint Base Andrews, Md., May 5, 
2022. The two-week training covered tactical combat casualty care, 
ambulance bus procedures and an emergency operation simulation. U.S. 
Air Force photo by Airman 1st Class Matthew-John Braman

Active Duty
INFECTIOUS DISEASES
Army Experts: Rabies Risk is Not Worth It
By V. Hauschild, MPH, U.S. Army Public Health Center

Although the most recent case of rabies in an active-duty sol-
dier was in 2011, this fatal disease remains a threat that the U.S. 
Army continues to address.

According to the Centers for Disease Control and Prevention, 
almost 60,000 people around the world die from rabies each 
year. People get rabies from the bite of a rabid animal or if the 
animal’s saliva comes into contact with a person’s eyes, mouth, 
or broken skin.

Despite the common belief that rabid animals are easily identi-
fied by foaming at the mouth and aggressive behavior, infected 
animals may not look sick or act strangely.

“All bites or contact with saliva from animals should be eval-
uated by a qualified medical provider in consultation with a 
veterinarian,” says Lt. Col. Michael Superior, a medical doctor 
and advisor to the U.S. Army Public Health Center’s Division 
of Preventive Medicine.

“It’s critical to decide if prophylactic rabies vaccination is 
needed,” says Superior, “since rabies is nearly always fatal once 
symptoms appear.”

Symptoms can take weeks to months to develop and initially 
may be non-specific. Early symptoms include irritability, head-
ache, fever, and itching or pain at the exposure site. Along with 
increasing neurological effects and possible hallucinations, the 
disease eventually progresses to spasms of the throat and the 
muscles used for breathing — which can appear to be a fear of 
water due to difficulty swallowing — and seizures, paralysis, 
and then death.

Though a fatal viral disease, rabies is 100 percent preventable if 
a person receives the post-exposure prophylaxis, known as ra-
bies PEP, after a potential rabies exposure. The rabies PEP is a 
series of shots that consists of a dose of human rabies immune 
globulin (ideally administered on the day of the rabies expo-
sure) and three rabies vaccine doses given on days three, seven, 
and fourteen after the initial dose.

Due to the cost and special storage needs of the rabies PEP, 
the need for multiple doses, and the low exposure risk to most 
persons, mass vaccinations for civilians and soldiers are not 

considered an appropriate public health measure. This is why 
getting the PEP as soon as possible after a potential exposure 
is so important.

The APHC provides guidance to prevent the occurrence of 
rabies in the Army family. The Center also uses the military’s 
Disease Reporting System internet, known as DRSi, to mon-
itor rabies cases and rabies PEP recipients among the Army 
community. The DRSi captures visits of soldiers, as well as oth-
ers, such as dependents and retirees, who seek care at Army 
medical treatment facilities.

“Luckily we have not identified a case of human rabies in the 
Army community since 2011,” says Kiara Scatliffe-Carrion, se-
nior APHC epidemiologist. “This is likely due in part to the 
Army’s education program and effective use of rabies PEP.”

While PEP is effective, the best prevention is avoidance of ex-
posure. Due to U.S. laws that require pet rabies vaccination 
programs, the CDC reports that rabies in the U.S. is mostly 
found in wild mammals like bats, raccoons, skunks, and foxes. 
Though woodchucks (groundhogs), have also been reported 
with the disease, small rodents and rabbits are almost never 
found to be infected.

Bats are the leading cause of human rabies deaths in the U.S. 
Because a bat scratch or bite can be very small, people may not 
realize they have been exposed.

The CDC reports that hundreds of cats and dogs, as well as 
livestock — cattle and horses — also get rabies in the U.S. each 
year, although much less frequently than wildlife. The cats, 
dogs, and livestock that develop rabies are typically not vacci-
nated for rabies and are infected by wildlife.

Scatliffe-Carrion says dogs and cats were by far the most com-
monly cited animals associated with PEP vaccines report-
ed in DRSi. Dog bites alone accounted for about one-half of 
the reported exposures, while almost a third were cat bites or 
scratches.

In many other countries — especially those that do not man-
date pet vaccinations — dogs remain a primary threat. Ac-
cording to the CDC, over 90 percent of human rabies deaths 

continued on page 26
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PROTECTING OUR TROOPS FOR 25 YEARS AND COUNTING.

RabAvert® (Rabies Vaccine)  
is proven effective providing  

robust protection.1,2

Worldwide clinical experience, 
with more than 50 clinical 

trials since 1983.1

INDICATIONS AND USAGE
RabAvert is a vaccine approved for all age groups to help prevent rabies 
infection both before and after a suspected exposure.
IMPORTANT SAFETY INFORMATION
• People with a history of severe allergic reaction (e.g., anaphylaxis) to RabAvert 

or any of its ingredients should not receive RabAvert for protection before a 
potential exposure (PrEP) to the rabies virus. They should receive a different 
rabies vaccine if a suitable product is available. However, because rabies is 
almost always fatal if left untreated, the protection provided with RabAvert 
after a potential exposure (PEP) to the rabies virus outweighs the risks 
associated with a severe allergic reaction..

• The ingredients of RabAvert, which could in rare cases, cause allergic reactions 
in some people, include egg and chicken proteins, processed bovine (cow) 
gelatin and trace amounts of neomycin, chlortetracycline, and amphotericin B. 
Let your healthcare professional know if you have had any issues, including 
allergic reactions, with any of these ingredients or with vaccines in general.

• Severe, potentially life-threatening allergic reaction, swelling of the brain and 
spinal cord; loss of movement or sensation due to nerve damage, such as 
inflammation of the brain or temporary loss of movement; Guillain-Barré 
Syndrome; inflammation of spinal cord; inflamed nerves of the eye; and 
multiple sclerosis have in very rare cases been reported.

• RabAvert should be injected into muscle only. RabAvert injected into a vein 
may cause a reaction throughout the body, including shock.

• Fainting can occur when injectable vaccines are used, including RabAvert. 
Your healthcare provider should put procedures in place to avoid falling injury 
and to restore blood flow to the brain after fainting.

• Patients with a weakened immune system due to illness or the use of certain 
medications or treatments (such as radiation therapy, antimalarials, and 
corticosteroids) may have issues developing immunity. If such a patient is 
receiving RabAvert, then the healthcare professional may measure immune 
response through blood testing. Vaccination with RabAvert for protection 
before a potential exposure (PrEP) to the rabies virus should be delayed in 
anyone who is sick or recovering from an illness.

• RabAvert contains albumin which is a protein found in human blood that 
carries an extremely remote risk for transmission of viral diseases, including 
Creutzfeldt-Jakob disease (CJD), a rare brain disorder. No cases of transmission 
of viral diseases or CJD have ever been identified for albumin.

• Persons who have not been previously vaccinated against rabies will receive 
Human Rabies Immune Globulin (HRIG). HRIG should not be administered to 
persons who have been previously vaccinated as it may counteract the effect 
of the rabies vaccine. Let your healthcare provider know if you were previously 
vaccinated for rabies as you may not need HRIG.

• Only use RabAvert while pregnant or breastfeeding if clearly needed. 
RabAvert was not studied in pregnant or lactating women so it is not known 
if RabAvert can cause any harm to the fetus, have any effect on ability to get 
pregnant, or whether it is passed through breast milk to infants (but many 
drugs are excreted in human milk).

• There is no information on how RabAvert works when given at the same time 
as other vaccines. 

• The most common side effects in clinical trials were reactions at the injection 
site, such as reddening, hardening, and pain; flu-like symptoms, such as lack of 
energy, tiredness, fever, headache, muscle pain, and feeling of discomfort; 
joint pain; dizziness; swelling of lymph nodes; upset stomach; and rash.

• Vaccination before a potential exposure (PrEP) to the rabies virus does not remove 
the need for additional therapy after a suspected or known rabies exposure.

• Seek the advice of a healthcare professional to help assess your specific level 
of risk if you are traveling to areas of high risk of rabies exposure; in frequent 
contact with the rabies virus or rabid animals, such as on the job; and/or are 
active outdoors and could encounter animals with rabies in the wild.

• If you are exposed to a potentially rabid animal, seek medical attention right 
away before you have symptoms. Once symptoms are present, the rabies 
infection has spread through the body and survival is unlikely.

Reporting Suspected Adverse Reactions
• Patients should always ask their healthcare professionals for medical advice 

about the appropriate use of vaccines and adverse events. To report SUSPECTED 
ADVERSE REACTIONS, contact Bavarian Nordic at 1-844-4BAVARIAN  
or the US Department of Health and Human Services by either visiting  
www.vaers.hhs.gov/reportevent.html or calling 1-800-822-7967.

REFERENCES: 1. Giesen A, et al. 30 years of rabies vaccination with Rabipur: a summary of clinical data and 
global experience. Expert Rev Vaccines. 2015;14:351-367. 2. RabAvert Rabies Vaccine. Prescribing Information. 
Accessed July, 2022. https://dailymed.nlm.nih.gov/dailymed/fda/fdaDrugXsl.cfm?setid=84b7a672-eeb1-4527-
84ac-68196b156be2 3. IQVIA. Data on file. 2018 - May 2022. Accessed July 2022.
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 Bite and non-bite exposure from humans with rabies theoretically could transmit rabies, but no laboratory-
diagnosed cases occurring under such situations have been documented. Each potential exposure to human rabies 
should be carefully evaluated to minimize unnecessary rabies prophylaxis.1

Postexposure Treatment Schedule: See also DOSAGE AND ADMINISTRATION.
 The essential components of rabies postexposure prophylaxis are prompt  
local treatment of wounds and administration of both HRIG and vaccine.
A complete course of postexposure treatment for previously unvaccinated adults and children 
consists of a total of 5 doses of vaccine, each 1.0 mL: one IM injection (deltoid) on each of Days 0, 3, 7, 14, and 28. 
For previously immunized adults and children, a total of 2 doses of vaccine, each 1.0 mL: one IM injection (deltoid) 
on each of Days 0 and 3. No HRIG should be administered to previously vaccinated persons as it may blunt their 
rapid memory response to rabies antigen.
 Local Treatment of Wounds: Immediate and thorough washing of all bite wounds and scratches with soap 
and water is an important measure for preventing rabies. In animal studies, thorough local wound cleansing 
alone has been shown to reduce markedly the likelihood of rabies. Whenever possible, bite injuries should not 
be sutured to avoid further and/or deeper contamination. Tetanus prophylaxis and measures to control bacterial 
infection should be given as indicated.1

 Postexposure Prophylaxis of Rabies: The regimen for postexposure prophylaxis depends on whether or not 
the patient has been previously immunized against rabies (see below). For persons who have not previously been 
immunized against rabies, the schedule consists of an initial IM injection of HRIG exactly 20 IU/kg body weight 
in total. If anatomically feasible, the FULL DOSE of HRIG should be thoroughly infiltrated in the area around and 
into the wounds. Any remaining volume of HRIG should be injected intramuscularly at a site distant from rabies 
vaccine administration. HRIG should never be administered in the same syringe or in the same anatomical site as 
the rabies vaccine. HRIG is administered only once (for specific instructions for HRIG use, see the product package 
insert). The HRIG injection is followed by a series of 5 individual injections of RabAvert (1.0 mL each) given 
intramuscularly on Days 0, 3, 7, 14, and 28. Postexposure rabies prophylaxis should begin the same day exposure 
occurred or as soon after exposure as possible. The combined use of HRIG and RabAvert is recommended by the 
CDC for both bite and non-bite exposures, regardless of the interval between exposure and initiation of treatment.
 In the event that HRIG is not readily available for the initiation of treatment, it can be given through the 
seventh day after administration of the first dose of vaccine. HRIG is not indicated beyond the seventh day because 
an antibody response to RabAvert is presumed to have begun by that time.1

 The sooner treatment is begun after exposure, the better. However, there have been instances in which the 
decision to begin treatment was made as late as 6 months or longer after exposure due to delay in recognition 
that an exposure had occurred. Postexposure antirabies treatment should always include administration of both 
passive antibody (HRIG) and immunization, with the exception of persons who have previously received complete 
immunization regimens (preexposure or postexposure) with a cell culture vaccine, or persons who have been 
immunized with other types of vaccines and have had documented rabies antibody titers. Persons who have 
previously received rabies immunization should receive 2 IM doses of RabAvert: one on Day 0 and another on  
Day 3. They should not be given HRIG as this may blunt their rapid memory response to rabies antigen.
 Postexposure Prophylaxis Outside the United States: If postexposure treatment is begun outside the  
US with regimens or biologics that are not used in the US, it may be prudent to provide additional treatment  
when the patient reaches the US. State or local health departments should be contacted for specific advice in  
such cases.1

CONTRAINDICATIONS
Preexposure Prophylaxis: 
 Hypersensitivity: History of anaphylaxis to the vaccine or any of the vaccine components constitutes a 
contraindication to preexposure vaccination with this vaccine.
Postexposure Prophylaxis: In view of the almost invariably fatal outcome of rabies, there is no contraindication 
to postexposure prophylaxis, including pregnancy.1 

WARNINGS
 Patients considered to be at risk of a severe hypersensitivity reaction to the vaccine or any of the vaccine 
components should receive an alternative rabies vaccine if a suitable product is available.
 Anaphylaxis, meningitis; neuroparalytic events such as encephalitis, transient paralysis; Guillain-Barré 
Syndrome; myelitis; retrobulbar neuritis; and multiple sclerosis have been reported to be temporally associated 
with the use of RabAvert. See PRECAUTIONS and ADVERSE REACTIONS. A patient’s risk of developing rabies must 
be carefully considered, however, before deciding to discontinue immunization.
 For intramuscular use only. For adults, the deltoid area is the preferred site of immunization; for small 
children and infants, administration into the anterolateral zone of the thigh is preferred. The use of the gluteal 
region should be avoided, since administration in this area may result in lower neutralizing antibody titers.1

 Unintentional intravascular injection may result in systemic reactions, including shock. 
 Syncope (fainting) can occur in association with administration of injectable vaccines, including RabAvert. 
Syncope can be accompanied by transient neurological signs such as visual disturbance, paresthesia, and tonic-
clonic limb movements. Procedures should be in place to avoid falling injury and to restore cerebral perfusion 
following syncope. See PRECAUTIONS and ADVERSE REACTIONS.
 Development of active immunity after vaccination may be impaired in immune-compromised individuals. 
Please refer to PRECAUTIONS: Drug Interactions.
 This product contains albumin, a derivative of human blood. It is present in RabAvert at concentrations of 
≤0.3 mg/dose. Based on effective donor screening and product manufacturing processes, it carries an extremely 
remote risk for transmission of viral diseases. A theoretical risk for transmission of Creutzfeld-Jakob disease (CJD) 
also is considered extremely remote. No cases of transmission of viral diseases or CJD have ever been identified  
for albumin.

PRECAUTIONS
General: The healthcare provider should question the patient, parent, or guardian about (1) the current 
health status of the vaccinee and (2) reactions to a previous dose of RabAvert or a similar product. Preexposure 
vaccination should be postponed in the case of sick and convalescent persons and those considered to be in the 
incubation stage of an infectious disease. A separate, sterile syringe and needle should be used for each patient. 
Needles must not be recapped and should be properly disposed of. As with any rabies vaccine, vaccination with 
RabAvert may not protect 100% of susceptible individuals.

DESCRIPTION
 RabAvert Rabies Vaccine produced by GlaxoSmithKline GmbH for Bavarian Nordic A/S is a sterile, freeze-dried 
vaccine obtained by growing the fixed-virus strain Flury Low Egg Passage (LEP) in primary cultures of chicken 
fibroblasts. The strain Flury LEP was obtained from American Type Culture Collection as the 59th egg passage. 
The growth medium for propagation of the virus is a synthetic cell culture medium with the addition of human 
albumin, polygeline (processed bovine gelatin), and antibiotics. The virus is inactivated with β-propiolactone and 
further processed by zonal centrifugation in a sucrose density gradient. The vaccine is lyophilized after addition 
of a stabilizer solution that consists of buffered polygeline and potassium glutamate. One dose of reconstituted 
vaccine contains ≤12 mg polygeline (processed bovine gelatin), ≤0.3 mg human serum albumin, 1 mg potassium 
glutamate, and 0.3 mg sodium EDTA. Small quantities of bovine serum are used in the cell culture process. Bovine 
components originate only from the United States, Australia, and New Zealand. Minimal amounts of chicken 
protein may be present in the final product; ovalbumin content is ≤3 ng/dose (1 mL), based on ELISA. Antibiotics 
(neomycin, chlortetracycline, amphotericin B) added during cell and virus propagation are largely removed 
during subsequent steps in the manufacturing process. In the final vaccine, neomycin is present at ≤10 mcg, 
chlortetracycline at ≤200 ng, and amphotericin B at ≤20 ng per dose. RabAvert is intended for intramuscular 
(IM) injection. The vaccine contains no preservative and should be used immediately after reconstitution with 
the supplied Sterile Diluent for RabAvert (Water for Injection). The potency of the final product is determined 
by the National Institutes of Health (NIH) mouse potency test using the United States (US) reference standard. 
The potency of 1 dose (1.0 mL) of RabAvert is at least 2.5 IU of rabies antigen. RabAvert is a white, freeze-dried 
vaccine for reconstitution with the diluent prior to use; the reconstituted vaccine is a clear to slightly opalescent, 
colorless to slightly pink suspension.

CLINICAL PHARMACOLOGY
Rabies in the United States: Over the last 100 years, the epidemiology of rabies in animals in the US has 
changed dramatically. More than 90% of all animal rabies cases reported annually to the Centers for Disease 
Control and Prevention (CDC) now occur in wildlife, whereas before 1960 the majority was in domestic animals. 
The principal rabies hosts today are wild terrestrial carnivores and bats. Annual human deaths have fallen from 
more than a hundred at the turn of the century to 1 to 2 per year despite major epizootics of animal rabies in 
several geographic areas. Within the US, only Hawaii has remained rabies free. Although rabies among humans is 
rare in the US, every year tens of thousands of people receive rabies vaccine for postexposure prophylaxis.
 Rabies is a viral infection transmitted via the saliva of infected mammals. The virus enters the central nervous 
system of the host, causing an encephalomyelitis that is almost invariably fatal. The incubation period varies 
between 5 days and several years, but is usually between 20 and 60 days. Clinical rabies presents either in a 
furious or in a paralytic form. Clinical illness most often starts with prodromal complaints of malaise, anorexia, 
fatigue, headache, and fever followed by pain or paresthesia at the site of exposure. Anxiety, agitation, and 
irritability may be prominent during this period, followed by hyperactivity; disorientation; seizures; aerophobia 
and hydrophobia; hypersalivation; and eventually paralysis, coma, and death.
 Modern day prophylaxis has proven nearly 100% successful; most human fatalities now occur in people who 
fail to seek medical treatment, usually because they do not recognize a risk in the animal contact leading to the 
infection. Inappropriate postexposure prophylaxis may also result in clinical rabies. Survival after clinical rabies is 
extremely rare, and is associated with severe brain damage and permanent disability.
 RabAvert (in combination with passive immunization with Human Rabies Immune Globulin [HRIG] and 
local wound treatment) in postexposure treatment against rabies has been shown to protect patients of all age 
groups from rabies, when the vaccine was administered according to CDC’s Advisory Committee on Immunization 
Practices (ACIP) or World Health Organization (WHO) guidelines and as soon as possible after rabid animal contact. 
Anti-rabies antibody titers after immunization have been shown to reach levels well above the minimum antibody 
titer accepted as seroconversion (protective titer) within 14 days after initiating the postexposure treatment 
series. The minimum antibody titer accepted as seroconversion is a 1:5 titer (complete inhibition in the rapid 
fluorescent focus inhibition test [RFFIT] at 1:5 dilution) as specified by CDC1 or ≥0.5 IU/mL as specified by WHO.2,3

Clinical Studies:
 Preexposure Vaccination: The immunogenicity of RabAvert was demonstrated in clinical trials conducted 
in different countries such as the US,4,5 the United Kingdom (UK),6 Croatia,7 and Thailand.8-10 When administered 
according to the recommended immunization schedule (Days 0, 7, and 21 or 0, 7, and 28), 100% of subjects 
attained a protective titer. In 2 studies carried out in the US in 101 subjects, antibody titers >0.5 IU/mL were 
obtained by Day 28 in all subjects. In studies carried out in Thailand in 22 subjects and in Croatia in 25 subjects, 
antibody titers of >0.5 IU/mL were obtained by Day 14 (injections on Days 0, 7, and 21) in all subjects.
 The ability of RabAvert to boost previously immunized subjects was evaluated in 3 clinical trials. In the 
Thailand study, preexposure booster doses were administered to 10 individuals. Antibody titers of >0.5 IU/mL 
were present at baseline on Day 0 in all subjects.9 Titers after a booster dose were enhanced from geometric mean 
titers (GMTs) of 1.91 to 23.66 IU/mL on Day 30. In an additional booster study, individuals known to have been 
immunized with Human Diploid Cell Vaccine (HDCV) were boosted with RabAvert. In this study, a booster response 
was observed on Day 14 for all individuals (22/22).11 In a trial carried out in the US,4 an IM booster dose of 
RabAvert resulted in a significant increase in titers in all subjects (35/35), regardless of whether they had received 
RabAvert or HDCV as the primary vaccine.
 Persistence of antibody after immunization with RabAvert was evaluated. In a trial performed in the UK, 
neutralizing antibody titers >0.5 IU/mL were present 2 years after immunization in all sera (6/6) tested.

 Preexposure Vaccination in Children: Preexposure administration of RabAvert in 11 Thai 
children aged 2 years and older resulted in antibody levels higher than 0.5 IU/mL on Day 14  
in all children.12

 Postexposure Treatment: RabAvert, when used in the recommended postexposure WHO 
program of 5 to 6 IM injections of 1 mL (Days 0, 3, 7, 14, and 30 and optionally on Day 90) provided 
protective titers of neutralizing antibody (>0.5 IU/mL) in 158/160 patients8,9,13-16 within 14 days and 
in 215/216 patients by Days 28 to 38.
 Of these, 203 were followed for at least 10 months. No case of rabies was observed.8,9,13-20  

Some patients received HRIG, 20 to 30 IU/kg body weight, or Equine Rabies Immune Globulin (ERIG),  
40 IU/kg body weight, at the time of the first dose. In most studies,8,9,13,17 the addition of either HRIG or ERIG 
caused a slight decrease in GMTs which was neither clinically relevant nor statistically significant. In one study,16 
patients receiving HRIG had significantly lower (P<0.05) GMTs on Day 14; however, this was not clinically relevant. 
After Day 14 there was no statistical significance.

Postexposure Treatment: See Table 2 and DOSAGE AND ADMINISTRATION.
 The following recommendations are only a guide. In applying them, take into account the animal species 
involved, the circumstances of the bite or other exposure, the immunization status of the animal, and presence of 
rabies in the region (as outlined below). Local or state public health officials should be consulted if questions arise 
about the need for rabies prophylaxis.1

Table 2. Rabies Postexposure Prophylaxis Guide – United States, 1999a

Animal Type
Evaluation and Disposition  

of Animal
Postexposure Prophylaxis 

Recommendations
Dogs, cats, and ferrets Healthy and available for 10 

days’ observation
Should not begin prophylaxis 
unless animal develops clinical 
signs of rabiesb

Rabid or suspected rabid Immediately vaccinate
Unknown (e.g., escaped) Consult public health officials

Skunks, raccoons, bats, foxes, 
and most other carnivores

Regarded as rabid unless 
animal proven negative by 
laboratory testsc

Consider immediate vaccination

Livestock, small rodents, 
lagomorphs (rabbits and 
hares), large rodents 
(woodchucks and beavers), and 
other mammals

Consider individually Consult public health officials. 
Bites of squirrels, hamsters, 
guinea pigs, gerbils, chipmunks, 
rats, mice, other small rodents, 
rabbits, and hares almost never 
require antirabies postexposure 
prophylaxis.

a Adapted from the Recommendations of the Advisory Committee on Immunization Practices: 
Human Rabies Prevention – United States, 1999.1

b During the 10-day observation period, begin postexposure prophylaxis at the first sign of rabies in 
a dog, cat, or ferret that has bitten someone. If the animal exhibits clinical signs of rabies, it should 
be euthanized immediately and tested.

c The animal should be euthanized and tested as soon as possible. Holding for observation is not 
recommended. Discontinue vaccine if immunofluorescence test results of the animal are negative.

 In the US, the following factors should be considered before antirabies treatment is initiated.
 Species of Biting Animal: Wild terrestrial animals (especially skunks, raccoons, foxes, and coyotes) and bats 
are the animals most commonly infected with rabies and are the most important potential source of infection 
for both humans and domestic animals. Unless a wild animal is tested and shown not to be rabid, postexposure 
prophylaxis should be initiated upon bite or non-bite exposure to the animals (see definition in “Type of Exposure” 
below). If treatment has been initiated and subsequent testing in a qualified laboratory shows the exposing 
animal is not rabid, postexposure prophylaxis can be discontinued.1

 The likelihood of rabies in a domestic animal varies from region to region; hence, the need for postexposure 
prophylaxis also varies.1

 Small rodents (such as squirrels, hamsters, guinea pigs, gerbils, chipmunks, rats, and mice) and lagomorphs 
(including rabbits and hares) are almost never found to be infected with rabies and have not been known to 
transmit rabies to humans in the US. Bites from large rodents such as woodchucks (including groundhogs) 
and beavers should be considered as possible rabies exposures, especially in regions where rabies is enzootic 
in raccoons.30 In all cases involving rodents, the state or local health department should be consulted before a 
decision is made to initiate antirabies postexposure prophylaxis.1

 Circumstances of Biting Incident: An UNPROVOKED attack is more likely than a provoked attack to indicate 
the animal is rabid. Bites inflicted on a person attempting to feed or handle an apparently healthy animal should 
generally be regarded as PROVOKED. A currently vaccinated dog, cat, or ferret is unlikely to become infected  
with rabies.1

 Type of Exposure: Rabies is transmitted by introducing the virus into open cuts or wounds in skin or via 
mucous membranes. The likelihood of rabies infection varies with the nature and extent of exposure. Two 
categories of exposure should be considered:
  Bite: Any penetration of the skin by teeth. Bites to highly innervated areas such as the face and hands 
carry the highest risk, but the site of the bite should not influence the decision to begin treatment. Recent 
epidemiologic data suggest that even the very limited injury inflicted by a bat bite (compared with lesions caused 
by terrestrial carnivores) should prompt consideration of postexposure prophylaxis unless the bat is available for 
testing and is negative for evidence of rabies.1

  Non-bite: The contamination of open wounds, abrasions, mucous membranes, or theoretically, scratches 
with saliva or other potentially infectious material (such as neural tissue) from a rabid animal constitutes a non-
bite exposure. In all instances of potential human exposures involving bats, and the bat is not available for testing, 
postexposure prophylaxis might be appropriate even if a bite, scratch, or mucous membrane exposure is not 
apparent when there is reasonable probability that such exposure might have occurred. Postexposure prophylaxis 
can be considered for persons who were in the same room as the bat and who might be unaware that a bite or 
direct contact had occurred (e.g., a sleeping person awakens to find a bat in the room or an adult witnesses a 
bat in the room with a previously unattended child, mentally disabled person, or intoxicated person) and rabies 
cannot be ruled out by testing the bat. Other contact by itself, such as petting a rabid animal and contact with 
blood, urine, or feces (e.g., guano) of a rabid animal, does not constitute an exposure and is not an indication 
for prophylaxis. Because the rabies virus is inactivated by desiccation and ultraviolet irradiation, in general, if 
the material containing the virus is dry, the virus can be considered noninfectious. Two cases of rabies have been 
attributed to probable aerosol exposures in laboratories, and 2 cases of rabies in Texas could possibly have been 
due to airborne exposures in caves containing millions of bats.1 
 The only documented cases for rabies from human-to-human transmission occurred in 8 patients, including 2 
in the US, who received corneas transplanted from persons who died of rabies undiagnosed at the time of death.1 
Stringent guidelines for acceptance of donor corneas have been implemented to reduce this risk.
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 The results of several studies of normal volunteers receiving the postexposure WHO regimen, i.e., “simulated” 
postexposure, showed that with sampling by Days 28 to 30, 205/208 vaccinees had protective titers >0.5 IU/mL.
 No postexposure vaccine failures have occurred in the US since cell culture vaccines have been routinely used.1 
Failures have occurred abroad, almost always after deviation from the recommended postexposure treatment 
protocol.21-24 In 2 cases with bites to the face, treatment failed although no deviation from the recommended 
postexposure treatment protocol appeared to have occurred.25 
 Postexposure Treatment in Children:  In a 10-year serosurveillance study, RabAvert was administered to  
91 children aged 1 to 5 years and 436 children and adolescents aged 6 to 20 years.19 The vaccine was effective in 
both age groups. None of these patients developed rabies.
 One newborn received RabAvert on an immunization schedule of Days 0, 3, 7, 14, and 30; the antibody 
concentration on Day 37 was 2.34 IU/mL. There were no clinically significant adverse events.26

INDICATIONS AND USAGE
 RabAvert is indicated for preexposure vaccination, in both primary series and booster dose, and for 
postexposure prophylaxis against rabies in all age groups.
 Usually an immunization series is initiated and completed with 1 vaccine product.  
No clinical studies have been conducted that document a change in efficacy or the frequency of adverse reactions 
when the series is completed with a second vaccine product. However, for booster immunization, RabAvert was 
shown to elicit protective antibody level responses in persons tested who received a primary series with HDCV.4,11

Preexposure Vaccination: See Table 1 and DOSAGE AND ADMINISTRATION.
 Preexposure vaccination consists of 3 doses of RabAvert 1.0 mL given intramuscularly (deltoid region), 1 each 
on Days 0, 7, and 21 or 281 (see also Table 1 for criteria for preexposure vaccination).
 Preexposure vaccination does not eliminate the need for additional therapy after a known rabies exposure (see 
DOSAGE AND ADMINISTRATION: Postexposure Prophylaxis of Previously Immunized Persons).
 Preexposure vaccination should be offered to persons in high-risk groups, such as veterinarians, animal 
handlers, wildlife officers in areas where animal rabies is enzootic, certain laboratory workers, and persons 
spending time in foreign countries where rabies is endemic. Persons whose activities bring them into contact with 
potentially rabid dogs, cats, foxes, skunks, bats, or other species at risk of having rabies should also be considered 
for preexposure vaccination. International travelers might be candidates for preexposure vaccination if they are 
likely to come in contact with animals in areas where dog rabies is enzootic and immediate access to appropriate 
medical care, including biologics, might be limited.27,28 
 Preexposure vaccination is given for several reasons. First, it may provide protection to persons with 
inapparent exposure to rabies. Second, it may protect persons whose postexposure therapy might be expected 
to be delayed. Finally, although it does not eliminate the need for prompt therapy after a rabies exposure, it 
simplifies therapy by eliminating the need for globulin and decreasing the number of doses of vaccine needed. 
This is of particular importance for persons at high risk of being exposed in countries where the available  
rabies-immunizing products may carry a higher risk of adverse reactions.
 In some instances, booster doses of vaccine should be administered to maintain a serum titer corresponding to 
at least complete neutralization at a 1:5 serum dilution by the RFFIT (Table 1); each booster immunization consists 
of a single dose. See CLINICAL PHARMACOLOGY. Serum antibody determinations to decide upon the need for a 
booster dose is suggested by ACIP and is considered cost effective.

Table 1. Rabies Preexposure Prophylaxis Guide – United States, 1999a

Risk Category and Nature 
of Risk Typical Populations

Preexposure Prophylaxis 
Recommendations

Continuous. Virus present 
continuously, often in  
high concentrations. Specific 
exposures likely to go 
unrecognized. Bite, non-bite, or 
aerosol exposure.

Rabies research lab workers,b 
rabies biologics production 
workers.

Primary course. Serologic 
testing  
every 6 months; booster 
vaccination  
if antibody titer is below 
acceptable level.b

Frequent. Exposure usually 
episodic, with source 
recognized, but exposure might 
be unrecognized. Bite, non-bite, 
or aerosol exposure.

Rabies diagnostic lab workers,b 
spelunkers, veterinarians and 
staff, and animal-control and 
wildlife workers in rabies 
enzootic areas. 

Primary course. Serologic 
testing every 2 years; booster 
vaccination if antibody titer is 
below acceptable level.c

Infrequent (greater than 
population-at-large). Exposure 
nearly always episodic with 
source recognized. Bite or  
non-bite exposure.

Veterinarians and animal-
control and wildlife workers 
in areas with low rabies rates. 
Veterinary students. Travelers 
visiting areas where rabies is 
enzootic and immediate access 
to appropriate medical care 
including biologics is limited.

Primary course. No serologic 
testing or booster vaccination.c

Rare (population-at-large). 
Exposures always episodic with 
source recognized. Bite or  
non-bite exposure.  

US population-at-large, 
including persons in rabies-
epizootic areas.

No vaccination necessary.

a Adapted from the Recommendations of the Advisory Committee on Immunization Practices: Human 
Rabies Prevention – United States, 1999.1

b Judgment of relative risk and extra monitoring of vaccination status of laboratory workers is the 
responsibility of the laboratory supervisor.29

c Minimum acceptable antibody level is complete virus neutralization at a 1:5 serum dilution by rapid 
fluorescent focus inhibition test. A booster dose should be administered if the titer falls below this level.

PRESCRIBING INFORMATION

RabAvert
Rabies Vaccine

Rabies Vaccine for Human Use



Hypersensitivity: RabAvert contains residues of egg and chicken proteins, such as ovalbumin. In instances 
where individuals have developed clinical symptoms of anaphylaxis such as generalized urticaria, upper airway 
(lip, tongue, throat, laryngeal, or epiglottal) edema, laryngeal spasm or bronchospasm, hypotension, or shock, 
following exposure to egg or chicken protein, the vaccine should only be administered by personnel with the 
capability and facilities to manage anaphylaxis post vaccination. 
 Since reconstituted RabAvert contains processed bovine gelatin and trace amounts of neomycin, 
chlortetracycline, and amphotericin B, the possibility of allergic reactions in individuals hypersensitive to these 
substances should be considered when administering the vaccine. 
 Epinephrine injection (1:1,000) must be immediately available should anaphylactic or other allergic  
reactions occur. 
 When a person with a history of hypersensitivity must be given RabAvert, antihistamines may be given; 
epinephrine (1:1,000), volume replacement, corticosteroids, and oxygen should be readily available to counteract 
anaphylactic reactions.
Drug Interactions: Radiation therapy, antimalarials, corticosteroids, other immunosuppressive agents, and 
immunosuppressive illnesses can interfere with the development of active immunity after vaccination and may 
diminish the protective efficacy of the vaccine. Preexposure vaccination should be administered to such persons 
with the awareness that the immune response may be inadequate. Immunosuppressive agents should not be 
administered during postexposure therapy unless essential for the treatment of other conditions. When rabies 
postexposure prophylaxis is administered to persons receiving corticosteroids or other immunosuppressive 
therapy, or who are immunosuppressed, it is important that a serum sample on Day 14 (the day of the fourth 
vaccination) be tested for rabies antibody to ensure that an acceptable antibody response has been induced.1

 HRIG must not be administered at more than the recommended dose, since active immunization to the 
vaccine may be impaired.
 No data are available regarding the concurrent administration of RabAvert with other vaccines.
Carcinogenesis, Mutagenesis, Impairment of Fertility: Long-term studies with RabAvert have not been 
conducted to assess the potential for carcinogenesis, mutagenesis, or impairment of fertility.
Use in Pregnancy: Animal reproductive studies have not been conducted with RabAvert. It is also not known 
whether RabAvert can cause fetal harm when administered to a pregnant woman or can affect reproduction 
capacity. RabAvert should be given to a pregnant woman only if clearly needed. The ACIP has issued 
recommendations for use of rabies vaccine in pregnant women.1

Use in Nursing Mothers: It is not known whether RabAvert is excreted in animal or human milk, but many 
drugs are excreted in human milk. Although there are no data, because of the potential consequences of 
inadequately treated rabies exposure, nursing is not considered a contraindication to postexposure prophylaxis.  
If the risk of exposure to rabies is substantial, preexposure vaccination might also be indicated during nursing.
Pediatric Use: Children and infants receive the same dose of 1 mL, given intramuscularly, as do adults.
 Only limited data on the safety and efficacy of RabAvert in the pediatric age group are available. However, in 
3 studies some preexposure and postexposure experience has been gained12,19,26 (see CLINICAL PHARMACOLOGY: 
Clinical Studies).
Geriatric Use: Clinical studies of RabAvert did not include sufficient numbers of subjects aged 65 and older to 
determine whether they respond differently from younger subjects. Other reported clinical experience has not 
identified differences in responses between the elderly and younger patients.

ADVERSE REACTIONS
 In very rare cases, neurological and neuroparalytical events have been reported in temporal association with 
administration of RabAvert (see WARNINGS). These include cases of hypersensitivity (see CONTRAINDICATIONS, 
WARNINGS, and PRECAUTIONS).
 The most commonly occurring adverse reactions are injection site reactions, such as injection site erythema, 
induration, and pain; flu-like symptoms, such as asthenia, fatigue, fever, headache, myalgia, and malaise; 
arthralgia; dizziness; lymphadenopathy; nausea; and rash. 
 A patient’s risk of acquiring rabies must be carefully considered before deciding to discontinue vaccination. 
Advice and assistance on the management of serious adverse reactions for persons receiving rabies vaccines may 
be sought from the state health department or CDC (see CONTRAINDICATIONS).
 Local reactions such as induration, swelling, and reddening have been reported more often than systemic 
reactions. In a comparative trial in normal volunteers, Dreesen et al..4 described their experience with RabAvert 
compared with an HDCV rabies vaccine. Nineteen subjects received RabAvert and 20 received HDCV. The most 
commonly reported adverse reaction was pain at the injection site, reported in 45% of the HDCV group and 34% 
of the group receiving RabAvert. Localized lymphadenopathy was reported in about 15% of each group. The most 
common systemic reactions were malaise (15% RabAvert vs. 25% HDCV), headache (10% RabAvert vs. 20% 
HDCV), and dizziness (15% RabAvert vs. 10% HDCV). In a recent study in the US5, 83 subjects received RabAvert 
and 82 received HDCV. Again, the most common adverse reaction was pain at the injection site in 80% in the 
HDCV group and 84% in the group receiving RabAvert. The most common systemic reactions were headache 
(52% RabAvert vs. 45% HDCV), myalgia (53% RabAvert vs. 38% HDCV), and malaise (20% RabAvert vs. 17% 
HDCV). None of the adverse events were serious; almost all adverse events were of mild or moderate intensity. 
Statistically significant differences between vaccination groups were not found. Both vaccines were generally  
well tolerated.
 Uncommonly observed adverse events include temperatures above 38°C (100°F), swollen lymph nodes, pain 
in limbs, and gastrointestinal complaints. In rare cases, patients have experienced severe headache, fatigue, 
circulatory reactions, sweating, chills, monoarthritis, and allergic reactions; transient paresthesias and 1 case of 
suspected urticaria pigmentosa have also been reported.
Observed During Clinical Practice (See WARNINGS and PRECAUTIONS): The following adverse reactions 
have been identified during post approval use of RabAvert. Because these reactions are reported voluntarily 
from a population of uncertain size, estimates of frequency cannot be made. These events have been chosen for 
inclusion due to their seriousness, frequency of reporting, causal connection to RabAvert, or a combination of 
these factors:
 Allergic: Anaphylaxis, Type III hypersensitivity-like reactions, bronchospasm, urticaria, pruritus, edema.
 Central Nervous System: Neuroparalysis, encephalitis, meningitis, transient paralysis, Guillain-Barré 
Syndrome, myelitis, retrobulbar neuritis, multiple sclerosis, presyncope, syncope, vertigo, visual disturbance.
 Cardiac: Palpitations, hot flush.
 Local: Extensive limb swelling.
 Skin and Subcutaneous Tissue Disorders: Angioedema.
 The use of corticosteroids to treat life-threatening neuroparalytic reactions may inhibit the development of 
immunity to rabies (see PRECAUTIONS, Drug Interactions).
 Once initiated, rabies prophylaxis should not be interrupted or discontinued because of local or mild systemic 
adverse reactions to rabies vaccine. Usually such reactions can be successfully managed with anti-inflammatory 
and antipyretic agents.

Step 3: Lift up to remove the cap (A) and the attached gray tip cap (B). 
Be careful not to touch the sterile syringe tip (C).

Needle application (these instructions apply to both the green and the orange needles):

Step 1: Twist to remove the cap from the green reconstitution needle.  
Do not remove the plastic cover (G). This needle is the longer of the  
two needles.

Step 2: With one hand, firmly hold syringe (E) by white textured holding 
ring (D). With your other hand, insert needle (F) and twist clockwise until 
it locks into place. Once needle is locked, remove its plastic cover (G). 

The syringe (E) is now ready for use. 

 The package contains a vial of freeze-dried vaccine, a syringe containing 1 mL of sterile diluent, a sterile 
needle for reconstitution, and a sterile needle suitable for IM injection. The longer of the 2 needles supplied is the 
reconstitution needle. Affix the reconstitution needle to the syringe containing the Sterile Diluent for RabAvert. 
Insert the needle at a 45° angle and slowly inject the entire contents of the diluent (1 mL) into the vaccine vial. 
Mix gently to avoid foaming. The white, freeze-dried vaccine dissolves to give a clear to slightly opalescent, 
colorless to slightly pink suspension. Withdraw the total amount of dissolved vaccine into the syringe and replace 
the long needle with the smaller needle for IM injection. The reconstituted vaccine should be used immediately.
 A separate sterile syringe and needle should be used for each patient. Needles must not be recapped and 
should be disposed of properly.
 The lyophilization of the vaccine is performed under reduced pressure and the subsequent closure of the 
vials is done under vacuum. If there is no negative pressure in the vial, injection of Sterile Diluent for RabAvert 
would lead to an excess positive pressure in the vial. After reconstitution of the vaccine, it is recommended to 
unscrew the syringe from the needle to eliminate the negative pressure. After that, the vaccine can be easily 
withdrawn from the vial. It is not recommended to induce excess pressure, since over-pressurization may prevent 
withdrawing the proper amount of the vaccine. 

HOW SUPPLIED
RabAvert product presentation is listed in Table 3.

Table 3. RabAvert Product Presentation

Presentation
Carton NDC 

Number Components
Single-dose kit 50632-010-01 •  1 vial of freeze-dried vaccine containing a single dose  

[NDC 50632-013-01]
•  1 disposable prefilled syringe of Sterile Diluent for reconstitution  

(1 mL) [NDC 50632-011-01]
•  1 small needle for injection (25 gauge, 1 inch) and 1 long needle  

for reconstitution (21 gauge, 1 ½ inch)

 RabAvert should be stored protected from light at 2°C to 8°C (36°F to 46°F). After reconstitution, the vaccine is 
to be used immediately. The vaccine may not be used after the expiration date given on package and container.
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Reporting of Adverse Events: Adverse events should be reported by the healthcare provider or patient to the 
US Department of Health and Human Services (DHHS) Vaccine Adverse Event Reporting System (VAERS). Report 
forms and information about reporting requirements or completion of the form can be obtained from VAERS by 
calling the toll-free number 1-800-822-7967.1 In the US, such events can be reported to Bavarian Nordic: phone: 
 1-800-675-9596.

DOSAGE AND ADMINISTRATION 
 For intramuscular use only. The individual dose for adults, children, and infants is 1 mL.
 In adults, administer vaccine by IM injection into the deltoid muscle. In small children and infants, administer 
vaccine into the anterolateral zone of the thigh. The gluteal area should be avoided for vaccine injections, since 
administration in this area may result in lower neutralizing antibody titers. Care should be taken to avoid injection 
into or near blood vessels and nerves. After aspiration, if blood or any suspicious discoloration appears in the 
syringe, do not inject but discard contents and repeat procedure using a new dose of vaccine at a different site.
Preexposure Dosage:
 Primary Immunization: In the US, ACIP recommends 3 injections of 1 mL each: 1 injection on Day 0 and 1 on 
Day 7, and 1 either on Day 21 or 28 (for criteria for preexposure vaccination, see Table 1).
 Booster Immunization: The individual booster dose is 1 mL, given intramuscularly.
 Booster immunization is given to persons who have received previous rabies immunization and remain at 
increased risk of rabies exposure by reasons of occupation or avocation.
 Persons who work with live rabies virus in research laboratories or vaccine production facilities (for 
continuous-risk category, see Table 1) should have a serum sample tested for rabies antibodies every 6 months. 
The minimum acceptable antibody level is complete virus neutralization at a 1:5 serum dilution by RFFIT. A 
booster dose should be administered if the titer falls below this level.
 The frequent-risk category includes other laboratory workers such as those doing rabies diagnostic testing, 
spelunkers, veterinarians and staff, and animal-control and wildlife officers in areas where rabies is epizootic. 
Persons in the frequent-risk category should have a serum sample tested for rabies antibodies every 2 years and 
if the titer is less than complete neutralization at a 1:5 serum dilution by RFFIT should have a booster dose of 
vaccine. Alternatively, a booster can be administered in the absence of a titer determination.
 The infrequent-risk category, including veterinarians, animal-control and wildlife officers working in areas of 
low rabies enzooticity (infrequent-exposure group), and international travelers to rabies enzootic areas, do not 
require routine preexposure booster doses of RabAvert after completion of a full primary preexposure vaccination 
scheme (Table 1). 
Postexposure Dosage: Immunization should begin as soon as possible after exposure. A complete 
course of immunization consists of a total of 5 injections of 1 mL each: 1 injection on each of Days 0, 3, 7, 14, and 
28 in conjunction with the administration of HRIG on Day 0. For children, see PRECAUTIONS: Pediatric Use.
 Begin with the administration of HRIG. Give 20 IU/kg body weight.
 This formula is applicable to all age groups, including infants and children. The recommended dosage 
of HRIG should not exceed 20 IU/kg body weight because it may otherwise interfere with active antibody 
production. Since vaccine-induced antibody appears within 1 week, HRIG is not indicated more than 7 days after 
initiating postexposure prophylaxis with RabAvert. If anatomically feasible, the FULL DOSE of HRIG should be 
thoroughly infiltrated in the area around and into the wounds. Any remaining volume of HRIG should be injected 
intramuscularly at a site distant from rabies vaccine administration. HRIG should never be administered in the 
same syringe or in the same anatomical site as the rabies vaccine.
 Because the antibody response following the recommended immunization regimen with RabAvert has been 
satisfactory, routine post-immunization serologic testing is not recommended. Serologic testing is indicated in 
unusual circumstances, as when the patient is known to be immunosuppressed. Contact the appropriate state 
health department or CDC for recommendations.
Postexposure Prophylaxis of Previously Immunized Persons: When rabies exposure occurs in a previously 
vaccinated person, that person should receive 2 IM (deltoid) doses (1 mL each) of RabAvert: one immediately and 
one 3 days later. HRIG should not be given in these cases. Persons considered to have been immunized previously are 
those who received a complete preexposure vaccination or postexposure prophylaxis with RabAvert or other tissue 
culture vaccines or have been documented to have had a protective antibody response to another rabies vaccine. If the 
immune status of a previously vaccinated person is not known, full postexposure antirabies treatment (HRIG plus 5 
doses of vaccine) is recommended. In such cases, if a protective titer can be demonstrated in a serum sample collected 
before vaccine is given, treatment can be discontinued after at least 2 doses of vaccine.
Instructions for Reconstituting RabAvert: Parenteral drug products should be inspected visually for 
particulate matter and discoloration prior to administration. If either of these conditions exists, the vaccine should 
not be administered. 

Step 1: With one hand, hold the syringe (E) with the cap pointing 
upward. Be sure to hold the syringe by the white textured holding  
ring (D).

Step 2: With the other hand, grasp the cap (A) and firmly rock it back  
and forth to break its connection to the white textured holding ring (D). 
Do not twist or turn the cap.

 

Manufactured for Bavarian Nordic A/S, 
DK-2900 Hellerup, Denmark (US License No. 2096) 
by GSK Vaccines, GmbH, D-35006 Marburg, Germany.

Distributed by Bavarian Nordic Inc.
3025 Carrington Mill Blvd., Suite 100
Morrisville, NC 27560
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INFECTIOUS DISEASES
Walter Reed Army Institute of Research 
Continues Its Fight against Drug-resistant 
Bacteria and Wound Infections

Though the COVID-19 pandemic re-
mains a top priority for the U.S. Army 
and government’s healthcare and med-
ical research apparatus, SARS-CoV-2 
is just one of many ongoing infectious 
disease-related public health concerns. 
Antibiotic-resistant bacteria remain a 
significant threat to the public as well 
as Service Members, on and off the 
battlefield.

Antibiotics are critical tools for health-
care providers to treat bacterial infec-
tions. However, through evolution, 
bacteria can develop resistance to anti-
biotics, diminishing the drugs’ utility. 
Overuse of antibiotics in humans and 
animals, counterfeit antibiotics and oth-
er misuse can accelerate the develop-
ment and spread of resistance.

Most Americans encounter multi-
drug-resistant infections in hospital set-
tings, where bacteria can spread rapidly 
from patient to patient when unchecked. 
In 2019, more than 2.8 million antibi-
otic-resistant infections occurred in the 
U.S., resulting in over 60,000 deaths.

For the Warfighter, combat wounds are 
easily infected in field environments. 
Limited access to evacuation and re-
supply, paired with decreasingly ef-
fective antibiotics, only heightens the 
risk. These bacteria move with patients 
as they transfer to other hospitals, in-
creasing the danger to other healthcare 
facilities.

Recognizing this global threat, the White 
House released a National Action Plan 
in 2015 outlining steps for implementing 
the 2014 U.S. National Strategy for Com-
bating Antibiotic-Resistant Bacteria. On 

October 9, it released the next iteration 
of this plan.

Leading the DOD’s efforts to support the 
National Strategy, the Multidrug-resis-
tant organism Repository and Surveil-
lance Network at WRAIR serves as the 
primary surveillance organization to 
track antibiotic-resistant bacteria across 
the military healthcare system and be-
yond. Celebrating its tenth anniversary 
in 2019, it has thus far collected and an-
alyzed in excess of 82,000 bacterial iso-
lates from over 60,000 patients.

The 2015 National Action Plan spe-
cifically tasked the MRSN to expand 
its detection capabilities for high-risk, 
drug-resistant pathogens from Army 
military treatment facilities to the en-
tire MHS. This capability paid off in 
2016 when the MRSN was the first 

organization to identify a bacterium with 
mcr-1, a gene that confers resistance to 
the antibiotic of last resort, colistin, from 
a patient in the United States.

“Using bacterial genomics, the MRSN 
can quickly identify bacteria that may 
be closely related from different pa-
tients, suggesting possible transmission 
between patients. Analyzing antibiotic 
resistance genes can also provide insight 
into possible treatment options for phy-
sicians,” said Col. Jason Bennett, director 
of the MRSN. “Performing biosurveil-
lance on the movement of antibiotic-re-
sistant bacteria enables us to provide 
an early warning signal to military and 
civilian hospitals around the world, in-
forming antibiotic stewardship, infec-
tion prevention and research.”

The 2015 National Action Plan also 

Maj. Anthony Jones, Walter Reed Army Institute of Research, streaks bacteria on a petri dish.  
Photo by: Samir Deshpande

around the world are caused by dog bites. The rabies death of 
an Army soldier in August 2011 was due to an unreported dog 
bite in Afghanistan.

As a key prevention step, the Army mandates that deployed 
soldiers stay away from animals and not take in local pets or 
“mascots” since such animals are likely not vaccinated.

But regardless of soldiers’ location, their accidental contact with 
a wild or unvaccinated mammal still occurs. The PEP is there-
fore a critical public health tool against the threat of rabies.

The reported cases in the DRSi indicate slight annual increas-
es in the number of rabies PEP administrations from 2017 to 
2021 among active-duty service members and other beneficia-
ries. “In the last five years, over 2,600 rabies PEP reports were 
documented in the DRSi, says Scatliffe-Carrion. “There may 
be undocumented rabies PEP administrations, but the data 
show the Army is treating an average of 1.5 possible rabies ex-
posures daily.”

“The highest number of PEP administrations have been re-
corded at Army medical treatment facilities in Texas, specif-
ically Fort Bliss, Fort Hood, and Fort Sam Houston; and then 
Fort Bragg in North Carolina,” says Scatliffe-Carrion. “This 
doesn’t mean that the animals were definitely rabid, but the 
risk of rabies infection informs health care providers’ decisions 
to proceed with the PEP.”

Superior emphasizes the seriousness of rabies and steps to pro-
tect yourself:

• Vaccinate your pets. Even a bat that gets inside your house 
can be a potential source of exposure to them.

• Do not approach, feed, or handle wild or stray animals. Not all 
animals infected with rabies appear sick or display abnormal 
behavior, so you cannot always tell if an animal has rabies.

• Do not keep pets or mascots while deployed. Animals, especial-
ly dogs, have high risk for rabies in several foreign countries.

• Immediately wash any wound if you are bitten or if an ani-
mal’s saliva contacts your broken skin. Wash vigorously for 
15 minutes with soap and water or diluted iodine to reduce 
the likelihood of rabies and possible bacterial infections.

• Seek immediate medical care if bitten or your eyes, mouth, 
or broken skin has been possibly exposed to animal saliva. 
If your provider is not available, seek care at an emergency 
room. You may need to receive the rabies PEP, as well as a 
tetanus shot and/or antibiotics.

The U.S. Army Public Health Center focuses on promot-
ing healthy people, communities, animals, and workplaces 
through the prevention of disease, injury, and disability of Sol-
diers, retirees, family members, veterans, Army civilian em-
ployees, and animals through population-based monitoring, 
investigations, and technical consultations.

army.mil

KIRKUK AIR BASE, Iraq (AFPN) -- Tech. Sgt. Stacy Wallett secures a cage containing a trapped dog. Rabies has been found in the animal population here 
and so it is necessary for technicians like Sergeant Wallett to remove stray animals that would otherwise endangered the servicemembers deployed 
here in support of Operation Iraqi Freedom. Sergeant Wallett is a pest management technician assigned to the 506th Expeditionary Civil Engineers 
Squadron here and is deployed from McConnell Air Force Base, Kan.  U.S. Air Force Photo by Tech. Sgt. Ken Sloat

continued from page 19
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INFECTIOUS DISEASES
World AIDS Day, Get the Facts about HIV
By Lesley Atkinson

HIV is a chronic viral infection that attacks 
an individual’s immune system. HIV can 
be transmitted when certain of one’s bodi-
ly fluids (e.g. semen, blood, breast milk) 
are injected into the blood stream or come 
into contact with mucus membrane or 
damaged tissue of another. Untreated HIV 
infections can lead to Acquired Immuno-
deficiency Disease Syndrome (AIDS).

HIV can affect anyone regardless of sexual 
orientation, race, ethnicity, gender, age, or 
where they live. However, certain groups of 
people in the United States are more likely 
to get HIV than others because of partic-
ular factors, including the communities in 
which they live, what subpopulations they 
belong to, and their risk behaviors.

In 2019, the Centers for Disease Control 
and Prevention reported 34,800 individ-
uals in the U.S. were told they had HIV. 
Approximately 1.2 million people in the 

US have HIV, and about 13% of them 
don’t know it and need testing. Each year, 
approximately 350 military members 
learn they are infected, according to mili-
tary medical command statistics.

HIV weakens a person’s immune system 
by destroying cells that combat disease 
and infection, according to the CDC 
website. There is no effective cure for 
it, but it can be controlled with proper 
medical care.

Testing is the only way for the people liv-
ing with undiagnosed HIV to know their 
HIV status and get into care. The CDC 
estimates that more than 90% of all new 
infections could be prevented by proper 
testing and linking HIV positive persons 
to care. HIV testing saves lives! It is one 
of the most powerful tools in the fight 
against HIV.

CDC recommends that everyone 13 to 
64 years old get tested for HIV at least 
once as part of routine health care. Mili-
tary personnel are required to get tested 
for HIV every two years as part of their 
physical health assessment. As a general 
rule, people at high risk for HIV infec-
tion should get tested each year. Sexually 
active gay and bisexual men may benefit 
from getting tested more often, such as 
every 3 to 6 months.

In the United States, HIV is spread mainly 
through having anal or vaginal sex or shar-
ing needles or syringes with an HIV-pos-
itive partner. Anal sex is the highest-risk 
behavior. Fortunately, there are more HIV 
prevention tools available today than ever 
before. These include using condoms cor-
rectly, every time you have sex; pre-ex-
posure prophylaxis (PrEP), a prevention 
method in which the HIV-negative part-
ner takes daily HIV medicine to pre-
vent HIV; and treatment as prevention, a 
method in which the HIV-positive part-
ner takes daily HIV medicine to achieve 
and maintain an undetectable viral load. 
If a person with HIV takes HIV treatment 
every day exactly as prescribed and gets 
and keeps an undetectable viral load, they 
have effectively no risk of transmitting 
HIV to their partners through sex.

HIV testing and pre-exposure prophy-
laxis better known as PrEP are available 
at Kenner Army Health Clinic. All ben-
eficiaries can call and schedule an ap-
pointment with the Kenner Army Public 
Health Clinic at (804)734-9449. Don’t let 
worry over an HIV test stop you from 
taking one. Whatever the result, it can 
help you make smart decisions about 
your body and your health.

army.mil

Lt. Col. M. Jordan Inman Kenner Army Health Clinic commander and Registered Nurse, Sherry 
Hamel from Preventive Medicine stands with an AIDS display for World’s AIDS day, Dec. 1 to 
encourage people to get the facts, get tested for HIV, and get involved. Photo credit: Lesley Atkinson

tasked WRAIR to transition one antibiotic drug candidate 
from discovery to advanced development. “Working closely 
with our partners in industry, academia and other govern-
ment agencies, we are evaluating and advancing novel antibi-
otic classes through our antibacterial high-throughput drug 
discovery platform and applying cutting-edge artificial intelli-
gence and machine learning screening approaches to identify 
candidate antibiotics,” said Lt. Col. Charlotte Lanteri, director 
of WRAIR’s Experimental Therapeutics Branch.

“A unique aspect of our strategy is leveraging the MRSN’s bac-
terial diversity panels to test novel drug candidates using rele-
vant, clinical samples, allowing us greater confidence in a new 
drug’s clinical utility for our military population,” Lanteri con-
tinued, referring to existing diversity panels covering a num-
ber of bacterial species.

Product development efforts also include bacteriophage, or 
viruses that inactivate specific strains of bacteria. WRAIR 

scientists have seen success with these phages, using them to 
save the life of a patient with a multidrug-resistant bacterial 
infection in 2019.

Leveraging overseas laboratories in Southeast Asia, sub-Saha-
ran Africa and the Republic of Georgia, WRAIR also works 
closely with governmental and others partners to track and se-
quence multidrug-resistant organisms in local health systems, 
expanding understanding of disease threats circulating around 
the world.

In support of the next five-year National Action Plan, WRAIR 
will continue its product development efforts, serve as a re-
source to industry partners looking to test new antibiotics, 
provide expanded real-time pathogen surveillance within the 
MHS and Veterans Health Administration and improve da-
ta-sharing partnerships.

army.mil

The Multidrug-Resistant Organism 
Repository and Surveillance Net-
work (MRSN), a department within 
WRAIR’s Bacterial Diseases Branch, is 
a unique entity that serves as the pri-
mary surveillance organization for an-
tibiotic-resistant bacteria across the 
Army, Navy and Air Force. The MRSN 
focuses on the so-called ìESKAPE-Eî 
pathogens (Enterococcus faecium (van-
comycin-resistant), Staphylococcus au-
reus (methicillin-resistant) Klebsiella 
pneumoniae, Acinetobacter bauman-
nii, Pseudomonas aeruginosa, Entero-
bacter spp. and Escherichia coli), the 
most common bacteria in humans that 
are associated with antibiotic resistance.

The MRSN maintains these submis-
sions in the DOD’s only large-scale 
repository of multidrug-resistant 
(MDR) bacterial isolates, currently 
housing over 82,000 bacterial samples 
collected from patients treated across 
the Military Health System (MHS). 
The laboratory receives 800-1200 new 
samples every month from combat 
support hospitals across the world and 
routinely collaborates with other U.S. 
government agencies, allied partner 
nations and academic and civilian re-
search institutions.

MRSN Directly Impacts DOD Readi-
ness and Force Health Protection by:

• Providing near real-time analysis 
for the geographic combatant com-
mands of the prevalence and mobil-
ity of ìsuperbugsî within their area 
of operation to better prepare med-
ical personnel to treat war wound 
infections

• Conducting retrospective and 
prospective analyses of antibiotic 
resistance trends and bacterial epi-
demiology across the entire MHS to 
improve performance and enhance 
infection control

• Assisting military healthcare centers 
to detect and appropriately respond 
to potential outbreaks using the 
most advanced and accurate molec-
ular methods available

Bacterial Diversity Panels:
The MRSN has developed bacte-
rial diversity panels which include 
100 genetically diverse strains of the 
same bacterial species.  These diversi-
ty panels, available free of charge, are 
a valuable tool to researchers seeking 
to test novel, investigational antibiot-
ics and other bacterial countermea-
sures.  Currently a panel is available 
for Pseudomonas aeruginosa, with 
other diversity panels currently under 
development. To request a panel or for 
more information email: usarmy.det-
rick.medcom-usamru-w.mbx.wrair-
mrsn@mail.mil
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MENTAL HEALTH
PTSD Treatment Works While Challenges  
Like Stigma Remain a Concern
By Janet A. Aker, MHS Communications

Anyone who has been through a trauma 
— violent crime, sexual violence, nat-
ural disasters, mass shooting, or com-
bat — can develop posttraumatic stress 
disorder.

PTSD affects approximately 3.5% of U.S. 
adults every year and an estimated one 
in 11 people will be diagnosed with-
in their lifetime, statistics show. Wom-
en appear to be twice as likely as men 
to have PTSD. Data available from the 
Military Health System Data Repository 
show that in 2021, approximately 2.2% 
of active-duty service members had a 
PTSD diagnosis.

What is PTSD?
“PTSD is a psychiatric disorder of the 
inability to forget,” U.S. Public Health 
Service Capt. (Dr.) Joshua Morganstein 
succinctly explained.

“Our memories diminish for things over 
time. In [PTSD], sometimes the oppo-
site occurs where memories become 
even more amplified,” he explained. “The 
natural process of extinguishing a mem-
ory or diminishing it is interfered with. 
So being able to forget is important.”

Additionally, “In their life experience, 
people with PTSD tend to overestimate 
the likelihood and severity of future 
threats,” he said. “PTSD alters our per-
ception of threats in the future and our 
ability to assess risk around threats.”

Morganstein is the deputy director of 
the Center for the Study of Traumatic 
Stress and vice chair of the Department 
of Psychiatry at the Uniformed Services 
University of the Health Sciences in 
Bethesda, Maryland.

Four Characteristics of PTSD
There are four different “clusters” of 
symptoms associated with PTSD, Mor-
ganstein said.

One is “intrusion, where people might 
repeatedly have thoughts, or involuntary 
memories, flashbacks or nightmares that 
involve a sense of reliving the traumatic 
experience.”

Another is “avoidance of things that re-
mind them of the traumatic event, peo-
ple, places, activities, objects, or even 
situations that might trigger a distress-
ing memory.”

PTSD patients “also have alterations in 
cognition and mood. They might have 
trouble remembering important aspects 
of the traumatic event. Sometimes, these 
aspects may have been helpful in altering 
their perception of the event in a more 
positive way,” he noted. Instead, they 
have “tunnel vision” in terms of which 

parts of the memory stick with them.

“They may have the negative or distorted 
thoughts or beliefs about themselves, or 
guilt and shame, like ‘I’m bad,’ or about 
other people where they might believe 
no one else is trustworthy.”

There may be “elements of moral inju-
ry” associated with PTSD, “a belief that 
someone didn’t do something that they 
should have done or did something that 
they should not have done. And guilt 
and shame often cause people to isolate 
themselves more,” removing them from 
others and from care, Morganstein said.

The last characteristic is alterations in 
arousal and reactivity. PTSD patients 
may want “their back to be against the 
wall, anywhere they are, so that they feel 
that they can see any potential threats 
that may emerge. People might also be 
easily startled or have problems with 
concentration or sleeping.”

Addressing Barriers to Care for PTSD
Stigma is one reason people may not 
seek out PTSD care. “They may perceive 
that they are weak, or that there’s some-
thing wrong with them if they need care. 
They may also be concerned about ex-
ternal types of stigma, where they worry 
that their friends or neighbors or co-
workers or supervisors will think poorly 
of them,” Morganstein said.

“Military members also fear negative job 
implications or adverse effects on their 
ability to hold a security clearance.” How-
ever, a report from the Defense Counter-
intelligence and Security Agency, which 
adjudicates security clearances, revealed 
that of the more than 2.3 million security 
clearance reviews between 2012-2018, only 
12 individuals (about 0.005% of all cases) 
had their clearance denied or revoked due 
to psychological health concerns. 

Morganstein stated, “The actual risk of 
losing a clearance is likely far lower than 
many service members perceive.” He 
noted that educating service members to 
help them better understand actual im-
pact versus feared impact can be helpful 
to lower barriers to help-seeking.

Some people do not know exactly where 
to get care or how to begin care. Mor-
ganstein said, “Oftentimes, it is a per-
son’s significant other who will identify 
a concern and help to lead them to care. 
Ensuring family members are educated 
and aware about issues of PTSD is an 

important part of lowering barriers to 
care and helping people engage in care.”

Peers and leaders can also play a role 
in helping people get to care. Peers can 
encourage someone who is having diffi-
culties to connect with helping services, 
including medical care. “Leaders can en-
courage and lower barriers to help-seek-
ing by acting as a role model and ensuring 
people have time and support in getting 
medical care,” Morganstein said.

When teams and leaders build a culture 
to encourage early help-seeking among 
peers, supervisors, chaplains, and med-
ical services, this helps ensure service 
members get help before serious trou-
bles emerge and lessens the stigma once 
they are in care. “This type of organiza-
tional approach optimizes force health 
protection and fosters military readi-
ness,” he emphasized.

Keeping Patients in Treatment is a 
“Major Challenge”
However, one of the biggest challeng-
es “is simply keeping people engaged.” 
Keeping people in care can be difficult for 
several reasons. “Exposure-based thera-
pies require people to re-experience the 
trauma as part of the therapy and many 
people want to avoid that because it can 
feel upsetting,” Morganstein said.

“Medications can have variable effica-
cy and people may not perceive bene-
fits initially, so it’s important to help set 

expectations about potential side effects 
of the treatments and the time it may 
take to see significant improvement,” he 
pointed out.

Often there are other conditions like de-
pression or substance use occurring and, 
if these are not identified and treated, 
their presence can undermine the effec-
tiveness of treatment focused on PTSD.

Ways to Treat PTSD
In addition to exposure-based therapies, 
there are medications that can direct-
ly or indirectly help people with PTSD. 
Good sleep is also particularly import-
ant. “Poor sleep makes it difficult for 
people to evaluate things, manage stress-
ors, communicate effectively, navigate 
conflict, and solve problems,” he said.

Can Exercise Be Beneficial for PTSD?
“Tolerability and willingness to stay en-
gaged in any given treatment are very 
significant issues to consider, along with 
the effect size or the benefit, the amount 
of benefit that the particular treatment 
may or may not provide,” he said.

Studies show exercise is beneficial for 
both physical and mental health. “The 
evidence on the effect of exercise for 
alleviating the symptoms of PTSD is 
encouraging,” said Dr. Marija Kelber, 
Evidence Synthesis and Dissemination 
Team lead at the Defense Health Agen-
cy Psychological Health Center of Excel-
lence in Silver Spring, Maryland.

A systematic review of 11 studies pub-
lished in the journal Military Medicine in 
November 2021 summarizes both military 
and civilian studies on the effects of exer-
cise for PTSD. “It showed that exercise re-
duced PTSD symptom severity, and it had 
a beneficial effect on depression, sleep, 
substance use, and quality of life,” she said.

The authors of the study concluded exer-
cise can be an effective addition to PTSD 
treatment. However, “the body of evidence 
is not yet mature enough to determine 
what type of exercise is most effective,” and 
more research is needed “before strong 
conclusions can be made,” Kelber said.

health.mil

Photo graphic courtesy of U.S. Army Reserve

Caring for our beneficiaries with Post Traumatic Stress Disorder remains an important priority for the 
Defense Health Agency. Photo credit: Air Force Airman 1st Class Magen Reeves
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NEUROLOGY
Brain Injury Signatures Found among Healthy 
Persons Link to Occupational Blast Exposure

Scientists at the Walter Reed Army Institute for Research re-
cently demonstrated that brain-related proteins are linked to 
low levels of overpressure exposure from weapons and explo-
sives used in training.   

Blast overpressure is the displacement of air above normal 
atmospheric pressure. Service Members are exposed to over-
pressure generated by heavy caliber weapons or from explosive 
breaching (making entry points to secured structures) in com-
bat and during routine training. Repeated exposure is associ-
ated with increased prevalence of health problems including 
disrupted sleep, difficulty thinking, headaches and dizziness. 
Blast overpressure exposure is also linked to increased risk of 
traumatic brain injury and post-concussion syndrome.   

In recent publications cited within PLoS One and Frontiers in 
Neurology, WRAIR scientists adapted protein detection tech-
nology to identify TBI-related biomarkers among military 
personnel exposed to blast overpressure. Within a few hours, 
these blood-based biomarker changes were seen even when 
concussion-like symptoms were reported by few personnel, 
suggesting a high degree of sensitivity. These publications are 
some of the first to show that multiple blood-based TBI bio-
markers are affected soon after overpressure exposure, even in 
the absence of a brain injury diagnosis.

“Early survey of blood biomarker dynamics is worth further 
evaluation as it may enhance our ability to objectively mon-
itor Soldier health without a clinically defined concussion,” 
discussed study authors, Dr. Angela Boutte and Dr. Bharani 
Thangavelu.   

Dr. Walter Carr, a leading WRAIR brain health researcher, em-
phasized the potential impact of blast overpressure exposure 
experienced by military personnel stating, “Low level blast ex-
posure within routine military training should not be expected 
to result in acute, gross behavioral deficits for the majority of 
personnel. However, repeated exposure across years does cor-
relate with symptomology, especially when a history of chronic 
exposure is exacerbated by new, large magnitude exposures.”

Ongoing research is focused on evaluating these brain-relat-
ed proteins and other biomarkers, as well as symptoms, within 
larger study groups who are routinely exposed to blast over-
pressure while remaining fit for duty.  Blood-based biomarkers 
have the potential to serve indicators of blast overpressure ex-
posure in absence of a direct impact to the head.

army.mil

Cannon crewmembers from 2-2nd FA fire a 105mm howitzer March 
26, 2014, on Fort Sill’s East Range. The live fire exercise was part of a 
research project to measure blast overpressure and acceleration from the 
howitzer. Blast sensors were placed on the. Photo Credit: U.S. Army

Photo courtesy of defense.gov

Active Duty
NEUROLOGY
Pioneering Post Traumatic Headache Study Kicks Off
By the Uniformed Services University Staff

A new, first-of-its-kind study is under-
way to fulfill a critical need for treating 
post-traumatic headache (PTH), for 
which no treatments currently exist. The 
multi-site study, led by the Uniformed 
Services University’s Center for Neu-
roscience and Regenerative Medicine 
(CNRM), has started to enroll partici-
pants and will test how well a migraine 
medication — erenumab — could be 
used to treat this condition, which af-
fects about half of those who experience 
mild traumatic brain injuries.

PTH is a secondary headache disorder 
that develops within seven days after a 
head and/or neck injury. It is also fre-
quently experienced after mild traumat-
ic brain injuries, and can persist long 
after injury.

The trial, “Treatment of Acute Post-trau-
matic Headache with a CGRP Receptor 
mAb in Military Service Members and 
Civilians with Mild Traumatic Brain Inju-
ry,” is the first randomized, placebo-con-
trolled, multi-site trial to study the safety 
and effectiveness of using erenumab to 
treat PTH. The trial aims to enroll 404 
participants by the end of 2026, and is 
currently open to the following military 
treatment facilities: Naval Medical Cen-
ter Camp Lejeune, Brooke Army Medi-
cal Center, and Womack Army Medical 
Center. A fourth site, William Beaumont 
Army Medical Center, is expected to be 
open to participants later this year.

“Currently, there are no approved treat-
ments specifically for post-traumat-
ic headache,” said Army Lt. Col. (Dr.) 
Bradley Dengler, CNRM Director and 

neurosurgeon. “If successful, this erenum-
ab treatment would be among the very 
first evidence-based approaches to reduce 
or eliminate headaches shortly after mild 
TBIs, with the potential to return soldiers 
to duty faster than current therapies.”

“This is a step forward for the millions of 
people affected each year by post-trau-
matic headache,” said Annabel Lee Raboy, 
the trial’s Research Manager and employ-
ee of the Henry M. Jackson Foundation 
for the Advancement of Military Med-
icine. “Our study team has deeply-root-
ed personal and professional ties to our 
nation’s active duty and veteran commu-
nities. We’ve all experienced or witnessed 
the impact PTH can have on a patient 
and their loved ones. It’s an honor to sup-
port a trial that could identify a solution.”

health.mil

The Uniformed Services University is leading a new study to fulfill a critical need for treating post-traumatic headache. Photo credit: USU
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NURSING
Future of Nursing: Telehealth, More Innovation 
and Maybe Some Robots
By Janet A. Aker, MHS Communications

The ongoing COVID-19 pandemic has 
fast-tracked many changes to the Mil-
itary Health System and forced all pro-
viders — especially nurses — to innovate 
at near-quantum speed with agility and 
flexibility.

Nurses are the backbone of daily health 
care operations. In the future, nurses will 
continue to play a vital role in the evolu-
tion of modern health care.

“Nursing will take on more leadership 
and strategic roles to transform the 
health care system, better advocate for 
nursing personnel, and integrate across 
care to enhance the multi-disciplinary 
team,” said Defense Health Agency 
Chief Nursing Officer Air Force Brig. 
Gen. Anita Fligge.

As the DHA observes Nurses’ Week 
for 2022, Fligge and other top Defense 
Health Agency nursing officers talked 
about changes on the horizon for military 
nursing and the details of how the career 
field will evolve in the coming years.

They said the pandemic has underscored 
the connection between health and read-
iness. Virtual health care options will 
continue to expand. Robotics may play 
a prominent role in standardized care in 
the future. And continued education for 
nurses will be essential to maintaining a 
ready medical force.

Working in a joint environment within 
the integrated DHA workforce will im-
prove efficiencies for nurses, allowing 
them to spend more time on patient care 
by having standardized policies, proce-
dures and tools across the services, Flig-
ge said.

She pointed to the collaboration already 
underway in the local health care mar-
kets. For example, she said, Navy nurses 
in the Puget Sound market help backfill 
at the Madigan Army Medical Center 
and vice-versa. The same collaboration 
is ongoing in the Colorado Market, she 
said. Air Force nurses are assisting at the 
Army’s Ft. Carson Evans Army Commu-
nity Hospital.

The pandemic “has opened the doors for 
nursing to see what could change as to 
how we care for patients in the future, 
using technology in a new way, and us-
ing data to assist in bed expansion or use 
of resources more effectively,” said Army 
Col. Jenifer Meno, DHA’s deputy chief 
nurse officer.

The pandemic has “required more pre-
cision and flexibility, including virtual 
health care, remote patient monitoring, 
and touchless medication refills to opti-
mize care delivery,” Fligge said.

Virtual health
The future will mean more virtual health 
care and telehealth services for certain 
specialties such as dermatology, behav-
ioral health, primary care, urgent care, 
and obstetrics while maintaining the fo-
cus on high-quality patient care and in-
creased access to care, Fligge said.

The expansion of virtual care will help 
save lives on the battlefield and also im-
prove care during humanitarian crises 
and future pandemics.

Additionally, at home, virtual health will 
continue to provide MHS beneficiaries 
with more access and flexibility to get as-
sistance and appointments.

The COVID-19 pandemic has taxed 
nursing staffs beyond anything in re-
cent memory as they cared for both 
COVID-19 patients and maintained 
routine health care operations.

The pandemic has “prompted the need 
for us to re-look at staffing models and 
ratios to optimize utilization of the work-
force, while ensuring safe, high-quality 

care delivery and positive outcomes.” 
Fligge said.

The past two-plus years also have seen a 
“greater awareness and need to address 
burnout and retention,” Fligge said.

Better health, better outcomes
Keeping nurses themselves healthy is a 
key priority for the entire health system, 
Meno said.

“The more healthy you are makes you 
more resilient in multiple ways, from 
being physically healthy, having men-
tal well-being, and spiritual well-being,” 
she said. These three are all part of Total 
Force Fitness, the DOD’s framework for 
improving holistic health and perfor-
mance aligned to one’s mission, culture 
and identity.

She pointed to the increasing use of 
mobile digital applications as one way 
to monitor heath across the military 
community.

These apps are available to help decrease 
stress, monitor exercise habits, and sup-
port healthy diets. “Nurses can use that 
data to assist in educating and teaching 
patients how to care for themselves as 
well as recognize triggers that may be a 
risk to their care,” Meno said.

“If we maintain a healthier mindset, it 
prepares the body to fight off disease and 
illness. If we use it to help our patients to 
be healthier and do preventive activities, 
that would change potential outcomes 
for the future.”

More robotics and AI
Nurses have been integrally involved in 
newer surgical techniques such as robot-
ic surgery since the 2000’s.

“Some things never change,” Meno said. 
“Nurses in the operating room will con-
tinue to be the eyes and ears for the pa-
tient. They will continue to ensure that 
the patient is receiving the best care with 
high quality and safety.”

Nurses on robotic surgical teams 
must demonstrate “a very high level of 

professional knowledge, and be experts 
in robotic technology. This is demon-
strated by playing a key role in data col-
lection, analyzing trends and outcomes, 
and identifying safety issues,” Fligge said.

The nursing team will need to continue 
to maintain sterile techniques and en-
sure the integrity of the surgical field, 
Meno said. The team will need to com-
municate more in the operating room 
as technologies evolve. And nurses will 
use evidence-based teamwork tools 
from TeamSTEPPS to support a high-
ly-reliable organization, Meno added. 
She is referring to an approach called 
Team Strategies and Tools to Enhance 
Performance and Patient Safety, an evi-
dence-based teamwork system designed 
to enhance patient outcomes by improv-
ing communication and other teamwork 
skills among healthcare professionals.

Artificial intelligence is already a tech-
nology that nurses use in everyday care 
via mobile health and alerts in joint 
tele-critical care network (JTCCN) 
units. These are an important force mul-
tiplier, leveraging virtual health resourc-
es to extend critical care expertise and 
treatment at a distance.

And without a doubt, there are more 
changes to come. AI and machine learn-
ing will assist nurses by using data to 
help improve the efficiencies of systems 
and processes, but those technologies 
are still in their infancy.

More nursing expertise
The pandemic also has meant an “in-
creased capability and use of our nursing 
workforce by ensuring that personnel are 
equipped with the education and train-
ing to perform at the highest level and 
scope of practice and license,” Fligge said.

Meno sees more nurses getting certifica-
tions to be the subject matter experts in 
their field.

The increased number of nurses obtain-
ing their Doctorate of Nurse Practice 
will also grow now that the American 
Association of Colleges of Nursing has 
endorsed the movement of advanced 
nursing practice from a master’s degree 
to the doctorate level, Meno predicted.

“This doctorate develops nurses to look 
at process improvement and holistically 
at improving systems and processes that 
include other disciplines in patient care.”

Meno said that discussing hybrid nurs-
ing roles had already taken place.

“We see nurses now that are doing hy-
brid nursing roles due to their versatili-
ty and agility. Nurses are not only at the 
bed side, but they are also clinical nurse 
specialists, research scientists, advance 
practice providers, educators, and health 
system leaders.”

airforcemedicine.af.mil

U.S. Air Force Brig. Gen. Anita Fligge, Defense Health Agency chief nursing officer, tours the 60th 
Aeromedical Evacuation Squadron at Travis Air Force Base, California, March 31, 2022. Fligge was 
briefed on 60th AES’s mission and overall operations, and spoke with flight nurses and medical 
technicians. U.S. Air Force photo by Heide Couch

Photo courtesy of U.S. Air Force Medical Service
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NUTRITION
Choose What’s on your Plate to Gain a Tactical Edge
By Danielle Dunnagan, MS, RD, LD, Nutrition Care Division, Eisenhower Army Medical Center

As a dietitian, I frequently get asked what foods are best to eat 
before and after exercise whether it be to add muscle, lean out, 
or improve athletic performance. It’s no secret that food and 
exercise go hand in hand, but performance-based nutrition is 
not just what you eat. It’s when you eat, too.

Nutrition has a vital role in optimizing exercise as well as en-
hancing recovery. Because of this, professional soldier/athletes 
should take an interest in choosing the right foods to fuel for 
success.

Carbohydrates: The body and brain’s preferred 
source of energy
Dietary sources: grains, cereals, pasta, rice, potatoes, fruit, 
milk, yogurt

Carbohydrates are a vital fuel source for both endurance and 
resistance training and can be divided into two main groups. 
Complex carbohydrates are digested slower because of their 
fiber content and help provide a sustainable source of energy. 
Simple carbohydrates are broken down into energy much faster 
and can be useful when consumed before exercise. When carbo-
hydrates are broken down in the body, they are stored in muscles 
as glycogen, or your body’s main fuel source when exercising. It 
is important to consume carbohydrates both before and after 
exercise to maximize these glycogen stores for sustained energy.

Fat: Primary form of stored energy

Fat is the most concentrated form of energy and plays an im-
portant part in our overall health. Dietary sources: nuts, seeds, 
oils, fatty fish (salmon, tuna, trout, sardines, mackerel, her-
ring), avocado.

Fat is the most concentrated form of energy and plays an im-
portant part in our overall health. Fat helps insulate the body, 
protect organs, provide structural support for cells, and trans-
port nutrients. Choose unsaturated dietary fats from the 
sources listed above to enhance performance and recovery and 
decrease inflammation present in the body.

Staying hydrated and practicing dietary supplement safety are 
also imperative for overall health and performance.

Protein: Repairs and rebuilds
Dietary sources: meat, poultry, fish, eggs, beans, milk, cheese, 
yogurt, soy, grains

Protein is broken down into amino acids which are the build-
ing blocks for the human body. Protein is needed for many 
purposes such as formation of muscle, hair, nails and skin as 
wells as muscle contraction and injury recovery.

Protein by itself is not a major form of energy and no storage 
form exists in the human body. An active individual needs be-
tween 0.4 and 0.8 grams of protein per pound of body weight 
per day. Try choosing lean sources of proteins to help reduce 
saturated fat intake.

Eisenhower Army Medical Center’s Nutrition Care Division is 
offering a new class at the Army Wellness Center called “Per-
formance Nutrition: Gaining the Tactical Edge.” This class 
teaches performance nutrition, nutrient timing and supple-
ment safety.

army.mil

A 5-ounce serving of cooked farmed Atlantic salmon provides more than 
1,800 milligrams of beneficial omega-3s. P 
Photo by Cattalin, courtesy of the USDA

Active Duty
NUTRITION
Good Nutrition Improves Your Oral Health
By the U.S. Army Medical Command

Dental readiness means keeping your mouth healthy. EVERY-
THING you put in your mouth affects your oral health. Protect 
yourself against mouth pain, infection, and loose or missing 
teeth, which can impair your ability to eat high performance, 
high-fiber foods like fresh fruits and vegetables.

 Eat the right way to prevent tooth decay

• Combine treats, juice, soda, or sugary drinks with meals.

• Limit snacks containing sugars and starches.

• Eat foods rich in calcium and vitamin D at least 3 times a 
day.

• Eat at least 8 servings of fruits and vegetables a day, with at 
least 5 of them being brightly colored (red, yellow, and or-
ange). One serving is about half a cup.

• Eat high quality proteins (e.g., meats, eggs, and fish) at least 
2 times a day.

• Eat high fiber, whole grain breads or cereals instead of foods 
made with white flour.

• Drink water right after snacking.

• Eat only high-performance snacks between meals.

When choosing snacks, think about…

• How often you eat sugary and starchy snacks. The more you 
eat these snacks, the higher your risk of tooth decay.

• How long the snack stays in your mouth. Starchy and sticky 
foods stay on your teeth longer, leaving more time to make 
acid that can cause cavities.

• Picking sugar-free gum or candy.

• Picking Xylitol® gum or mints. Xylitol® is a natural sweetener. 
It blocks cavity-causing bacteria from making acid (which 
causes tooth decay), decreases plaque formation, and helps 
harden weakened teeth. Chew Xylitol®-containing gum after 
each meal or snack for 3–5 minutes.

Drink the right way to prevent tooth decay

• Avoid dehydration. Drink at least 8 glasses of water a day.

• Choose water or non-fat milk over sports/energy drinks and 
soda.

• Unsweetened tea (black or green) can protect against gum 
disease and tooth decay.

• Limit sugar-sweetened or acidic beverages (e.g., soda, 
punch, juice) to 12oz per day.

• If you drink juice, choose 100% fruit juice that is calcium 
fortified.

• Drink sugar-sweetened or acidic drinks quickly to minimize 
contact time with your teeth.

• If you drink sugary or acidic drinks, make sure they are cold 
and use a straw that reaches to the back of your tongue to 
keep the drink away from your teeth.

• Drink water after sugary or acidic drinks to rinse the acids 
off your teeth.

Use of trademarked name(s) does not imply endorsement by 
the U.S. Army, but is intended only to assist in identification of 
specific products.

army.mil

Photo courtesy of the U.S. Army
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ORAL HEALTH
The Chief of the Army Dental Corps Talks Dental 
Health & Readiness
By Claudia Sanchez-Bustamante, MHS Communications

Army Brig. Gen. Shan K. Bagby, chief of the Army Dental 
Corps and commanding general of Army Regional Health 
Command-Central, spoke with the MHS Communications 
team to discuss the importance of dental health for service 
members’ readiness, the impact of COVID-19 on his team, the 
importance of diversity in the military, and his recent visit to 
the 2022 Army Best Medic Competition.

MHS Communications: You recently attended this year’s 
Army Best Medic Competition (ABMC). How does this type 
of event prepare soldiers for Army medicine?

Army Brig. Gen. Shan Bagby: The ABMC challenges the Ar-
my’s best medical personnel in a demanding, continuous, and 
realistic simulated operational environment that requires com-
petitors to be agile and adaptive, just as they would have to be 
in a real-world tactical environment. It is designed to be both 
physically and mentally challenging as well as testing the com-
petitors’ tactical medical proficiency and leadership skills. This 
event shows the strength and adaptability of Army Medicine to 
support the Army and the Joint Force.

MHS Communications: Particularly during the ongoing 
COVID-19 pandemic, why is this competition so relevant for 
medical soldier teams and their training?

Brig. Gen. Bagby: COVID-19 has not stopped the Army’s 
mission, soldiers around the world must be ready to fight to-
night. Our medical soldiers must not only be medically ready 
but also be ready medical soldiers. Preparing for training and 
competing in this type of event further prepares our soldiers to 
be just that — ready at a moment’s notice to support the war-
fighter both here and abroad. Army medics allow warfighters 
to do their jobs knowing they’re in good hands if wounded and 
keeping our fighting force mission ready.

MHS Communications: Why is physical fitness such an im-
portant aspect of this competition and Army medicine?

Brig. Gen. Bagby: Physical fitness is important for any soldier. 
Being physically fit provides strength, stamina, and survivabil-
ity for our soldiers to meet the Army mission to deploy, fight, 
and win our nation’s wars by providing ready, prompt, and sus-
tained land dominance by Army forces across the full spec-
trum of conflict as part of the Joint Force.

MHS Communications: Black health and wellness is this 
year’s theme for Black History Month. What’s the impor-
tance of increasing diversity in the dental corps?

Brig. Gen. Bagby: Having a diverse workforce is critical to the 
success of Army Medicine and our Army. Creating an environ-
ment where everyone is welcome ensures we can continue to 
recruit, train, and retain the best. Our organizations, like our 
society, are best served when we create an environment where 
people can contribute in a way that enables collective success.

MHS Communications: MHS Communications is highlight-
ing Dental Health Month throughout February. As a dentist 
and service member, can you talk about the importance of 
dental health in overall military medicine?

Brig. Gen. Bagby: Military dental officers are highly trained 
health care professionals that provide dental care to soldiers in 
garrison and far forward on the battlefield. Military dentistry 
is integral to military medicine. Oral health is fundamental to 
the overall readiness and health of the fighting force. For ex-
ample, published reports reveal a wide range of dental emer-
gency rates in military personnel from 111 to 437 per 1,000 
personnel per year. Dental emergencies impact readiness and 
reduce combat power, both in training and in deployed envi-
ronments. Studies have shown that soldiers have a greater than 
75% chance of experiencing a dental emergency within one 
year if they are classified as dentally unready; 19% chance of 
experiencing a dental emergency within one year if they are 
dentally ready and have minor oral disease, but less than 1% 
chance of experiencing a dental emergency within one year if 
they are dentally ready to deploy.

MHS Communications: Can you provide some of the key 
tips or themes related to dental health you wished all soldiers 
knew or kept in mind?

Brig. Gen. Bagby: Absolutely. Soldiers should know:

• Dental cavities, or tooth decay, is a preventable disease.

• Diet and oral habits like tobacco are influencers of oral 
health.

• Tooth decay occurs when the outer layer of the tooth, 
which is called the enamel, is eroded by acid produced by 
bacteria.

• Tooth decay is very prevalent in military aged young adults 
(those 20 years of age or under) and can impact mission 
readiness.

• Tobacco usage (smoking, dipping) and consumption of 
sodas and high-caloric beverages can be devastating to oral 
health and prevent a soldier from being mission capable 
and deployable.

• If consuming sugary drinks, use a straw to limit contact 
with the teeth.

• Brush at least once a day, but optimally twice a day. If un-
able to brush your teeth with a toothbrush, ensure that you 
rinse and wipe all tooth surfaces with a cloth.

• Drink fluoridated water and calcium-fortified beverages to 
help strengthen teeth.

MHS Communications: In your perspective, how do you 
think the COVID-19 pandemic has impacted the medi-
cal community in general and/or the dental community in 
particular?

Brig. Gen. Bagby: COVID-19 had a huge impact on the medi-
cal and dental community. From the way we see patients to the 
way we protect ourselves against the illness, we all have had 
to make changes to how we do business. Generally speaking, 

we have increased the use of virtual health capabilities, made 
modifications to many services such as drive-up pharmacies 
and testing centers. We’ve ensured any necessary adjustments 
to clinical areas were made to accommodate physical distanc-
ing as well as many other things.

Most importantly, however, are our people. The providers and 
support staff have put in countless hours at testing centers and 
within our military [hospitals and clinics] caring for the hun-
dreds of thousands of beneficiaries who rely on us every day for 
their care. Our soldiers have deployed into some of the hard-
est hit areas providing support to civilian hospitals and cities 
fighting COVID-19. And then, we are also fighting COVID-19 
within our ranks, just as everyone else around the world.

The men and women who make up Regional Health Com-
mand-Central and Army Medicine are a dedicated, compas-
sionate, professional, and resilient team of people. Each and 
every day, they walk into work ready to take care of their pa-
tients and each other. So, while COVID-19 may create a change 
to how we do things, we will remain ready at a moment’s notice 
to take on the next mission that comes to us.

health.mil

Army Brig. Gen. (Dr.) Shan Bagby talks about the 2022 Army Best Medic Competition, the importance of diversity in the dental corps, and some tips 
service members should keep in mind about dental health. Photo courtesy of MHS Communiations
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ORAL HEALTH
Dental Health Aboard USS Tripoli
Story by Petty Officer 2nd Class Malcolm Kelley , USS Tripoli Public Affairs

The patient lies on the reclining chair with dental instruments 
neatly lined on a tray beside them. Bright lights shine in their eyes 
as the dentist picks and prods at their teeth and gums. The instru-
ments rattle as both the dentist and the patient try to stay still 
through the rolls and pitches as the ship sails through rough seas.

Amphibious assault carrier USS Tripoli’s (LHA 7) Health Ser-
vices department, dental division, maintains dental health for 
more than 1,200 deployed Sailors and Marines.

“If you don’t have good teeth, it could mean you’re out of com-
mission for the mission,” said Hospitalman Katherine Palacio, 
assigned to Tripoli’s dental division.

According to the Centers for Disease Control and Prevention, 
poor dental health can lead to other issues, such as infections, 
heart disease and even cancer. Lt. Jennifer Kolin, Tripoli’s den-
tal officer, said preventing these conditions is a vital aspect of 
mission readiness.

“Making sure personnel are able to do their job is the most 
important part of my job,” said Kolin. “If they’re having any 
sort of dental issues and their mind isn’t where it needs to be, 
then it hurts our mission. My goal is to support everyone I can 
on Tripoli.”

Much like their landlocked civilian counterparts, Tripoli’s den-
tal corpsmen specialize in oral health. Despite being on a war-
ship instead of in a clinic, they are well-equipped to deal with 
standard dental examinations. They are also trained to per-
form special procedures, such as making crowns to restore a 
damaged or missing tooth.

“We focus on your teeth, your mouth, and your jaw health,” 
said Palacio. “Good breath is also a bonus.”

Kolin and Palacio both agree the best part of working in dental 
division is interacting with the crew. “My favorite part of my 
job is meeting people and interacting with patients,” Palacio 
said. “When people come in with a toothache, I like to help 
make them feel better.”

“I love meeting everyone on the ship,” said Kolin. “Everyone 
has to come see me once a year, and I feel fortunate that’s the 

case. I love asking people about their day, and having them tell 
me about their job and about different parts of the ship.”

Many Sailors will face roaring jets without flinching or fight 
blazing fires without hesitation, yet still find themselves quaking 
in the dentist’s chair; an amusing contradiction, Palacio point-
ed out. Whether they are alleviating people’s fear of the dentist, 
or filling cavities, Tripoli’s dental corpsman are prepared to use 
every instrument in their arsenal to fix happy smiles.

health.mil

Lt. Nicholas Fetters, the dental officer aboard amphibious assault carrier 
USS Tripoli (LHA 7), left, and Hospitalman Rubi Perez, from Newark, New 
Jersey, perform a dental procedure June 28, 2022. Tripoli is operating in 
the U.S. 7th Fleet area of operations to enhance interoperability with allies 
and partners and serve as a ready response force to defend peace and 
maintain stability in the Indo-Pacific region. Photo by U.S. Navy photo by Mass 
Communication Specialist 3rd Class Christopher Sypert

Active Duty
PEDIATRICS
Developmental Pediatrics Team Visits 
Vandenberg
By Airman 1st Class Tiarra Sibley, SLD 30 Public Affairs 

The 30th Medical Group hosted a devel-
opmental pediatrics workshop at Van-
denberg Space Force Base, Calif., May 
25, 2022.

Developmental Pediatrics delivers spe-
cialty treatment to families that have 
children with developmental, mental 
health and learning disabilities. The Air 
Force Developmental Behavioral Fami-
ly Readiness team hosted a workshop to 
introduce information on the different 
programs that assist parents with special 
needs children. The workshop serves 
military families by directing and con-
necting them with services to help with 
their children’s developmental and be-
havioral needs.

“Sitting in this workshop made me feel 
a bit more relieved, knowing that there 
are so many programs and options avail-
able,” said Staff Sgt. Agueda Leleua, 30th 
Logistics Readiness Squadron vehicle 
maintenance mechanic, whose daugh-
ter was recently diagnosed with autism. 
“This program is really great. The people 
that are on the developmental pediat-
rics team really do care about your child 
care, how you’re feeling and your needs.”

For the last two years, the developmental 
pediatrics team has visited Vandenberg 
to assist the families with special needs 
children. 

“We help support the local team of pe-
diatric providers, nurses, and special 
needs coordinators to address fami-
lies concerns,” said Col. Eric M. Flake, 
Joint Base Lewis-McChord develop-
ment- behavioral family readiness cen-
ter medical director. “We provide high 
quality evaluations and best practices 

recommendations to help minimize be-
havior problems and augment a child’s 
development.”

Flake explained that the Air Force DB-
FRC is the Surgeon Generals strategic 
program to help all families have the 
necessary medical developmental and 
behavioral support anywhere in the 
world.

“This will allow them to receive the nec-
essary medical care using innovative hub 
and spoke services to minimize denials 
or the necessity of them being reassigned 
to another base because the current base 
cannot support their medical needs,” 
Flake said.

The Space Force realizes that not every 
community will be able to provide ex-
tensive services to help families with spe-
cial needs children. The DBFRC has the 
capabilities to perform developmental 
evaluations, help with treatment plan-
ning, and coordinate with autism spec-
trum disorder and non-autism spectrum 
disorder specific services. This ties into 
behavioral analysis, counseling, special 
education advocacy and more.

To receive help, contact your primary 
care manager to refer you for DBFRC 
assistance. They will review the infor-
mation and a virtual appointment will 
be made.

vandenberg.spaceforce.mil

Amanda Polk, wife of Senior Airman Jeremiah Polk, 99th Security Forces confinement specialist, 
comforts their daughter Miah after she received vaccinations from Senior Airman Zeraiacob Kidune, 
99th Medical Group immunizations technician April 5, 2012 at Nellis Air Force Base, Nev. The 99th 
Medical Group’s pediatric clinic now offers immunizations within the clinic. Photo by U.S. Air Force 
photo by Staff Sgt. William P. Coleman
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SURGERY
USU Alumnus, Faculty Provide Medical Relief  
in Ukraine
By Claire Pak, Uniformed Services University

On May 27, 2022, a surgical team led by retired U.S. Air Force 
Col. (Dr.) Warren Dorlac, a Uniformed Services University 
alumnus and associate professor of Surgery, arrived in Lviv, 
Ukraine, to begin a volunteer mission supporting Ukraine’s 
civilian Emergency Medical Clinical Hospital. Dorlac’s team 
joined an existing team of volunteer surgeons deployed by the 
Global Surgical Medical Support Group, a non-profit organi-
zation that sends volunteer surgeons and physicians to disaster 
and conflict zones around the world. Their program provides 
visiting surgeons training in combat casualty care, and sends 
volunteer combat surgeons to work directly with Ukrainian 
clinicians and caregivers.

Dorlac, a recognized expert in trauma surgery and trauma 
care, was uniquely qualified to lead the team. A 1989 USU F. 
Edward Hébert School of Medicine graduate, he served for 26 
years as an Air Force surgeon, specializing in general, emer-
gency, and trauma surgery. He was responsible for overseeing 
care of wounded and injured service members while as chief 
of trauma and trauma medical director at Landstuhl Region-
al Medical Center in Germany. Later, Dorlac directed the U.S. 
Central Command’s Joint Theater Trauma System, where he 
led trauma care units in Iraq and Afghanistan. He eventually 
served as trauma consultant to the Air Force Surgeon General. 
He has also published research on trauma-relevant topics, and 
worked as a consultant and advisor to U.S. allies seeking to es-
tablish their own military trauma care programs.

Dorlac’s team began its work immediately upon arrival in 
Ukraine, starting with an assessment, which quickly identified 
a need for telehealth resources and microvascular surgical in-
struments. Those items were subsequently received and put in 
place in the clinic.

Within their first few days in Ukraine, the team evaluated con-
ditions, offered recommendations, and delivered lectures and 
training on topics including end points of resuscitation and use 
of ultrasound in trauma and critical care. The team also helped 
with efforts to develop a whole blood program for hemorrhag-
ic shock management and improve infection control measures. 
According to Dorlac, emergency medicine is not a dedicated 
specialty in Ukraine. The Lviv emergency hospital staff that 
the team assisted includes trauma and general surgeons, tho-
racic surgeons, vascular surgeons, pediatric surgeons, ortho-
pedic surgeons, anesthesiologists/intensivists, and surgical 

and critical care nurses. The caseload included “typical combat 
wounds — extensive burns, complex fractures, nerve injuries, 
soft tissue loss, and wounds and amputations,” said Dorlac.

Dorlac was accompanied on the Ukraine mission by a distin-
guished team of medical professionals including military trau-
ma surgeon and USU Surgery department faculty member Air 
Force Col. (Dr.) Jay Johannigman, renowned burn surgeon 
Dr. William Hickerson, and surgical physician assistant Kelley 
Thompson. With their work in Ukraine, Dorlac, Johannigman 
and the other surgical team members continue the tradition of 
U.S. military medical aid for conflict victims around the world, 
a tradition interwoven throughout USU’s entire 50-year histo-
ry, beginning with Dr. Rich.

“As a military surgeon, I have seen the worst that humanity can 
do, but I have also been fortunate enough to see the best,” said 
Dorlac, writing from Lviv. “It is a privilege to be part of this 
life-saving mission serving the brave people of Ukraine.”

airforcemedicine.af.mil

The Lviv Visiting Surgeon team at work in the clinic in Lviv, Ukraine. 
Photo by Warren Dorlac, Kelley Thompson, and Jay Johannigman

Active Duty
PEDIATRICS
Navy Pediatrician Rises from Humble Beginnings 
to Make History
By Dave Marks, NHTP PAO Public Affairs

Navy captain and board-certified pe-
diatrician Lynelle Boamah confidently 
stands with feet firmly planted atop two 
recent significant months: February’s 
Black History Month and March’s Wom-
en’s History Month.

As the commanding officer of Navy 
Medical Readiness and Training Com-
mand Twentynine Palms in California 
and director of Naval Hospital Twen-
tynine Palms, she defied the unwanted 
advice from friends and neighbors in the 
poor section of Baltimore where she was 
born, who told her: “Lynelle, you can 
never become a doctor.”

She is now the first African American 
female Medical Corps commanding of-
ficer of a naval hospital.

Hers is the story of tenacity, drive, and 
the importance of mentors. Her mother, 
her biggest cheerleader, never discour-
aged her ambition. “My mom got me the 
Playschool doctor’s kit, with the medi-
cal bag and stethoscope,” Boamah said. 
“I would practice on my sister who is 18 
months younger than me, listening to 
her heart when we were little kids.”

“From the earliest age (she said she 
thinks she was 4-years-old) she was im-
pressed by the medical clinic a couple of 
blocks from where she lived with her sis-
ter and single mom in south Baltimore.”

“The white sterile coats, their profes-
sionalism, the smell of antiseptic. I was 
excited to go to the doctor,” she said.

Boamah attended Forest Park High 
School in Baltimore where she finished 
first in her class and delivered the vale-
dictorian speech. “I still have that speech 
on index cards,” she said. “Now they 

remind me of my 1MC announcements.”

After finishing college at the Notre 
Dame of Maryland University she took a 
year off and worked in a genetics labora-
tory at Johns Hopkins University where 
her immediate supervisor and program 
director were both female physicians.

“They were both great mentors,” she said. 
Both encouraged her to pursue her med-
ical ambition. Also at that time, she met 
Medical Corps recruiter Navy Lt. Bill 
McCarthy, “who also turned out to be a 
great mentor,” she said. Twenty years lat-
er, she met McCarthy again after he had 
become a Medical Corps officer and was 
assigned training at Naval Medical Cen-
ter San Diego. “The roles were somewhat 
reversed,” she said.

In 1995, Boamah was interning at Naval 
Medical Center Bethesda in Maryland 
and found the atmosphere challenging. 
She had the opportunity to transfer to 
Naval Medical Center Portsmouth, Vir-
ginia, where she was chief resident and 
deeply involved in department activities. 
It’s also where she met her pharmacist 
husband, Charles.

“I found my battle rhythm and became 
the physician the nurses needed me to 
be,” she said. Following her residency, 
Boamah was assigned as a general pedi-
atrician at Naval Hospital Twentynine 
Palms from 1998 to 2001. She then 
worked as a graduate medical educator at 
Naval Medical Center San Diego before 
entering the pediatric gastroenterology, 
hepatology, and nutrition graduate-stud-
ies course at the Cincinnati Children’s 
Hospital Medical Center from 2004 to 
2007. 

During fellowship training, she earned a 
master’s degree in medical education and 
curriculum development from the Uni-
versity of Cincinnati in 2008, graduating 
magna cum laude.

Upon completion of fellowship, Boamah 
returned to Naval Medical Center San 
Diego in 2007, establishing a robust 
practice of pediatric gastroenterology. 
She served as associate pediatric resi-
dency program director from 2008-2011 
and was selected as residency program 
director from 2011 until 2016.

During this time, she deployed as an in-
dividual augmentee to Palawan, Philip-
pines, in a joint humanitarian assistance 
mission. She served as the director for 
medical services, of the USNS Mercy 
from 2015-2017, and as the Mercy’s ex-
ecutive officer until 2019.

On Aug. 23, 2019, Boamah accepted 
command of Naval Hospital Twentynine 
Palms, the same military medical treat-
ment facility where she had reported for 
her first assignment as a Navy lieutenant 
21 years earlier.

health.mil

Naval Medical Forces Pacific Command Master 
Chief Sean Howe (left) elbow bumps Navy 
Capt. (Dr.) Lynelle Boamah, commanding officer 
for Navy Medicine Readiness and Training 
Command and Naval Hospital Twentynine 
Palms during a Nov. 2, 2020, visit. Photo by 
Regina Kowtiz, Naval Medical Forces Pacific
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TECHNOLOGY
How Drones Will Transform Battlefield Medicine, 
Save Lives
By Janet A. Aker, Military Health System Communications

Blood loss or “bleeding out” is the leading cause of preventable 
death on the battlefield, military health experts say.

So, one of the best ways to save lives during combat operations 
is to provide blood products to forward-deployed medics and 
corpsmen as soon as possible.

During the wars in Iraq and Afghanistan, getting the needed 
blood products to injured warfighters was typically not a ma-
jor challenge when the U.S. military controlled the skies and 
maintained a nearby network of medical facilities.

“We were pretty reliant on medevac ‘dust off ’ to deliver our 
blood,” said Air Force Col. (Dr.) Stacy Shackelford, Joint Trau-
ma System chief.

However, in future conflicts against a “near-peer” adversary, 
Shackelford said, that could be far more difficult. Injured 
troops may have to remain at the frontlines for days while 
needing blood transfusions or other major medical care.

The solution: Drones may become essential to combat 
medicine.

“I think it’s going to come down to drone delivery of blood by 
some type of unmanned vehicle that can fly in and drop off 
more blood or more bullets, whatever is needed,” Shackelford 
said.

Resupply by Drones
“We think that drone resupply of blood and immediate-need 
medical products are really just around the corner,” said Dr. 
Adam Meledeo, a research scientist for coagulation and blood 
research at the U.S. Army Institute of Surgical Research at Joint 
Base San Antonio-Fort Sam Houston, Texas.

“There are multiple off-the-shelf solutions that are being con-
sidered,” and the Defense Health Agency is funding several 
other innovations to optimize the ability to provide drones in 
the battle space, Meledeo said.

Yet using drones to resupply blood and other medical supplies 
will be challenging.

“There’s obviously trade-offs between some of these different 
platforms, such as making sure that we have a vehicle that’s 
fast, and somewhat stealthy … and has a very large battery that 
will be able to keep it airborne for a much longer period of 
time if it needs to loiter somewhere in anticipation of there 
being a problem,” Meledeo said.

“There’s also been some talk of outfitting some of our com-
bat hardware drones that are already in use with alternative 
payloads that would be able to supply blood, medical supplies 
and really just about anything, such as MRE’s, ammunition, 
and water” to frontline medics or service members caring for 
wounded Soldiers, he explained.

Blood Resupply
“The primary issue with blood resupply is that it has to be 
maintained at specific temperatures, as do a number of phar-
maceuticals including certain pain medications, and antibiot-
ics,” Meledeo explained.

“The biggest technological hurdles right now are being able to 
maintain those temperatures inside those drone payloads very 
consistently, at a variety of altitudes, and a variety of differ-
ent ambient conditions for potentially lengthy periods of time, 
without drawing too much power away from the system itself,” 
Meledeo continued.

The Marines Corps used drones for resupply during an exer-
cise in Australia. Drones have also been used in Rwanda and 
Uganda to transport medical supplies to rural areas across 
mountain ranges and in bad weather, Meledeo said.

“I think that we’re going to get there much faster than we had 
initially anticipated,” he said.

The use of drones for future near-peer conflicts is starting to 
filter down into the operational forces as a potential solution 
in the near term, he noted.

Wounded Warrior Evacuation
“In the long term, there are a number of lines of effort, such as 
involving drones for the extraction of patients,” Meledeo said.

U.S. partner countries are examining some of these platforms 
that can evacuate a patient rapidly without risking other per-
sonnel in potentially contested airspace, he added.

How does one transport casualties stealthily?

“Part of it is marking the vehicles appropriately with standard 
medical nomenclature. That gives you the Geneva Convention 
protection. But obviously, we go up against certain enemies 
that will not care about that at all,” he explained.

Artificial Intelligence
Stealth technology continues to improve. When it comes to 
drones, “it may be just a matter of keeping the drones low to 
the ground, and that they’re being piloted by an artificial intel-
ligence system,” Meledeo explained.

“So, hopefully, AI will be faster to react than a human would 
be. But even still, I think there are a lot of concerns about” the 
use of drones to extract wounded warfighters.

“The long-term goal … is to actually have some sort of robotics 
onboard these drones that would be doing medical care to the 
patient during transport,” he said.

DARPA AI Initiative
A new Defense Advanced Research Projects Agency initia-
tive called “The In the Moment Program” aims to ultimately 

give AI systems the same complex, rapid decision-making ca-
pabilities as military medical staff and trauma surgeons who 
are in the field of battle based on algorithms of care and deci-
sion-making capabilities.

One example is smart tourniquets that will be able to detect 
whether they need to be released. Other automatically guid-
ed solutions include IV placement or catheter placement, 
Meledeo said.

“It sounds like science fiction. It is still a little bit science fic-
tion, but it’s not as far off as it may sound,” he said.

“At least on a rudimentary level, the community is already pur-
suing a lot of automated solutions or artificial intelligence-de-
rived solutions for automation of different medical processes.”

This research is underway but there’s no timeline on this 
concept.

“Hopefully, we’ll be able to get some confident results from 
some of these different technologies that are going to be pack-
aged together in this system and enable the drones to then not 
only resupply at the point of injury, but also actually take care 
of the transportation and the management of patients during 
that transportation.”

airforcemedicine.af.mil

Drones carrying fresh blood products to wounded troops on the front lines may be critical for military medicine in a conflict against a near-peer 
adversary. The use of drones for future near-peer conflicts is starting to filter down into the operational forces as a potential solution in the near term. 
Photo: Courtesy Shutterstock
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2 Active Duty
WOUND CARE
Behavioral Health Specialist Beneficial for Some 
Burn Center Patients
By Dr. Steven Galvan, USAISR Public Affairs Officer

The multidisciplinary burn team at U.S. Army Institute of Surgi-
cal Research (ISR) Burn Center at Joint Base San Antonio-Fort 
Sam Houston, Texas, cares for the sickest of the sick [high acu-
ity] patients within the Department of Defense. And as the re-
gional burn center in South Central Texas, they also care for 
high acuity civilian patients. Some patients with traumatic burn 
injuries or other life-altering sickness or diseases have a difficult 
time adjusting with the healing process or dealing with the reha-
bilitating progression to live with their new normal.

That’s when Sgt. Ronald C. Smith, an Army Behavioral Health 
Specialist, reviews the records of every patient admitted to the 
Burn Center; an effort then followed by a behavioral health tri-
age that includes an anxiety and depression screening.

“Under the supervision of an occupational therapist, we con-
duct initial interviews, triage, risk assessments, client assess-
ments, mental status examinations, develop and implement 
treatment plans, group facilitation, collect and record psycho-
social and physiological data, and other instruments that assess 
the client’s potential or actual response to treatment and/or re-
habilitation” said Smith. “Here at the ISR I find that we engage 
with patients who suffer from anxiety and depression the most.”

Chuck Quick, an occupational therapist at the Burn Center, 
supervises Smith’s clinical duties on a regular basis and says 
that the patient’s assessment is critical to a treatment plan that 
optimizes the healing and recovery process.

“The information gathered is used to assess educational and 
therapeutic needs designed to support the holistic recovery 
from their trauma or illness, be it injury or infection,” said 
Quick. “Following staffing of the clinical findings the behav-
ioral health treatment plan is developed according to patient 
needs, goals and findings. Using a variety of engaging thera-
peutic interventions that informs the patient of the knowledge 
of clinical findings the behavioral health technician transi-
tions the intervention from education to development of skills 
the patient can practice and use to support improved mental 
health and enhanced physiological environment for recovery.”

Quick also added that a high percentage of burn patients ar-
rive with comorbidities of mental health diagnoses consisting 
of depression, anxiety and/or substance abuse disorders.

“Understanding that many patients suffer from anxiety and 
depression prior to the burn trauma itself establishes a need 
to be well-versed in diagnosis specific interventions,” he said.

Smith said that as a behavioral health specialist he is able to in-
tervene with Burn Center patients and help them build the skills 
needed to best push through the difficult phase in their lives.

continued on page 48

Sgt. Ronald C. Smith. Photo courtesy of the U.S. Army Institute of Surgical Research.

The power of wound 
bed preparation 

Advanced Wound Management Smith & Nephew Fort Worth, TX 76109 USA | www.smith-nephew.com 
T- 800-876-1261 F- 727-392-6914 ™Trademark of Smith+Nephew ©2022 Smith+Nephew | MSEE2-36982-0722

For a clean, more uniform wound bed, precisely select, 
excise and evacuate nonviable tissue, bacteria and 
contaminants from wounds, burns and soft tissue injuries.1  

References: . 1. Mosti G, Maltaliano V. The debridement of chronic leg ulcers by means of a new, fluidjet-based device. Wounds. 2006;18:227-237. 2. 
Granick M, Boykin J, Gamelli R, Schultz G, Tenenhaus M. Toward a common language: surgical wound bed preparation and debridement. Wound Repair Regen. 
2006;14:S1-S10. 3. Cubison TC, Pape SA, Jeffery SL. Dermal preservation using the VERSAJET hydrosurgery system for debridement of paediatric burns. 
Burns. 2006;32:714-720.

Scan to find out more 
about VERSAJET II
The decision to use Smith & Nephew products should be made by a healthcare professional, in line 
with applicable local protocols. For detailed product information, including indications for use, con-
traindications, precautions and warnings, please consult the product’s applicable Instructions for Use 
(IFU) prior to use.
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2 “I have also found that we instruct our patients on prevention 
of what is called Acute Stress Disorder and PTSD [Post Trau-
matic Stress Disorder],” said Smith. “By teaching our patients 
how to identify acute stress disorder and how to reduce the 
symptoms they are more equipped to deal with it as it comes.”

Smith is one of two behavioral health specialists at the Burn 
Center and said that he chose this particular field because he 
loves to help people, especially when he sees their struggle with 
anxiety, depression or other psychological disorders.

“I love to see someone able to reduce their anxiety and de-
pressive symptoms themselves,” he said. “It may sound funny 
wording it that way, but as I see people apply the techniques 
and skills that I teach them, it is rewarding to see as they begin 
the road to recovery.”

Quick points out that behavioral health technicians like Smith 
are an essential part of the Burn Team as they are trained in 
addressing precipitating psychological experiences.

“Their expertise supports the functional recovery of our patient 
population by connecting their psycho-social findings with oc-
cupational therapy’s identified functional deficits,” said Quick. 
“This arrangement ensures the development of holistic inter-
ventions to remediate skills according to the underlying cause 

and reconnect patients to their identity and overall life purpose.”

Smith admits that working with burn patients is not always 
easy, especially those who don’t put effort into their own 
recovery.

“One’s overall mental health and recovery therein, is all up to 
the individual,” said Smith. “For the skills that I teach someone 
to truly help a patient, they have to accept a need to change 
and want to make that change. This means changing thought 
patterns, or putting an effort for adjusting their sleep. Being 
able to help an individual learn the need for change is by far 
the hardest part even more so when the individual refuses to 
see the need.”

But that hasn’t discouraged Smith from putting his best effort 
into helping each patient he works with.

“I believe as we all work to improve ourselves, and when we 
try to better those around us, we all can learn things that will 
better our lives,” he added. “Emotions, feelings and what we 
care about are all things that we should never shun or ignore. 
Working in the Burn Center has taught me that a little bit of 
patience and persistence can go a long way.”

army.mil

continued from page 46

The U.S. Army Institute of Surgical 
Research Burn Center at Brooke Army 
Medical Center is looking for a quali-
fied and dynamic dog teams to aid in 
the department’s healthcare mission. 

Specifically, dog teams will therapeu-
tically interact with patients, family 
members and staff assigned to the cen-
ter.  Interested owners must be able to 
present all necessary certification doc-
uments at the time of interview. 

The team’s certification must be issued 
by a licensed evaluator applying a na-
tionally recognized curriculum and 
must include the following information:

• Picture identification of animal/an-
imals and owner.

• Name of owner and animal/animals.

• Expiration date.

• Temperament Standard.

• Name of the organization issuing 
the certification document.

• Name and telephone number of 
AAA/AAT supervisor.

• Determination of animal/owner 
team status (AAA or AAT).

• Department of Defense Form 2209, 
Veterinary Health Certificate, with 
updated immunization record or 
commensurate certified documen-
tation issued by the state, etc.

• A statement that the animal/ani-
mals is/are at least one year old and 

that the owner has had the animal/
animals for over a year.

During the interview process, teams 
must demonstrate the animal’s ability 
to respond to the owner’s commands, 
such as “come”, “down”, “sit”, “stay” and 
“leave it,” etc.  Owners/animals with a 
temperament not suited to an unpre-
dictable, complex environment, such 
as children, crowds, etc., will not be 
selected.

Interested owners/teams should con-
tact the USAISR Public Affairs office 
at 210-539-5470 to set up the required 
in-person interview.

jbsa.mil

U.S. Army Institute of Surgical Research Burn Center 
Seeks Dog Therapy Teams
By Dr. Steven Galvan U.S. Army Institute of Surgical Research Public Affairs
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2 Veterans
SPECIAL FEATURES
Christopher Carver, Purple Heart Veteran,  
VA Hospital’s Employee of the Year
By Bret Bowers, Public Affairs Officer, Mann-Grandstaff VA Medical Center

Christopher Carver talks the talk, with a 
smile. He also walks the walk, but with a 
limp, a slight hitch. Still, he doesn’t let his 
disability slow him down. After all, he 
earned it and is using it to succeed in life.

Some 20 years after joining the Army 
on 9/11, Carver’s heart and commit-
ment to serve his fellow Veterans, along 
with his professional know-how, has 
earned him the honor of being named 
2021 Employee of the Year for Spokane’s 
Mann-Grandstaff VA.

The journey home from combat overseas 
was anything but easy in 2007. “I went 
from a patient nobody expected to live 
to becoming a therapist and now work-
ing alongside the very same people who 
helped motivate and train me to serve 
my fellow Veterans at VA,” Carver said. 

“In the Army, I was taught to always con-
tinue to improve my fighting position. 
I carry that ideal into all aspects of my 
life.”

Carver is the medical center’s Military 2 
VA (M2VA) specialist serving hundreds 
of Veteran patients seeking to navigate 
the health care system. He also helps 
them to learn how to fully utilize their 
earned benefits.

Carver was a recon squad leader for the 
Army’s 25th Infantry Division, and he 
deployed to both Iraq and Afghanistan. 
While on a mission, his vehicle struck an 
Improvised Explosive Device. 

The explosion launched the truck and 
its crew 25-feet in the air, flipping and 
crashing down on top of Carver and his 
team.

“My gunner lost his arm, another squad 
member was severely wounded, and an-
other walked away from it all,” he said.

Doctors at the Landstuhl Medical Cen-
ter in Germany called his pregnant wife 
and parents to fly from Spokane to Eu-
rope to say their last good-byes.

Carver would remain in a coma for two 
months. Later, he was transferred to VA’s 
Poly-Trauma Center in Palo Alto, Cali-
fornia. There, the family opted to try a 
device (not approved in the U.S.) called a 
Nova-Lung. The device circulates oxygen 

throughout coma patients’ bodies.

“I woke up in July of 2007 at the brain 
injury center at the VA hospital in Palo 
Alto,” Carver said. “I spent almost a year 
there. Once, the doctors allowed me the 
use of a walker to witness the birth of my 
first daughter.”

He had to learn to walk, talk, eat, sit up 
and take care of himself all over again. 
He credits his wife Laura for her unwav-
ering support, including working full 
time while he was a stay-at-home dad.

After graduating from Eastern Washing-
ton University with grades that placed 
him on the Dean’s list, he worked for the 
Wounded Warrior Program. Then his 
dream job came along.

“I want to give back through VA.”

“I took a job at the Mann-Grandstaff VA 
where I had spent so much time as a pa-
tient,” Carver said. 

“Now I am helping Veterans get VA ser-
vices. While I did not have the profes-
sional knowledge, I had the firsthand 
experience as a patient. I had been able to 
go through this huge life event and walk 
out the other side. Now I had a chance to 
show others how to do the same thing. I 
want to give back to the world that has 
done so much to help me at a time when 
I was down and needed someone there 
to help me. This experience has changed 
my view of the world. My family, my VA 
care teams, social workers and my fellow 
Veterans make all the difference, and 
now I want to give back through VA.”

va.gov

“The Army taught me to improve my fighting 
position.” Chris Carver. Photo courtesy of VHA

Veterans
SPECIAL FEATURES
Change Agent Vernice Ferguson Lead 
Professional and Racial Change at VA
By Janice Young, Librarian, VA Central Office Library, Kirsten Cessna, MLIS Student Volunteer, 
and Katie Delacenserie, VHA Historian, U.S. Department of Veterans Affairs

When Vernice Ferguson became the first 
African American to lead the Nursing 
Service in 1980, she inherited the largest 
nursing service in the nation, oversee-
ing 60,000 professionals. By comparison, 
only sixty years earlier, the first African 
American nurses were hired to care for 
Black Veteran patients at the Veterans 
Hospital in Tuskegee. Her long and in-
fluential career as a teacher, innovator, 
leader, and advocate for racial parity at 
VA is a remarkable legacy.  

With the end of World War I and a grow-
ing number of African American Veter-
ans, in 1923 Veterans Bureau Director 
General Frank T. Hines instituted the 
first African American hospital in Tuske-
gee, Alabama, staffed by the first African 
American hospital director and all-Black 
staff. Under the leadership of Chief 
Nurse Esther Bullock, and after complet-
ing training in Greenville, South Caroli-
na, Amelia Gears, Tresa Charles, Inithia 
Williamson, and Ruth Garrett became 
the first “complete corps” of African 
American nurses at a VA hospital. Their 
appointment was not without controver-
sy though, as the Ku Klux Klan threat-
ened medical staff and staged multiple 
demonstrations outside the hospital. 

After an incident in July 1923, the Na-
tional Association for the Advancement 
of Colored People (NAACP) requested 
that President Warren G. Harding send 
federal troops to address the situation, 
which was ultimately denied. Despite 
these challenging conditions, the nurs-
ing staff continued to care for African 
American Veterans at Tuskegee and the 
program grew in size and scope. 

By 1945, a total of 109 Black nurses were 
caring for Black Veterans around the 
system of VA hospitals including at Fort 
Bayard, New Mexico; Kechogran, Vir-
ginia; Oteen, North Carolina; in addi-
tion to Tuskegee. 

That year also saw major developments 
for African American nurses with their 
professional designation status within VA, 
resulting in higher pay and equal status 
with counterparts in the Armed Services. 

In 1946, the American Nursing Associa-
tion (ANA) accepted for membership VA 
African American nurses who had been 
barred by state organizations. 

South Carolina-born Ferguson began her 
career in 1953, the same year that deseg-
regation began throughout all VA hos-
pitals. Ferguson had graduated in 1950 
from New York University’s Bellevue 

Medical Center with a nursing degree. 
Despite having received an award for high 
scholastic standing, the school’s director 
of nursing refused to shake her hand. 

Training as one of only thirteen Black 
nurses at the Hines VA Hospital in Illinois, 
Ferguson quickly discovered that despite 
the strides and advancements made by 
African American nurses, their progress 
did not equate with White counterparts. 

Reflecting on her earliest days at VA, she 
recalled, “There were thirteen nurses of 
color at Hines, and they lived in contain-
ment huts on the other side of campus, 
while the White nurses lived in beauti-
ful two-story Georgian buildings.” After 
completion of her training, Ferguson 
engaged in the battle to furnish Hines 
nurses with equal housing. It was one of 
many campaigns she undertook to chal-
lenge racism, for which she received the 
Mary Mahoney Award at the 1970 ANA 
Convention for “outstanding contribu-
tion to integration in nursing.”

After an eight-year stint as chief of the 
nursing department at the Clinical Center 
at the National Institutes of Health, Fer-
guson returned to VA in 1980 as executive 
for Nursing Programs. Ferguson viewed 
herself as a “change agent” and aimed to 
bring innovation and excitement to the 
nursing profession. Her focus on educa-
tion, communication, and collaboration 
transformed VA Nursing from a siloed, 
hierarchical organization to one defined 
by interdisciplinary cooperation that 
sought to improve practices and stan-
dards while championing nurses’ voices. 

Ferguson viewed education as para-
mount but observed, “[F]or many of 
my generation, and as a minority nurse, 

Nurse Vernice Ferguson.  Photo courtesy of VHA

Chief Nurse Esther Bullock and the team of 
nurses and doctors from the Tuskegee Veterans 
Hospital.  Photo courtesy of VHA
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2 Veterans
SPECIAL FEATURES
VA’s National Blood Drive Supports  
All Americans 
By Michelle Spivak, Senior Communications Officer, U.S. Department of Veterans Affairs

Every two seconds an American needs a blood transfusion. 
That translates to approximately 29,000 units of red blood, 
10,000 units of plasma and 7,000 units of platelets.  This ongo-
ing demand does not waiver for floods, fires, tornadoes, mass 
shootings — or even for pandemics. It is a constant, continual, 
unrelenting, and frequently increasing need.

What does, and has, changed is the number of blood drives 
across the nation to fulfill this need. That is the result of COVID. 
Over the past two plus years, there’s been a 20% reduction in 
the nation’s blood drives. Many hospital systems and blood 
collection agencies nationwide have been operating on scant 
one-day supplies of blood, prioritizing surgical procedures and 
re-balancing supplies across their systems. The standard supply 
of blood collection agencies seek is a three-day supply. 

VA has always held blood drives. It’s a long-standing tradition 
of service. So, when thousands of U.S. blood drives were can-
celed, and blood donors stayed home, VA undertook a new 
nationwide effort to support this need, encouraging every VA 
facility to hold at least one blood drive.  We call our effort the 
VA National “Roll Up Your Sleeve” blood drive campaign. 

Many are not aware that helping civilian communities in times 
of need is part of VA’s 4th mission.  During the pandemic, this 
included caring for many civilians at VA medical centers and 
even assigning some medical staff to private community hos-
pitals and nursing homes. 

Regarding the nation’s blood supply, at the beginning of the 
pandemic, VA determined a national level effort was necessary 
and reached out to both of our country’s major blood suppli-
ers, America’s Blood Centers, whose blood donation sites col-
lect 60% of the nation’s blood supply, and the American Red 
Cross, to partner. 

Together we are amplifying the important message that blood 
donors are needed and that VA sites are hosting a greater num-
ber of drives to make up for some of those community loca-
tions currently unable to do so. 

Blood donations given at VA sites support all Americans, not 
just Veterans, as blood donations are distributed according to 
need to hospitals and civilian health care locations.

Just one unit of blood can save three lives. But as simple, safe, 
and easy this life-saving act can be only three percent of Amer-
icans regularly donate blood. And you may be surprised to 
learn that most regular blood donors are over 65 years old.  

Currently, blood donations from diverse ethnic groups are des-
perately needed. Blood transfusions are known to have the best 
outcomes when the donor and the recipient are of the same 
ethnicity. People of color carry a higher percentage of type O 
blood, which is routinely in short supply and high demand.

You can give blood no matter your COVID vaccination sta-
tus. You can give blood if you’ve recovered from COVID.  If 
you have or suspect you have had COVID, the Food and Drug 
Administration (FDA) recommends you refrain from donat-
ing blood for 10 days after complete resolution of symptoms. 
You can’t get COVID from a blood donation and you can’t give 
COVID in a blood transfusion. 

Many people who thought they could not be donors are now 
able to give blood. Updates in donor eligibility by the FDA al-
low thousands of people who were deferred from donation due 
to Mad Cow disease, for example, to now donate blood. This 

significant role models and mentors 
were non-existent.” Instead, she gained 
much of her knowledge through reading 
and reflection. She shared her knowl-
edge with other nurses through a prolif-
ic publishing record, including journal 
articles and columns, books, and work-
books addressing ethical and diversi-
ty issues. Throughout her VA tenure, 
Ferguson also taught at multiple in-
stitutions, including the University of 
Wisconsin-Madison, the University of 
Illinois, Georgetown University, and the 
University of Maryland. Ferguson also 
established a VA scholarship program 
to provide educational opportunities for 
nurses – something previously available 
only to doctors. The VA Health Profes-
sional Scholarship Program was a key 
factor in the successful recruitment and 
retention of qualified nurses. In fact, by 
Ferguson’s 1992 retirement, nurse sal-
aries had risen and the number of VA 

registered nurses with bachelor’s degrees 
or higher had more than doubled.

In addition to supporting nurses’ pro-
fessional and educational development, 
Ferguson was deeply passionate about 
ensuring the mental and emotional 
health of nurses responsible for caring 
for Veterans. In 1985, she took a sabbati-
cal from VA to join the School of Nursing 
at The Catholic University of America to 
improve her knowledge of caring for old-
er Veterans. She did it to set an example 
for other nurses and show, as a leader, 
that nurses could and should have access 
to the same learning opportunities as 
doctors. During the sabbatical, she wrote 
an article revealing feelings of “depres-
sion, fright, and hopelessness” in which 
she proposed mental health coping strat-
egies for nurses. Ferguson also public-
ly discussed her personal logistical and 
emotional challenges with accessing care 
for an aging mother. She advocated for 
“taking care of caregivers” and improv-
ing the lines of communication between 
nurses and leadership to ensure that 
nurses’ emotional, as well as educational, 
needs were met.

After retiring from VA, Ferguson con-
tinued to publish and was bestowed 
with many honors, including the ANA’s 
“Living Legends” award. She was the 
first nurse to win the FREDDIE Life-
time Achievement award in 2008, an 

equivalent to the Academy Awards for 
the health and medical professions. Fer-
guson died on December 8, 2012, at age 
84, leaving behind a personal and pro-
fessional legacy of equal access to ser-
vices and care for nurses, Veterans, and 
their caretakers and families.

Sources:

“Colored Nurses in the South,” Democrat 
Chronicle, January 30, 1897 

“Hines Plan for Tuskegee Accepted,” Battle 
Creek Inquirer, August 8, 1923 

“U.S. Troops asked after Klan March,” Phila-
delphia Inquirer July 6, 1923 

“Nurses at VA Hospitals to get Professional 
Status,” New York Age, July 7, 1945

Tar Heel Nurse Vol. 32, No. 1, March 1970

“IT’S OK,” Journal of Gerontological Nurs-
ing, 1989

“Honoring the Past, Treasuring the Present, 
and Anticipating the Future of Nursing and 
Health Care for Black Americans,” ABNF 
Journal, 1999

“Former Top VA Nurse Shares Career Les-
sons,” Vanguard, May 2001 

Best Practices in Nursing Education: Stories 
of Exemplary Teachers, 2006

Conversations with Leaders: Frank Talk 
From Nurses (and Others) on the Frontlines 
of Leadership, 2007

“For the First Time, Nurse Wins Lifetime 
Achievement Honor,” Journal of Gerontolog-
ical Nursing, 2009

“Vernice D. Ferguson, NYU Nursing Alum, 
Head of the Veterans Affairs and National In-
stitutes of Health Nursing Departments, Dies 
at the Age of 84,” New York University, De-
cember 10, 2012

“Vernice D. Ferguson, Leader and Advocate 
of Nurses, Dies at 84,” New York Times, De-
cember 22, 2012

Photos:

Chief Nurse Esther Bullock and her team of 
nurses at the Tuskegee Veterans Administra-
tion Hospital, 1933. (National Archives)

Vernice Ferguson receiving the Mary Ma-
honey Award, 1970. (North Carolina Nurs-
ing History Appalachian State University)

Vernice Ferguson, 1980. (Wikicommons)

Nursing quarters at the Hines VA Hospital  
Ms. Ferguson worked to desegregate.  
Photo courtesy of VHA
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2 Veterans
AUDIOLOGY
Department of Veterans Affairs (VA) Leads the 
Way in Audiology
Hearing Healthcare for Veterans
Veterans Health Administration, U.S. Department of Veterans Affairs

Military service is hard on the ears. Auditory system disabili-
ties, including hearing loss and tinnitus (ringing in ears), are 
among the most common service-related disabilities in every 
period of service since WWII. Good hearing plays an import-
ant role in experiencing life. Hearing is essential for safety, 
enjoyment of sounds (music, TV, nature), making and main-
taining connections with others, and experiencing the world. 
Good hearing allows for greater ease in communication, a ba-
sic human skill that allows us to interact and share information.  

Audiologists are healthcare professionals trained to identify, 
diagnose, treat, and monitor hearing and balance system dis-
orders. Most audiologists are trained with a doctoral degree, 
and all VA Audiologists maintain a state license. VA employs 
over 1400 Audiologists and is the largest employer of audiol-
ogists in the United States. VA provides Audiology services 
(face-to-face or via telehealth) in approximately 500 sites of 
care in the VA health care system, including medical centers, 
outpatient clinics and community-based outpatient clinics. 

VA audiologists provide:
• Screening and prevention services, 
• Evaluation and treatment of hearing loss and balance 

disorders, 
• Tinnitus education and management, and 
• Auditory rehabilitation services to optimize residual hearing.  

Audiologists are specialists in providing hearing aids and other 
assistive listening devices, and post-surgical rehabilitation for 
cochlear and other bioelectric auditory implants.

VA audiologists provide auditory rehabilitation services 
through a comprehensive hearing aid program. All five major 
hearing aid manufacturers have contracts with VA that DOD 
and Indian Health Affairs also use. The most advanced hearing 
aids are provided to Veterans and may include special features 
such as adaptive directionality and signal processing, active 
feedback suppression, noise reduction algorithms, wireless 
programmability, Bluetooth connectivity, iOS and Android 
compatibility, integrated health sensors and rechargeable bat-
teries. In addition to the most advanced technology within the 
hearing aids, most are compatible with a full range of wireless 
accessories. Each manufacturer submits their newest technol-
ogy updates for software, firmware, and hearing aid models, 

every 6 months to ensure Veterans are equipped with the most 
up-to-date technology.

Providing assistive technology, including hearing aids, greatly 
enhances our Veterans’ quality of life by allowing them access 
to environmental and speech sounds they were previously miss-
ing. Remaining engaged with friends, family and the environ-
ment helps avoid feelings of loneliness and isolation that are 
frequently associated with hearing loss. Hearing aids often be-
come an integral part of the Veteran’s health care plan, improv-
ing their ability to hear, communicate, and therefore, participate 
in conversations and decision-making with their providers. 

Like any medical device, hearing aids require care and main-
tenance. VA is committed to supporting Veterans with com-
prehensive hearing aid support through the Denver Logistics 
Center (DLC). 

The DLC partners with VA Audiologists to provide seamless 
device ordering and Veteran-centered ordering modules for 
batteries and supplies and to facilitate the process for Veter-
ans who choose to mail in their broken hearing aids for repair. 
The partnership between DLC and VA Audiology has been im-
pactful for many Veterans. 

Expanding Hearing Healthcare Virtually
Despite the challenges of the pandemic, VA Audiology con-
tinued to provide continuity of care through expanded virtual 

VA Audiologist provides an exam on a Veteran to help identify and treat 
hearing loss.  Photo courtesy of VHA

includes Veterans and their dependents stationed on military 
bases from 1980-1996. You can also give blood if you have tat-
toos, if it has been 90 days or more since you got your tattoo, 
and you’re in good health.  

VA is hosting blood drives at medical centers on a rolling ba-
sis. Those interested in donating blood should contact the VA 
medical center closest to their home to find out when the next 
blood drive is scheduled.  If that medical center has already 
held its blood drives, you can visit a local blood collection 
agency. 

Make an appointment at Americasblood.org or RedCross-
Blood.org. When you arrive to donate, say you are giving blood 
for the VA “Roll Up Your Sleeve” campaign and the donation 
will be linked to VA’s national effort. To assist us in recruiting 
more blood donors, we urge you to use your social media out-
lets to share information about your donation experience, and 
even your photo.  Please include #RollUpYourSleeveVA.

Can’t give blood? Volunteers are always needed at VA facilities 
and at blood collection agencies.  There’s always a way to help 
others.

During the time you were reading this article approximately 
150 Americans received a life-saving blood transfusion.  

Photo courtesy of VHA

Photo courtesy of VHA

Photo courtesy of VHAPhoto courtesy of VHA
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CARDIOLOGY
Stent Surgery Study Reinforces Quality of VA 
Cardiac Care
By Donna C. Stratford, Communications Director, Quality and Patient Safety,  
U.S. Department of Veterans Affairs

Army Veteran Richard “Dick” Kamerling noticed he was slow-
ing down. When he started feeling some pain in his chest, he 
knew it was time to see his cardiologist.

That would be Dr. Stephen Waldo, director of Interventional 
Cardiology at Rocky Mountain Regional VA Medical Center.

Kamerling served two tours in Vietnam as both a pilot and 
founding member of the elite Delta Force.

“When Dr. Waldo said I needed a stent to open my arteries, it 
was a done deal. I have absolute confidence in him and knew 
he would take care of me,” Kamerling said. “He goes the extra 
mile.”

Over 10,000 Veterans have procedure every year
When Kamerling had his surgery two years ago to place a stent 
in the artery to his heart, he became one of about 10,000 to 
12,000 Veterans a year that have the procedure done at a VA 
hospital. The procedure, also called Percutaneous Coronary 
Intervention (PCI), involves expanding a heart artery, often 
with a tube and metal mesh scaffold to increase blood flow to a 
restricted or blocked artery.

This is a very common procedure, but it does have some risk. 
A study was recently published in the Journal of the Ameri-
can Heart Association that evaluated Veterans undergoing this 
procedure at community or VA hospitals. Over a four-year pe-
riod (October 2015 – September 2019), 12,962 Veterans un-
derwent this procedure electively to improve their symptoms.

One year after the procedure, those treated at a VA facility had 
an approximately 25% lower risk of complications compared 
to those treated at a community hospital.

As one of the authors of the study, Waldo noted that the differ-
ences in outcomes were immediate, suggesting differences in 
procedural techniques. However, the increase in complication 
rates at community hospitals also expanded over time indi-
cating that the follow-up-care that these patients received was 
also different.

Biggest differences included intensity of follow-up 
visits
“Both groups of Veterans had very  similar characteristics 
based on age, race and medical history,” Waldo said. “The big-
gest differences we found after the procedure were the intensity 
of follow-up visits and appropriate medication prescriptions. 
Veterans treated at a VA facility were much more likely to have 
regular follow-up with their physician and receive appropriate 
medications afterward. Both factors reduce the risk of a future 
heart attack.”

Although the study didn’t identify all causes of improved out-
comes at VA hospitals, Waldo does have some theories. “The 
majority of interventional cardiologists at VA are also associ-
ated with an academic institution. This gives them access to 
the latest techniques and best practices in cardiac care,” Waldo 
said. He is also an Associate Professor at the University of Col-
orado, School of Medicine in Denver.

“Also, for those who get most of their care at VA, there is a con-
tinuity that may allow closer tracking of patient care,” Waldo 
added. Other studies have indicated that Veterans who receive 
their health care from the VA generally have better outcomes 
than those in community care.

Quarterly case conferences keep VA cardiologists 
updated
To ensure VA cardiologists are knowledgeable of the lat-
est techniques, best practices and medications, they conduct 
quarterly case conferences and provide updates to the cardi-
ac team, including doctors, nurses and technicians. They also 
have access to online case reviews to keep their skills current.

These efforts are invisible to Veterans. They just know how 
they are treated at VA and if they feel valued and well cared for.

“I wish I could get all of my care from VA,” Kamerling said. “I 
have had some really good doctors and when I go to VA, I have 
something in common with every single person there.”

va.gov

opportunities. Already a leader in Telehealth, VA Audiology 
was quick to pivot and through Telehealth was able to sustain 
vital services. The VA Audiology and Speech Pathology Pro-
gram Office, led by Dr. Rachel McArdle, worked with Veteran 
Health Administration Innovation Ecosystem to extend care 
beyond the walls of VA audiology clinics. Those options in-
clude remote hearing aid orientations and adjustment sessions 
using a variety of hearing aid tools.

The Enterprise Remote Tuning of Hearing Instruments 
(ERTHI) program uses specialized applications that allow a 
Veteran to connect their hearing aids to their phone via Blue-
tooth. This enables virtual interaction with an audiologist to 
ensure the appropriate settings on their hearing aids. The audi-
ologist can see how the hearing aid is functioning and help the 
Veteran adjust it despite not being there in person.

“The Veteran called the whole session magic,” Dr. Lori Howe, an 
audiologist at the Captain James A. Lovell Federal Health Care 
Center (FHCC), said of an 84-year-old Veteran participant. 

“Being able to hear has an incredible impact on how individ-
uals interact with the world around them,” said Dr. McArdle. 
“This program enables us to help our patients get the most out 
of their hearing aids in the safety of their own home.”

Some VA Audiology sites have been able to extend virtual op-
portunities to specialty care. Investigating and treating disor-
ders related to balance issues is one of the many services the 
VA Audiology Team is trained in to improve Veterans’ quality 
of life and return to their daily activities. 

At the Lovell Federal Health Care Center in Chicago, Tele-
health is used to evaluate dizzy patients from the parent medi-
cal center to five community-based outpatient centers (CBOC) 
locations. The CBOC locations identified connect patients 
closer to home and determine if advanced testing is needed. 

In addition to the virtual care directly related to hearing health 
care, VA Audiologists also employ virtual care modalities such 
as MyHealtheVet and Annie Text to assist and empower Vet-
erans to play an active role in their health care. To learn more 
about VA’s telehealth services, visit www.telehealth.va.gov. 

Seeking Hearing Healthcare at VA
VA Audiology stands ready to help our Veterans with their 
hearing healthcare needs. Veterans who are eligible for care 
may contact their local Audiology Clinic directly to schedule 
an appointment. To learn more about VA’s audiology services, 
visit www.rehab.va.gov/audiology.

Dr. Margaret Peak, PhD, the GCVHCS 
Chief of Audiology and Speech Pathol-
ogy, was lauded for her five decades 
of service during the brief ceremony, 
at which she was presented a 50-year 
service pin from GCVHCS Director 
Bryan C. Matthews.

“Dr. Peak has done any and everything 
she can over the years to meet the de-
mands of what our Veterans need,” he 
said. “Her unprecedented dedication 
to providing the very best health care 
to our nation’s heroes is at the core 
of our value system, and her longevi-
ty and success is a testament to both 
herself, the VHA and to the VA’s Au-
diology and Speech Pathology. It’s an 
honor to recognize an individual who 
has impacted so many lives.”

Dr. Peak was presented a proclamation 
denoting Feb. 7 as Dr. Margaret Peak 

Day in the City of Biloxi, a testament 
to Peak’s significant contributions to 
the sizable Veteran population along 
the Mississippi, Alabama and Florida 
Gulf Coast.

“To know that what I really wanted to 
do I seem to have done and the staff 
has been appreciative of it,” Peak said. 
“It’s been a pleasure watching students 
come and sad to see them go but love-
ly to see them stay in the [VA] system 
or in the community because it means 
more and more people are getting the 
help they need.”

Peak, who began her VA career with 
the St. Louis VA Medical Center in 
St. Louis, Missouri, in 1972, oversees 
audiology services at GCVHCS facili-
ties in Biloxi, Mississippi; Mobile, Ala-
bama; and Pensacola and Panama City 
Beach, Florida. GCVHCS Audiology 

and Speech Pathology issued near-
ly 11,000 hearing aids in 2019; facili-
tated the repair of 7,300 hearing aids 
through the Denver Logistics Cen-
ter’s (DLC), which provides supply 
chain management for the VA Nation-
al Hearing Aid and Home Telehealth 
Programs; and repaired nearly 12,000 
hearing aids in GCVHCS clinics.

va.gov

Recognizing Gulf Coast Veterans Health Care System Chief 
of Audiology and Speech Pathology Dr. Margaret Peak
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CHIROPRACTIC
Helping Veterans Manage Pain With Chiropractic Care
Interview with Dr. Monica Curruchich, DC and Dr. Shawn Reince, DC at the  
Milo C. Huempfner Green Bay VA Health Care Center in Green Bay Wisconsin

By Tom Adams, Publisher of Armed Forces Medicine

Dr. Monica Currichich and Dr. Shawn Reince specialize in chi-
ropractic care at the Green Bay VA Wisconsin, providing relief 
to Veterans for a variety of conditions, and offering compas-
sionate care through a holistic approach. Thank you both for 
sharing with our readers, and for your devotion to serving our 
Veterans. I’d like to begin with inviting you, Dr. Curruchich 
and Dr. Reince, to share some of your background and what 
brought you where you are today.

Thank you. (Dr. Curruchich) I started my career as a regis-
tered nurse, it wasn’t until I was deployed to Afghanistan as an 
Army medic that I decided I wanted to do something different. 
When I was deployed I worked with a physical therapist, I had 
always known only chiropractors to perform an adjustment. 
I was amazed by the work that was done and the outcomes. 
When I came back from my deployment I knew that I had to 
go back to school and serve Veterans. I went back to school to 
become a chiropractor and I was lucky enough to get a staff 
chiropractor position at the Fargo VA Hospital. I was there for 
about 2 and a half years before transitioning back to my home 
state of Wisconsin. I am now at the Green Bay VA and have 
been since the beginning of this year.

(Dr. Reince) After completing a 6 year enlistment in the Navy, 
I had a drive to continue to serve and had an interest in health-
care.  Being a chiropractic patient and understanding the 
benefits of chiropractic care, I enrolled at Palmer College of 
Chiropractic in Davenport, IA.  After earning my Doctorate of 
Chiropractic in 2019, I spent a few months working as an asso-
ciate at a chiropractic office in Antigo, WI before opening up 
my own practice in 2020 in Suamico, WI.  As a veteran, I have 
always enjoyed caring for veterans and sought an opportunity 
to apply at the Green Bay VA where I now happily practice.

Can you tell me more about the history of how this started 
to come about in VA?

That is something I was also interested in because many think 
that chiropractic is brand new to the VA, which it is not. Chi-
ropractic care has been a part of VA care for a long time but it 
was usually referred out into a community practice rather than 
having it within the VA itself. In January of 2002 public law 
107-135 was established, which essentially said that chiroprac-
tic care should be available for all Veterans. Then about a year 

later in December of 2002, public law 108-170 is when it was 
decided that chiropractic care needs to be available within the 
VA. It took about 20 years for that to happen here in Green Bay, 
but it is taking longer for other VA facilities. Dr. Reince and I 
are the first two here at the Green Bay facility, and we started 
this year. There are other facilities in this area that do not yet 
have chiropractic services available in-house and in that case, 
Veterans are referred to a community chiropractic provider. 
We believe that chiropractic services will continue to expand, 
there is such a need. 

From your experience can you tell me what are some of the 
areas in that chiropractic can help Veterans the most?

Chiropractic can help so many different types and areas of 
pain. Our main focus is neck and back pain to include disc 
pain, sciatica, facet arthritis, and neuropathic pain. We can try 
to help with really any neuromusculoskeletal complaints. We 
see a lot of Veterans with headaches, migraines, hip pain, knee 
pain, and shoulder pain. Less common are wrist and ankle 
pain, but any kind of pain throughout the body we can cer-
tainly try to address.

I know you mentioned primary care is your largest referral, 
but do you mostly get chiropractic referrals from primary 
care providers within your facility, or do you also get them 
from other VA facilities that don’t have in-house chiroprac-
tic providers?

We get referrals from in-house and from other VA facilities 
within about an hour’s drive time from our facility. We also 
have Veterans who see community care primary care provid-
ers, those providers can also refer patients for chiropractic 
services. Chiropractor referrals are available from all of the 
service lines as well such as physical therapy, podiatry, dental, 
and neurology. 

I can see the connection between physical therapy and chi-
ropractic, and how recovery from so many different issues 
like injury, stroke, or surgery could incorporate holistic ap-
proaches. In the same way as offering many different treat-
ment programs to address different issues, chiropractic can 
offer ways to address pain related to them and I’m glad to 
see it is being made more available to help Veterans. Is there 
also special technology you utilize from these referrals such 
as imaging, and what type of specific technology is best for 
chiropractic?

The VA has provided us with many tools to offer flexibility in 
treatment such as impulse generating instruments, drop-as-
sisted tables, flexion-distraction, and soft tissue instrument 
tools. As far as imaging technology, we have access to all major 
imaging modalities and follow clinical guidelines when rec-
ommending these tests. Many times at this facility, the prima-
ry care provider has already ordered x-rays before sending the 
Veteran for chiropractic care. If needed at any time we can or-
der additional testing like MRI, CT, or additional x-rays. 

It seems very safe overall but is there situations that may be 
considered risky for chiropractic adjustments, how would 
you determine that?

Chiropractic is very safe. We perform a history, exam, neuro-
logic testing, and some orthopedic tests before treating anyone. 
We also perform a chiropractic exam where we are assessing 
the area that we are going to treat, determining where an ad-
justment is and what type of adjustment is needed. We also will 
use imaging, such as x-rays, CT, MRI, or bone scans. Just like 
with any specialty area, we also consider the entire background 
of our Veteran’s health. 

Some conditions that might prevent the Veteran from receiv-
ing chiropractic care are cancer, stroke, osteopenia, or osteo-
porosis. Some other things that we look for with imaging are 
issues with vascular conditions such as stenosis where an ar-
tery or other tubular organ becomes abnormally narrow. We 
also evaluate for active infections or flare-ups from rheuma-
toid arthritis that can cause instability. These are some of the 
precautions that we examine thoroughly with imaging before 
administering chiropractic care to patients, and again, their 
primary care providers can feel comfortable referring to us 
knowing that their patients are thoroughly evaluated before 
beginning treatment.

Sometimes if a patient had a bone fusion or back surgery done, 
their provider may think that permanently eliminates them 
from ever having chiropractic care, which is not always the 
case because we can do adjustments in different ways or treat 
the muscles that can be helpful.

Again, referring back to imaging, if we don’t have prior im-
aging and we need to perform imaging, we can always obtain 
that before treatment. We have radiology facilities on site and 
can usually have x-rays taken the same day. Not every patient 
requires imaging before adjustment, but if there is any concern 
about risk, the VA certainly provides the necessary resources 
to ensure the Veteran’s safety.

It is important that primary care providers trust us to make 
that evaluation properly and we have that good relationship 
at our facility here, they mostly just put in the referral and let 
us do what we specialize in rather than making that determi-
nation themselves. Ultimately we want to help our Veterans 
in any way we can, and want to spread the word to all provid-
ers that they can have confidence in their Veteran’s safety with 
chiropractic care in the VA, just as they would with any other 
specialty.

That also leads me to ask, if a patient is on certain types of 
medication, could that present any challenges to them re-
ceiving chiropractic care?

There are a couple of medications that we take extra pre-
cautions with. For example, if a patient is on long-term ste-
roids that might change how we perform adjustments. Also if 

Dr. Monica Curruchich, DC. Photo courtesy of VHA

Dr. Shawn Reince, DC. Photo courtesy of VHA
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someone is on blood thinners, we may perform adjustments 
or certain muscle treatments differently. Pain medications or 
muscle relaxers don’t have an impact that would hinder us 
from being able to treat them. If anything we are trying to help 
them reduce the need for pain medication by treating them 
with chiropractic care.

Does the VA allow chiropractic students or interns to per-
form part of their clinical at VA Healthcare Centers? 

Each VA facility is a little different. There are a few sites that 
allow students in their last clinical of chiropractic education. 
Also, the VA has a Chiropractic Residency Program that is 
full-time for 12 months. That program has expanded signifi-
cantly in the past few years and I hope it continues to, the VA 
is such a great facility to learn integrated chiropractic practice. 
I imagine that the ability to collaborate with other healthcare 
professionals is unmatched. 

Where do you see the future of chiropractic within the 
Green Bay VA?

I hope that chiropractic services will continue to grow and 
maybe someday we will have a chiropractic wing at the facility! 
In all reality, I think chiropractic will continue to grow. I would 
love to see other modalities such as acupuncture or massage 

therapy available in-house. In the past few years, I have seen 
many VA facilities go from having no or only one chiroprac-
tor to having 3 or 5 providers. It is just amazing how quickly 
chiropractic services are expanding and I hope they always do. 
There is just such a need for Veterans. Someday I hope to have 
chiropractic available to those in basic training. Even more, 
what I would love to see is chiropractic available as a military 
occupational specialty in all branches of the armed forces, cur-
rently, a chiropractor is not a job in the military. 

What else would you like to share overall about chiropractic 
care and how it helps Veterans?

Overall I think chiropractic care is very effective in helping 
people manage their pain without additional medications that 
could cause complications. It is non-invasive and can improve 
their overall quality of life. Whatever their goals are, we try 
to help them achieve that, and although it may not work for 
everyone we can help a lot of Veterans with chiropractic care, 
but can also refer patients that need additional care. One of the 
great things within the VA Healthcare System is that we have 
the ability to refer to many other pain management modali-
ties and other specialties as well. We can refer to acupuncture, 
massage therapy, yoga, tai chi, physical therapy, podiatry, oc-
cupational therapy, and many others. We also can refer them 
back to their primary care provider with recommendations for 
additional treatment that might include injections or a neuro-
surgery evaluation.

What types of educational resources or materials are avail-
able, that we can promote in our publication, so our readers 
can get more information?

There is information available on the VA website, the chiro-
practic services homepage. Also, there is great information, 
not just about chiropractic but many medical conditions, on 
the Veterans Health Library webpage. During our visits, we 
usually give out informative materials that are specific to each 
Veteran, materials might include stretches, exercises, or gener-
al information about pain and managing pain.

The VA is truly a pioneer in integrating chiropractic as part 
of pain management, you really don’t see this with other big 
healthcare systems. VA is expanding care throughout a whole 
scope of different methods, instead of just relying on pharma-
cological care they are opening up a variety of methods that 
open the minds of all its providers to these methods with their 
complementary approach.

For more information about chiropractic care and training 
please visit:

Chiropractic Service - Rehabilitation and Prosthetic Services 
(va.gov)
https://www.prosthetics.va.gov/chiro/index.asp
https://www.veteranshealthlibrary.va.gov

Veterans
ENDOCRINOLOGY
Recognizing Dr. Sol Solomon, Chief of 
Endocrinology and Metabolism at the Memphis 
VA Medical Center for 40 years of Federal Service
By Veterans Health Administration, U.S. Department of Veterans Affairs

Dr. Sol Solomon, an Air Force Veteran, 
has been associated with VA for nearly 
a half century. He now serves as chief of 
endocrinology and metabolism at the 
Memphis VA Medical Center and as an 
emeritus professor of endocrinology at 
the University of Tennessee Health Sci-
ence Center. His focus has largely been 
on the study of diabetes. He’s authored 
many papers and has won a series of 
awards. 

His most prestigious honor was the 2010 
Founder’s Medal Award of the South-
ern Society for Clinical Investigation. 
At age 81, he’s approaching the end of 
his career. But he believes he has time 
left and hopes to carry on voluntarily by 
counseling young doctors and physician 
scientists at VA and the University of 
Tennessee.

What drove you to military 
service?
I had a job involving research at the 
National Institutes of Health. Howev-
er, I decided that the Vietnam War was 
my war and probably my only time to 
serve, so I gave that job up and enlisted 
in the Air Force through the Berry Plan. 
One of my ancestors, Haym Salomon, 
came to America in 1770 and is known 
as the financial wizard of the American 
Revolution. He was honored on a post-
age stamp in 1976. My cousin, Joe Lin-
hart, served in the U.S. Army Air Corps 
in World War II and flew the Mustang 
fighter plane. He was shot down over 
Nazi-occupied France but was rescued 
by the free French. He and his group 
later received the Distinguished Flying 
Cross, one of the highest decorations 
given by the U.S. military.

When and where did you serve 
in the military? Describe your 
military experience.
Service to my country has always been 
important to me. When I enlisted in 
the Air Force through the Berry Plan in 
1967, the Air Force offered to make me 
chief of endocrinology at Ramstein Air 
Base in Germany. That’s because I had 
been a fellow at Harvard of Dr. Robert 
Williams, one of my mentors and the au-
thor of a major textbook on endocrinol-
ogy. When the Air Force told me that I’d 
be stationed at Ramstein outside of Mu-
nich, Germany, I declined because the 
entire Polish side of my family — 63 peo-
ple — had perished in the Nazi concen-
tration camp at Auschwitz in World War 
II. Instead, I served as chief of medicine 
at Dyess Air Force Base in Abilene, Tex-
as, from 1967 to 1969. During that time, 
the medical division at the base received 
an outstanding unit award.

How do you feel about the 
possibility of making life better 
for Veterans through your 
research?
I am pleased as punch to know that 
my research has touched the lives of so 
many Veterans and that I have contrib-
uted to treating their diseases and keep-
ing them healthy.

Does being a Veteran give you 
a stronger emotional tie to the 
work you’re doing or more insight 
into Veterans’ needs?
Absolutely, I feel a bond. I always ask 
Veterans about their military service and 
thank them for their service. Being a Vet 
helps motivate me to give Veterans care 
and carry out research to improve and 
cure their diseases, such as diabetes.

va.gov

Dr. Sol Solomon, chief of endocrinology and metabolism at the Memphis VA Medical Center, 
received an award in 2007 for 40 years of federal service. Photo courtesy of VHA

Photo courtesy of VHA
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GERIATRICS
VA Expands Geriatrics and Extended Care 
Programs to Help Veterans Thrive at Home
By Sarah Copeland, Communication Specialist, U.S. Department of Veterans Affairs

The Department of Veterans Affairs 
(VA’s) Office of Geriatrics and Extended 
Care (GEC) offers programs specifical-
ly designed to support older Veterans, 
and those with complex care needs, by 
helping them age at home or in smaller 
home-like care settings. Three Veterans 
share how VA’s Home Based Prima-
ry Care (HBPC), Medical Foster Home 
(MFH), and Veteran Directed Care 
(VDC) programs help them to continue 
to age and have quality of life. 

For Veterans facing complex health is-
sues, maintaining independence and a 
sense of normalcy can make all the dif-
ference. That’s why VA offers Veterans 
more health care options beyond the 
traditional nursing home care setting to 
help them maintain their independence 
while thriving at home or in smaller, 
home-like environments. 

Over the next four years, VA GEC will 
expand its HBPC, MFH, and VDC pro-
grams to expand access to Veterans 
nationwide. These programs allow Vet-
erans to choose the care environment 
that most aligns with their care needs, 
preferences, and goals while delaying or 
avoiding nursing home placement. Most 
importantly, these programs help Veter-
ans age on their terms.

Steven Oakes’ Journey with VA’s 
HBPC Program
VA’s HBPC program is designed to pro-
vide health care to Veterans who have 
complex health care needs that affect 
their health and daily activities in their 
own homes. HBPC offers those Veter-
ans a team-based approach so Veterans 
like Vietnam Veteran Steven Oakes can 
receive high-quality, personalized care 

in the comfort and safety of their own 
home. 

After having extensive ischemic bow-
el resection surgery in 2014, Oakes was 
in rough shape and recovering slowly 
in the Cheyenne VA Medical Center’s 
(VAMC’s) Community Living Center 
(CLC). 

“They had to teach me how to eat and 
walk again,” said Oakes. “I was frustrated 
and just wanted to be home.” 

The staff at Cheyenne VAMC CLC 
made a deal with Oakes — if he com-
mitted himself to improving his health 
and work towards recovery, he could go 
home. Oakes’ road to recovery was diffi-
cult and even seemed hopeless at times, 
but he was determined to return home. 

Oakes worked closely with his VA health 
care team and pushed himself to walk 
again. After a few months of hard work, 
Oakes’ accomplished his mission – he 
became well enough to return home un-
der the care of VA’s HBPC program.  

“Being home is the best thing that has 
happened to me,” explained Oakes. “We 
live out in the country, I have five acres, 
and we just live and enjoy it. I don’t think 
I would still be here if it wasn’t for HBPC.” 

After serving in Vietnam, Oakes faced 
several complex health issues related to 
Agent Orange exposure, such as type 2 
diabetes, bladder cancer and prostate 
cancer.  Under the care of his HBPC 
team, Oakes can continue to receive 
high-quality treatment from VA while 
enjoying his life with his family by his 
side. According to Oakes, this has helped 

him improve his health, mobility and 
independence. 

“My HBPC team saved my life,” said 
Oakes. “The whole team has been just 
wonderful, and they treat me like a king 
— we consider them part of our family.”

Veterans using these evidence-based 
programs have experienced fewer hos-
pitalizations and emergency department 
visits, reduced hospital and nursing 
home days and fewer nursing home re-
admissions and inpatient complications.

By 2026, VA will add 75 additional HBPC 
teams to areas with the highest unmet 
need. Learn more about VA’s HBPC pro-
gram at www.va.gov/geriatrics/pages/
Home_Based_Primary_Care.asp.

Terry Snow’s Journey with VA’s 
MFH Program
VA’s MFH program offers Veterans an al-
ternative to being in a long-stay nursing 
home and a chance to be part of a family.  
In July 2019, Terry Snow, a Vietnam-era 
Veteran, was admitted to the MFH pro-
gram after a prolonged hospitalization 
at the Ralph H. Johnson VA Health 
Care System. At the time, Snow had 

Veterans
ENDOCRINOLOGY
Study Shows VA Provides the Best in Diabetes Care
By Erin Curran, former Public Affairs Specialist, Charleston VA Medical Center

In a recent multi-center study comparing diabetes care between 
the Department of Veterans Affairs (VA) and non-VA sites, it 
was determined that care was better managed within the VA.

This analysis in a National Institutes of Health (NIH) diabe-
tes comparative effectiveness research study was led by Ralph 
H. Johnson VA Health Care System Endocrinologist and Re-
searcher Dr. Hermes Florez.

“Through this study, we’ve found that despite the increased 
complexity of our VA patients [when compared to patients 
seen in the community], our Veterans receive better diabetes 
care,” said Dr. Florez. “I can personally attest to the high, good 
quality care in the inpatient and outpatient setting since I be-
gan working for VA in 1998 and rounding as a physician at the 
Charleston VA for the last two years.”

Dr. Florez says there are six key factors that contribute to this 
high quality of diabetes care for Veterans both nationwide 
and the Charleston VA facility. First, the Ralph H. Johnson 
VA Medical Center’s diabetes program has a dedicated Nurse 
Navigator. This nurse is part of the interdisciplinary team that 
manages patients with diabetes. The Nurse Navigator is inte-
gral to the continuity of care Veterans receive and assists by 
coordinating appointments, completing timely evaluations of 
diabetes post-discharge, scheduling testing, and tracking care.

Second, the organized interdisciplinary team is specially 
trained in diabetes education.

“The team empowers patients with proper knowledge to make 
good decisions and have good glucose control,” said Dr. Florez.

Third, the VA has a unique ability to get information from 
clinical trials and translate that to bedside and outpatient care 
quickly. Dr. Florez notes that there are seamless transitions to 
clinical care without risky adverse events.

Fourth, there is a wealth of knowledge in the VA’s electronic 
health record (EHR) since the VA was one of the first health 
care system to roll out an EHR decades ago.

“If a patient had pre-diabetes 10 years ago, we could use the 
information in the EHR to pinpoint when they developed di-
abetes and create an individualized treatment plan based on 

that history and baseline data of that patient,” said Dr. Florez.

Fifth, because the VA has a long history of treating diabetes as 
a system, there is a tremendous amount of clinical information 
within VA related to tailoring treatments for patients. The care 
team can adjust the patient’s treatment plan based on the Vet-
eran’s degree of functionality, age, and other important factors.

Finally, Veterans enrolled in VA care tend to stay within the 
VA system for years, allowing them to get better diabetes care 
management over time.  

“It’s a great advantage that as Veterans relocate, they have op-
tions for VA care throughout the country that allows them to 
stay within our system,” said Dr. Florez. “We have lots of medi-
cal information on that patient for many, many years.”

As Dr. Florez and the VA look towards the future management 
of diabetes, they are reviewing what interventions help Veter-
ans in that pre-diabetes phase to best preserve the Veteran’s 
quality of life.

“With a large prevalence of obesity among Veterans, we want 
to be able to tackle diabetes before it develops and the patient’s 
health declines,” said Dr. Florez.

The Million Veteran Program, a national research program to 
learn how genes, lifestyle, and military exposures affect health 
and illness, is also giving the VA a tremendous amount of data 
to manage diseases like diabetes.

Dr. Florez also credits a strong and unique academic affilia-
tion with the Medical University of South Carolina (MUSC) as 
one of the Ralph H. Johnson VA Health Care System’s ability 
to conduct research in a collaborative way that benefits both 
Veterans and the general population. Dr. Florez also serves at 
MUSC as the Chair of the Depart of Public Health and the As-
sociate Dean of Population Health.

“With a greater diversity of patients out in the community, the 
platform of collaboration helps better reach minority groups 
that are expanding in South Carolina,” said Dr. Florez. “Bridg-
ing this gap in turn may reduce health disparities.”

va.gov

Photo courtesy of Jennifer Hushbeck
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significant weight loss, a non-healing 
foot wound, cognitive impairment and 
noted confusion. 

As part of the MFH program, Snow 
lived with the Shaws’, a multi-genera-
tional family that opened their home 
to care for him and two other Veterans. 
Rosetta Shaw – a trained MFH caregiver, 
provides the Veterans under her care 24-
hour assistance with daily activities. This 
care is in addition to VA’s HBPC services 
for in-home care.  
Within two months of Snow entering 
the MFH program, he displayed signif-
icant clinical, functional and cognitive 
improvements. He had a positive weight 
gain, his wounds were healing, and his 
diabetes management improved. Snow 
went from being bedbound to being 
able to get in and out of his bed and his 
wheelchair under the close supervision 
of his MFH caregiver. He even began to 
walk short distances. 

Three months after entering the MFH 
program, Snow’s improved mobility en-
abled him to receive a lower extremity 
prosthesis and regular physical therapy 
appointments. His cognitive health also 
continued to improve. 

Through the continued support of the 
Shaws’ and help from his VA HBPC 
team, Snow has been able to thrive and 
regain a sense of independence. Today, 
he has returned to reading his favorite 
mystery novels.  He remains active with 
the Shaws’ and the other two Veterans in 
the home. The group has even enjoyed 
trips to the zoo and the coastal Carolina 
fair together. 

“I don’t know if I’d still be here if it wasn’t 
for the MFH program and Mrs. Shaw,” 
said Snow. “It’s a night and day differ-
ence and has helped me more than I can 
imagine.”

His MFH caregivers and their extend-
ed family have fully embraced Snow, 
who they lovingly refer to as “grand-
pa.” He is happy and thriving in his new 
environment.

VA inspects and approves all MFHs to 
ensure the care environment is safe and 
healing for Veterans.

VA is currently working on expanding 
this program to additional 58 VAMCs 
across the country by 2026.

Learn more about VA’s MFH program at 
www.va.gov/geriatrics/pages/Medical_
Foster_Homes.asp.

Val Hodson’s Journey with VA’s 
VDC Program
VA’s VDC program offers Veterans of 
all ages the opportunity to receive the 
Home and Community Based Services 
(HCBS) they need in a consumer-direct-
ed way.  

After Val Hodson, a Marine and Kore-
an War Veteran, suffered a debilitating 
stroke in 2019, his daughters stepped 
up to care for him. After six-months of 
providing constant care and support for 
their father, however, they knew they 
needed additional help. That’s when they 
reached out to their VA care team at the 
VA Salt Lake City Health Care System to 
see what options were available. 

“Our number one priority was to keep 
him at home,” said April Sorbonne, 
Hodson’s daughter and primary caregiv-
er. “So many other things had changed 
and been taken away from him — his in-
dependences, his ability to care for him-
self — we didn’t want him to be taken 
away from his home, too.”

Hodson’s VA care team connected his 
family with the VDC program to help 
Hodson maintain a sense of familiarity 
at home while ensuring the family had 
additional support services to help pro-
vide for his complex health care needs. 

Veterans and caregivers in the VDC pro-
gram are given a flexible budget, fund-
ed by VA, to be used for long-term care 
services managed by the Veteran or the 
Veteran’s representative. With the help 
of a counselor, Veterans can hire their 
own workers to meet their daily needs 
and help them live at home or in their 
community. 

“It has really made a difference in our 
ability to caretake for my father,” said 
Sorbonne, “and I think for anyone who 
served their country to have a program 
like this, that comes back to help serve 
them, it’s just wonderful.”

Val Hodson.   Photo credit Tyler Moore

The VDC program allows Veterans of all 
ages to receive the home and commu-
nity-based services they need and want 
based on their personal preferences. The 
program is designed for Veterans like 
Hodson, who need personal care ser-
vices and help with activities of daily liv-
ing, such as bathing, dressing, or fixing 
meals. 

According to Sorbonne, from the per-
spective of a family caregiver, the pro-
gram gave them a chance to come up 
for air. “We were relieved knowing our 
father would be well taken care of with 
this added support,” said Sorbonne. “It 
was nice to know that VA had our back. 
They listened to us and bent over back-
ward to help us take care of our father so 
he could stay at home.” 

As a valued, evidence-based program, 
VA plans to expand the VDC program 
to an additional 70 VAMCs by 2026 to 
ensure Veterans, regardless of their loca-
tion, have access to these programs and 
services.

Learn more about VA’s VDC program at 
www.va.gov/GERIATRICS/pages/Veter-
an-Directed_Care.asp.

VA’s Expansion of GEC Services
VA’s GEC team is dedicated to help-
ing Veterans and their families connect 
to the right resources, no matter where 
they are in their health care journey. The 
HBPC, MFH, and VDC programs are 
designed to allow Veterans to choose 
the care environment that most aligns 
with their care needs, preferences, and 
goals by helping them age at home or in 

smaller home-like care settings.

Based on VA’s 2019 enrollee health care 
projection model, the number of Veter-
ans who are eligible for nursing home 
care is estimated to expand from approx-
imately 2 million to more than 4 million 
by 2039. 

VA’s goal, through this expansion, is to 
help meet the health care needs of this 
aging Veteran population while honor-
ing Veterans’ preferences to age safely at 
home.    

VA offers comprehensive long-term ser-
vices for Veterans of all ages with extend-
ed care needs. To learn more about VA’s 
geriatrics and extended care programs, 
visit www.va.gov/geriatrics. 

Stock photo from Canva.com
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INFECTIOUS DISEASES
A Nurse-led Intervention to Extend the Veteran 
HIV Treatment Cascade for Cardiovascular 
Disease Prevention (V-EXTRA-CVD)
Hayden B. Bosworth, PhD, Principal Investigator and the Associate Director, Health Services 
Research & Development, U.S. Department of Veterans Affairs

Implications
VA is the country’s largest provider of care for individuals with 
human immunodeficiency virus (HIV). Veterans with HIV 
use significantly more healthcare services, and their risk for 
atherosclerotic cardiovascular disease (ASCVD) is almost two 
times higher than Veterans who do not have HIV. Since high 
blood pressure is a major contributing factor for ASCVD, the 
goal of this study is to improve blood pressure treatment for 
Veterans with HIV in order to reduce ASCVD risk. If shown to 
be effective, investigators expect this intervention to have sub-
stantial impact among high-risk Veterans, potentially reducing 
ASCVD events by more than a quarter.

About the Study
Investigators are conducting a randomized controlled trial to 
determine if a VA adapted, nurse-led intervention will result 
in a clinically significant (6mmHg) reduction in systolic blood 
pressure over 12 months compared to those receiving only en-
hanced education. Critically, this intervention was designed 
with a “downstream implementation” in mind. Investigators 

have structured the intervention to include fully remote de-
livery to facilitate access and widespread implementation and 
guidance for a selection of nurses with education/experience 
levels that match those of health coaches delivering interven-
tions within VA.

The study is being conducted in three VA clinics with 300 
HIV+ Veterans who are on suppressive anti-retroviral thera-
py and who have a confirmed systolic (SBP) of greater than 
140 mmHg. Study participants have been randomized 1:1 to 
intervention vs. education control. The intervention involves 
four evidence-based components: (1) nurse-led care coordina-
tion; (2) nurse-managed medication and adherence support; 
(3) home blood pressure monitoring; and (4) administered VA 
Video Connect. The education control is receiving enhanced 
education and usual care. The primary outcome measure will 
be the difference in 12-month SBP in the intervention arm vs. 
control. A secondary outcome measure will be the 12-month 
difference in non-high-density lipoprotein cholesterol.

va.gov

Photo credit ©iStock/FG Trade

Veterans
INFECTIOUS DISEASES
Veterans Health Administration Is on a Mission 
to End HIV
By Elizabeth Maguire, MSW, Communications Lead for HIV, Hepatitis, and Related Conditions 
Programs, U.S. Department of Veterans Affairs

The U.S. Department of Veterans Affairs is on a mission to end 
the HIV epidemic. Together with other federal agencies, commu-
nity partners, and local facility staff, we’re working on the Ending 
the HIV Epidemic: A Plan for America whole of society initiative. 
This initiative, in response to the President’s pledge to end HIV, 
aims to reduce new HIV infections in the U.S. by 75% by 2025 
and by 90% by 2030. We can do this, but we need your help.

With World AIDS Day approaching, it is the perfect time to 
reflect on how far we have come and what we still need to do to 
end HIV once and for all. This year’s theme, “Ending the HIV/
AIDS Epidemic: Resilience and Impact” is inspiring for VA. 
Our Veterans know a lot about resilience, and we are inspired 
by their strength. We need that strength to keep up our efforts 
to end HIV. VA is currently working on three core steps: Test, 
Prevent, Treat. These three steps are key to making an impact 
on the HIV epidemic. Check out this new video we created on 
these three steps and how you can get involved:

Test: Everyone should be tested for HIV at least once and, for 
those with higher risk, at least annually. Veterans can ask their 
VA provider about testing at their next appointment. Veterans 
who test positive should be linked to care immediately. Veter-
ans who are aware of their positive HIV status are less likely to 

transmit the virus to others. If a Veteran tests negative, VA has 
tools to help them stay negative.

Prevent: We have some great tools to prevent HIV, including 
Pre-Exposure Prophylaxis or PrEP. PrEP is a daily pill that is 
very effective at preventing HIV and it is available at VA. Other 
ways to prevent HIV include practicing safer sex and not shar-
ing injection drug equipment. Veterans can ask their VA provid-
ers about condoms, PrEP, or syringe services programs nearby.

Treat: Treatments for HIV are incredibly effective. Treatments 
help people with HIV suppress the virus (reduce the amount 
of HIV virus in their blood). This not only helps keep them 
healthy, it also helps prevent the virus for being passed to oth-
ers. Veterans who are living with HIV and use VA for their 
care have access to the latest treatments. We are committed to 
helping them get and stay on treatment.

So this World AIDS Day, we’re asking our Veterans for their 
help in getting tested, practicing prevention, and, if you are liv-
ing with HIV, getting and staying on treatment. That’s it: Test, 
Prevent, Treat. With these three things, we can end HIV but 
only if we do it together.  Learn more: www.HIV.va.gov

va.gov

Photo credit: Veterans Health Administration



randomized, active-controlled trial (DISCOVER) in which a total of 
5387 HIV-1 uninfected men and transgender women who have sex 
with men received DESCOVY (N=2694) or TRUVADA (N=2693) once 
daily for HIV-1 PrEP. The median duration of exposure was 86 and 87 
weeks, respectively. The most common adverse reactions (≥2%) in 
participants who received DESCOVY FOR PrEP were diarrhea (5%), 
nausea (4%), headache (2%), fatigue (2%), and abdominal pain (2%).
Renal Laboratory Tests: In the DISCOVER trial, mean serum creatinine 
decreased by 0.01 mg/dL from baseline to Week 48 in the DESCOVY 
group and increased by 0.01 mg/dL in the TRUVADA group; median 
eGFR increased by 1.8 mL/min in the DESCOVY group and decreased 
by 2.3 mL/min in the TRUVADA group. 
Bone Mineral Density Effects: In the DISCOVER trial, mean increases 
from baseline to Week 48 of 0.5% at the lumbar spine (N=159) and 
0.2% at the total hip (N=158) were observed in participants receiving 
DESCOVY, compared to mean decreases of 1.1% at the lumbar spine 
(N=160) and 1.0% at the total hip (N=158) in participants receiving 
TRUVADA. BMD declines of 5% or greater at the lumbar spine and 
7% or greater at the total hip were experienced by 4% and 1% of 
participants, respectively, in both treatment groups at Week 48. 
The long-term clinical significance of these renal laboratory and BMD 
changes is not known.
Consult the full Prescribing Information for DESCOVY for 
additional information regarding adverse reactions, laboratory 
abnormalities, and postmarketing events when used for 
another indication.

DRUG INTERACTIONS [See Warnings and Precautions]:
Drugs Affecting Renal Function: Because FTC and tenofovir 
are primarily excreted by the kidneys through a combination of 
glomerular filtration and active tubular secretion, coadministration of 
DESCOVY with drugs that reduce renal function or compete for active 
tubular secretion may increase concentrations of FTC, tenofovir, 
and other renally eliminated drugs, and this may increase the risk of 
adverse reactions.

USE IN SPECIFIC POPULATIONS [See Dosage and Administration, 
Warnings and Precautions, and Adverse Reactions]:
Pediatric Use: The safety and effectiveness of DESCOVY FOR PrEP 
in at-risk adolescents weighing ≥35 kg is supported by data from an 
adequate and well-controlled trial of DESCOVY FOR PrEP in adults 
with additional data from safety and pharmacokinetic studies in 
previously conducted trials with the individual drug products, FTC 
and TAF, with cobicistat plus elvitegravir, in HIV-1 infected adults and 
pediatric subjects. While using DESCOVY FOR PrEP, HIV-1 testing 
should be repeated at least every 3 months, and upon diagnosis of 
any other STIs. Adolescents may benefit from more frequent visits 
and counseling.
Renal Impairment: DESCOVY is not recommended in HIV-1 uninfected 
individuals with severe renal impairment (CrCl below 30 mL/min).

OVERDOSAGE:
If overdose occurs, the patient must be monitored for evidence of 
toxicity and treated with general supportive measures as necessary.
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Veterans
INFECTIOUS DISEASES
Ending the HIV Initiative Reflects  
on 40 Years of HIV/AIDS
By Elizabeth Maguire, MSW, Communications Lead, HIV, Hepatitis and Related Conditions 
Programs, U.S. Department of Veterans Affairs

On June 5, 1985, the first Morbidity and 
Mortality Weekly Report (MMWR) 
to mention what would later become 
known as AIDS was published.

In the 40 years since, HIV and AIDS 
treatment and prevention has come so 
far. VA is currently part of the Ending 
the HIV Epidemic Initiative which aims 
to reduce new HIV infections by 75% by 
2025 and at least 90% by 2030.

We took this opportunity to talk with 
some of the Veterans with HIV who have 
been getting care from VA for decades, 
asking them to reflect on how far treat-
ment has come.

What is HIV treatment like now 
compared to when you first 
started getting care at VA?
“This year will be my 30th wedding an-
niversary. My wife and I have been pos-
itive for 29 of them. Today is so much 
smoother. Don’t get me wrong, but the 
difference between now and 30 years ago 
is knowledge. This was and is (without 
proper treatment) a deadly, killer dis-
ease. Back then, the treatment was to 
overwhelm the virus and fix any com-
plications later — at least the patient is 
alive. Today’s doses are so much more 
appropriate to the level of infection and 
severity of illness.” — Alex G.

“I see glimmers of successes and that 
gives me hope.”

How is VA leading?
“I’m proud of how far VA has come since 
the beginning of the HIV/AIDS crisis. 
I’m proud of how they were one of the 
leading experts in caring for those of us 
who were dealing with this illness. As 
this illness progressed, VA took steps 
to improve how it provided care. They 
started listening to their patients and 
working with us instead of just telling 
us what to do. They respected and al-
lowed me to insert some holistic/herbs 
with my care. As medication improved, 
the VA strategy went from giving you a 
timeline death sentence to the best way 

Photo courtesy of VHA
continued on page 80
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in keeping you compliant in taking your 
medication that was extending life. They 
offered workshops and support groups 
as ways for us to gain information about 
HIV/AIDS that could and would help us 
in taking better care of ourselves and be 
around those that were dealing with the 
same illness.” — Karen H.

What is living with HIV like now com-
pared to when you were first diagnosed?  
“The treatment today involves the to-
tal health of the individual. Back then, 
it was concentrated on the virus. Let’s 
kill the virus! My doctors and the re-
searchers were caring and compassion-
ate enough but there were times with the 
all too frequent phlebotomies that I felt 
more like a lab specimen than a patient. 
Now the healthcare is a whole-body ap-
proach and because the medical profes-
sionals are better educated, and they’ve 
tamed their personal biases and fears by 
following the science, they can be more 
empathetic to the patients — and for the 
most part, [they] are.” — Alex G.

Glimmers of successes
“I am happy HIV/AIDS is no longer 
listed as a top ten disease by the World 
Health Organization (WHO). Pharma-
ceutical therapeutics continue to extend 

the lives of those who are infected. HIV/
AIDS is now considered a chronic and 
treatable disease. However, the structur-
al and human inequities have not im-
proved the outlook for Black Gay Men. 
We are still overrepresented in the con-
temporary HIV/AIDS health statistics 
and underrepresented at the local and 
national leadership levels. I see glimmers 
of individual and institutional successes, 
and that gives me hope. I wish for the 
complete eradication of HIV/AIDS.” —
Maurice F.

“I’m proud of how far VA has come since 
the beginning of the HIV/AIDS crisis.”

What do you think Veterans 
should know about HIV?
“HIV is no longer a death sentence. If 
you are willing to comply with your 
medication regiment, work with your 
doctors and do the things that will keep 
you healthy and happy. If you decrease 
stress in your life, practice safe sex and 
are willing to take ownership of your 
healthcare, there is no reason you can’t 
live a long and healthy life like anyone 
else.” — Karen H.

“As a Veteran, you already know the 
value of properly arming yourself for a 

battle. This is a war and the battleground 
is your body with your health and life as 
the spoils of war. Properly arm yourself 
with knowledge, lifestyle changes and 
vigilance.” — Alex G.

What do you think VA can do to 
help end HIV by 2030?
“Continue being in the forefront of re-
search and treatment options. VA liter-
ally saved my life when 23 years into my 
HIV/AIDS journey my liver gave up the 
ghost from years of antiretrovirals, and I 
suffered autoimmune hepatitis and sub-
sequent cirrhosis. Years of prescribed 
overdoses — all in good will, but the 
treatment was killing the victim. Now 
I am a fairly heathy 29-year survivor. 
I’m thriving, with an undetectable viral 
load and a stable, working liver, and am 
a grandfather of three. Even if we don’t 
get a cure by 2030, dying of AIDS should 
only be a cause of death through willful 
ignorance thanks to advances that were 
made with a lot of help from the VA 
Medical Services” — Alex G.

To learn more about HIV testing, treat-
ment and prevention, please visit: www.
hiv.va.gov

va.gov

Graphic courtesy of Veterans Health Administration
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Veterans
INFECTIOUS DISEASES
Long COVID-19 Operational Coordination Effort 
to Support Clinicians Across VHA
Interview with Amanda Purnell, PhD, Director of Data and Analytics Innovation, 
U.S. Department of Veterans Affairs

By Tom Adams, Publisher of Armed Forces Medicine

Dr. Purnell, thanks for joining me 
today. Can you tell me about your 
background?
Thank you so much for the opportu-
nity to interview. My name is Amanda 
Purnell, I am a psychologist, and I’ve 
worked for the Department of Veterans 
Affairs for over 10 years. I started with 
VA working in the opioid reduction 
clinic, and then progressed to working 
in health promotion and disease preven-
tion. Now, I’m the director of Data and 
Analytics Innovation at VA. The first few 
years of my career at VA were focused 
on providing training to clinicians on 
patient-centered communications, since 
my clinical expertise is in motivational 
interviewing and heath procedure com-
munications. A lot of the work I did was 
building out primary care teams, care 
team coordination and helping increase 
skill development in motivational inter-
viewing, which is a tricky skill to learn. 

How did you become involved with 
VA’s Long COVID study?
My background is in multidisciplinary 
care team development. I’ve been very 
involved in the Whole Health program 
and the build-out of the Health Promo-
tion and Disease Prevention Program 
at VA. Both programs are central to the 
way we want to provide healthcare to 
Veterans, which is by putting the Vet-
eran at the center, working to figure out 
what is important to them, and building 
a care plan to match their goals and sup-
port their journey to better health and 
better quality of life.

I became interested in Long COVID 
after seeing the impact it was having 
on our Veterans and their caregivers. It 
was really fortunate that I had run into 
Marian Adly, a White House Presiden-
tial Innovation Fellow working at the VA 
who had developed a proposal on how 
to gain situational awareness of long 
COVID and its impact on the VA and 
Veterans.  We agreed to co-lead the ef-
fort and share resources as was possible 
to tackle this work.  Subsequently, we 
met Allison Gustavson who was pull-
ing together a group of clinicians across 
the VA to share best practices in clinical 
care. Reports were popping up of indi-
viduals experiencing lingering effects 

from their initial COVID-19 infections. 
Delving into this issue was in line with 
the purpose of my work in health pro-
motion and disease prevention.

What are the most common symptoms 
of Long COVID?
Since I work in the office of healthcare 
innovation and learning, I’d like to start 
by explaining the systematic operational 
effort. Our role is to design operation-
al efforts, so we began identifying early 
adopter efforts within VA to develop care 
pathways for Veterans as more and more 
clinicians were seeing Veterans come in 
with Long COVID symptoms. The com-
mon symptoms I will be describe are the 
result of speaking with hundreds of cli-
nicians across VA who began developing 
clinics as early as March 2020 and have 
continued their efforts over the past two 
years. 

The most common symptoms Veterans 
report are fatigue, brain fog or cogni-
tive difficulties, continued shortness of 
breath or cough, and continued loss of 
taste or smell. A significant number of 
Veterans are also reporting either prima-
ry or secondary mental health concerns, 
such as anxiety or depression, related to 
the continued symptoms that they are 
experiencing. It’s really heterogeneous 
without a standard map of how a Vet-
eran typically presents with symptoms. 
But we are working with researchers 
to understand if there are, in fact, sub-
populations or sub-phenotypes of Long 
COVID that could be differentiated and 
might require different care pathways. 

Amanda Purnell, PhD, VHA Director of Data and 
Analytics Innovation. Photo coutesy of VHA

EXCLUSIVE



Veterans H
ealth A

dm
inistration

83

Ve
te

ra
ns

 H
ea

lt
h 

A
dm

in
is

tr
at

io
n

82

Arm
ed Forces M

edicine 2022Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
02

2 So, the field is really emerging here.

What types of pathways have you de-
veloped in response to this?
A multidisciplinary effort is required to 
help support Veterans with the concerns 
they are presenting.  The research is 
clearly identifying that individuals with 
pre-existing chronic health conditions 
like diabetes, chronic kidney disease, 
hypertension, may have exacerbated 
their existing difficulties with continued 
symptoms of Long COVID. There is also 
a question of whether milder variants 
that are extremely transmittable are con-
tributing to the recurrence of COVID-19 
infections and if Long COVID symptoms 
are being exacerbated because Veterans 
are getting COVID-19 more than once. 

Our ability to build pathways to address 
these issues at VA facilities depends on 
the expertise available at each facility 
and their staffing to build out care path-
ways. As I mentioned, this is a effort by 
early adopter sites, and a passion proj-
ect for many VA clinicians. The efforts 
are really grounded in a Veteran-cen-
tered perspective, or VA’s Whole Health 
approach.

VA clinicians are invested in Veter-
an-centered care, whole health, holistic 
quality of life, and helping Veterans with 
everything from pulmonology support, 
physical therapy, occupational therapy, 
and the inclusion of dietitians to pay 
attention to food choices and how that 
may be exacerbating or causing extra 
difficulties. We offer modifications to a 
patient’s diet, consultations with social 
work, and mental health care that in-
cludes peer support. 

During my time at VA, I’ve noticed 
there’s really something unique about 
Veterans; they want to help and be ben-
eficial to other Veterans through peer 
support. It means a lot to them to be 
involved in peer mentoring and sup-
port groups. Part of what we are doing 
at the organizational level is to create 
guidance on how to train peers to pro-
vide the kind of interventions Veterans 
with Long COVID need through various 
modalities.

How does age impact the ways Veterans 
experience Long COVID symptoms?
I will say that it varies by individual. Fig-
uring out whether patients’ symptoms 
are correlated to age, versus an acute or 
new chronic condition, can be compli-
cated for care teams. For Veterans who 
already have multiple chronic health 
conditions, it’s tricky to detangle wheth-
er what they’re experiencing is an exac-
erbation of an existing condition or if it 
is this something new that we need to 
address differently. I think that’s tricky 
for Veterans also.  

Among younger Veterans, we were sur-
prised to find that the majority of those 
experiencing Long COVID were never 
hospitalized for COVID-19 infections 
and may not have even had a confirmed, 
positive COVID-19 test. 

I suspect that in five to 10 years, we will 
have a set of best practices for any Vet-
eran with Long COVID, but I’m really 
impressed by the innovation that is hap-
pening on the ground with clinicians 
so far. Clinicians are paying close atten-
tion to research that’s coming out and 
connecting with professional networks 
for clinical guidance to figure out how 
we can provide the absolute best care 
possible, given the uncertainty of this 
condition.

How do you coordinate all this in-
formation from so many clinicians 
providing input? Is there a central net-
work for collecting this data or a struc-
ture used to analyze it?
We coordinate through a multimeth-
od, multimodal collection of data. Part 
of our role in the Office of Healthcare 
Innovation and Learning is to identify 
early best practices, learn with and from 
clinicians on the ground, test and vali-
date those efforts, and then scale and 
replicate them across the enterprise. 
Some coordination happens through 
careful planning while others happen 
organically. 

For instance, in early Spring 2021, clini-
cians at VA facilities, research offices, pri-
mary care, rehabilitation, began reaching 
out to one another in a very natural way 

to discuss what they were seeing among 
Veteran patients. This eventually de-
veloped into a formal community of 
practice founded by Allison Gustavson 
who is a health sciences researcher and 
a physical therapist. She became a co-
ordinator that helped grow and build a 
very robust network of clinicians and 
care teams in our community of practice 
Marian Adly and I began working with 
Allison to identify opportunities to em-
power our clinicians.  Marian was lead-
ing the efforts from the VA’s Office of the 
Chief Technology Officer that includ-
ed developing clinical decision support 
solutions as well as exploring how best 
to engage Veterans in care.  Her efforts 
included a human centered design ap-
proach that included speaking with Vet-
erans and caregivers directly about their 
experience across the COVID continu-
um and specifically during the recovery 
phase for their long COVID.  Those in-
sights framed much of our collective ef-
forts.  We have all brought in resources 
to support this work.  

Last summer, we conducted a system-
atic environmental scan across our en-
terprise. We asked every VA facility to 
report on their findings, the efforts being 
made at their local facilities to address 
the findings, how they are providing care 
to Veterans, and if they would like to be 
connected to the community of practic-
es you can imagine, every facility was 
saying, ‘When a Veteran that comes to 
us with a concern of course we address 
it, provide them care, and connect them 
to their care team’, however, we want-
ed to take this further and connect ev-
ery Veteran who reported Long COVID 
symptoms to a systematic, multidisci-
plinary clinic that is coordinated and 
has the screening tools specific to their 
conditions. 

What have you been working on in 
terms of those working in the field?
We’ve been developing our understand-
ing of what’s happening across the field 
through systematic surveys of (local VA 
facilities), interviews with field clinicians, 
regular community of practice calls, and 
lots of resource and information sharing. 
For instance, we share research articles 

that are important to our work, such as 
the consensus statements by the Amer-
ican Association of Physical Medicine 
and Rehabilitation about the coordinat-
ing work that they are doing on consid-
erations for treatment guidelines. We are 
also really paying attention to emerging 
trends and guidance from the CDC and 
WHO.

Can you tell us about any official au-
thoritative guidance that may be com-
ing soon?
Our team is working on official guidance 
that we can hopefully share some time in 
Fiscal Year 2023. However, this guidance 
will likely change as time passes. Long 
COVID is a condition that is changing 
over time. The definition and conditions 
of Long COVID have been changing, so 
our team is working to address how to 
identify it. There wasn’t even a diagno-
sis for Long COVID until October 2021. 
Doing a data approach prior to that was 
tricky because we couldn’t pull a diagno-
sis from the chart. We’re looking at chart 
notes to extract data on individuals who 
may have Long COVID. Some facilities 
are doing this manually. We’re trying to 

figure out how to identify Veterans who 
may be experiencing Long COVID us-
ing the most effective methods possible.

That reminds me of other articles we’ve 
done in relation to exposures military 
personnel experienced during deploy-
ment, such as the airborne hazards 
from burn pits and how the burn pit 
registry allows connections for data 
from those Veterans to be collectively 
analyzed to identify patterns in pul-
monary and respiratory health screen-
ing and early treatment. Being that 
COVID-19 is a respiratory virus, I 
can only imagine how that may com-
plicate diagnosis for Veterans who al-
ready had such exposures, resulting in 
health conditions. Understanding how 
to connect this data could help clini-
cians identify those most at risk, and 
hopefully allow early intervention to 
prevent such severe effects from oc-
curring. Are there resources being pro-
vided to our Veterans who believe they 
may be experiencing Long COVID, 
and what type of treatments might 
they be given?

Early on, it was discovered via one of 
Marian’s interviews with Veterans that 
there was no information on VA.gov 
about long COVID.  So, the first step was 
to empower Veterans with information. 
Very early on, wWe built a resource page 
in the Veterans Health Library specific to 
Long COVID. Veterans can learn about 
common symptoms associated with 
Long COVID to self-identify as a Long 
COVID patient, and then determine if 
they should reach out to their care team 
for further assessment. 

We’re also seeking Veterans who want to 
participate in research studies to help ev-
eryone learn more about Long COVID, 
which helps other Veterans. In terms 
of clear equipment, care resources, or 
interventions, it is extremely heteroge-
neous. Because Veterans have very dif-
ferent predominant symptoms and there 
is no Long COVID protocol yet, our ap-
proach to treatment is symptom based. 
There are things Veterans can do to im-
prove cognitive delay and other difficul-
ties caused by Long COVID, but this is 

not always the case for other symptoms 
Veterans are having.

That brings up a question about physi-
cal therapy or physical activity, and how 
that may play a part in helping with Long 
COVID conditions. What part would 
you say this plays in recovery?
One of the most common referrals we 
see is for physical and/or occupation-
al therapy, especially for those Veterans 
who were hospitalized and have a sig-
nificant need for conditioning related to 
their hospitalization. But even for those 
who were never hospitalized, that re-
habilitative approach is key to teaching 
Veterans skills to help regain their phys-
ical abilities. VA offers Veterans physical 
and/or occupational therapy in person 
or virtually through video telehealth. I 
feel fortunate to be working for a health-
care system that has these incredible an-
cillary services. 

Is there anything else you’d like our 
readers to know?
From the very beginning of develop-
ment for the community of practice, 
our approach has been one of a learn-
ing healthcare system. We focused on 
encouraging clinicians to pay attention 
to clinical practice guidelines, continue 
listening to Veterans, and see what treat-
ments benefit each Veteran. We are try-
ing to systematically understand Long 
COVID over time and share insights 
within our community of practice. We 
are really grateful to partner with the VA 
Office of Research and Development to 
develop a practice-based research net-
work, which was a method VA used to 
develop our Women’s Health program 
and polytrauma clinics. We’re taking ad-
vantage of ways VA has innovated in the 
past and applying them to Long COVID. 

Clinicians who are interested in joining 
VA’s Community of Practice for Long 
COVID can contact our team via email 
at vhalongcovid@va.gov

Graphic courtesy of VHA
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2 Veterans
INFECTIOUS DISEASES
VA Developed Long COVID Guide
By Veterans Health Administration, U.S. Department of Veterans Affairs

Across the United States, Veterans are experiencing a life-alter-
ing, emerging illness. Some Veterans who have had COVID-19 
are enduring long-term effects from their infection, known as 
Long COVID. 

“Long COVID is a very complicated disease, that has many 
symptoms, from many different organ systems,” says Dr. Eliza-
beth Brill, Assistant Under Secretary for Clinical Services, VA’s 
Veterans Health Administration (VHA). “Unless someone has 
expertise in one of those areas, it’s very difficult for them to get 
their arms around the entire spectrum of potential symptoms, 
work-up and treatment.” 

As the largest healthcare system in the country, VHA clinicians 
and researchers were among the first healthcare providers to 
recognize the national pattern that a secondary illness was oc-
curring in those who had initially recovered from COVID-19. 
As a dedicated innovator in health care procedures and pro-
cesses, in May 2022 VA brought together its Office of Research 
and Development, Long COVID Community of Practice, and 
Long COVID Integrated Project Team to address patients suf-
fering from Long COVID.  

Why a Long COVID Whole Health Guide? 
In July 2022, VA released the Patient-Aligned Care Team 
(PACT) Guidebook: Whole Health System Approach to Long 
COVID. The first of its kind, this guidebook identifies the most 
common possible symptoms that can be attributed to Long 
COVID and makes recommendations for treatment from a 
Whole Health approach to treating Veterans.

“The goal was to support our medical facility primary care 
teams, and the VA has something very unique called a Patient 
Aligned Care Team (PACT). PACT focuses on Veterans at the 
center of the care team, which also includes their family mem-
bers, caregivers, and health care professionals — primary care 
provider, nurse care manager, clinical associate, and admin-
istrative clerk. Together they plan for whole-person care and 
shared decision making,” explained Dr. Ilana Seidel, medical 
director of the Post COVID Clinic at San Francisco VA Health 
Care System (HCS). “We engaged multiple Primary Care team 
members who consulted and guided us as to what was realistic 
for PACT teams to do, while ensuring it was personalized, and 
was really taking the whole health approach.” 

Whole Health is an evidence-based, multi-disciplinary, per-
sonalized Veteran-driven approach. It empowers and equips 
Veterans to take charge of their health and well-being, and 
to live life to the fullest. Where Long COVID is concerned, 
Whole Health will help clinicians better define, assess, refer, 
and manage the signs, symptoms, and potential subsequent 
conditions of the illness. With the possibility of varying symp-
toms in one patient, a Whole Health approach will also allow 
clinicians to prioritize treatment based on the patient’s needs.

Dr. Omar Awan, Washington DC VA HCS medical director 
of Respiratory Care Services, described the significance of the 

Whole Health permeates through healthcare.

“The Veteran really should be at the center of their care.” Awan 
said. “They should really help determine what is most import-
ant to them. So, while they may have eight symptoms and I 
really, really want to treat one of them. If that’s not most im-
portant to the Veteran, then, I think through this negotiation 
process of, ‘OK, we’re going to work on this and this’ because 
that is most important to you. And I think that’s really import-
ant in giving them a voice in their care.”

What’s in the Long COVID Guide?
The guidebook includes a hyperlinked directory of signs, 
symptoms, and other potential conditions; a primer on the 
Whole Health System approach; and a section of one-page 
quick reference guides for navigating care based on a suspect-
ed diagnosis of Long COVID. 

“It’s very accessible and that’s one of the reasons this is a really 
important document,” shared Seidel. “In addition to being so 
Whole Health-oriented, and truly having a Whole Health ap-
proach in such a Veteran-centered approach to care, it’s easy 
to navigate.”

The quick reference guide includes the most common symp-
toms in one page reference sheets: 

• Anosmia and Dysgeusia 

• Autonomic Nervous System Dysregulation 

• Chest Pain 

• Cognitive Impairment 

• Cough 

• Dyspnea 

• Fatigue and Activity Intolerance 

• Headaches 

• Mental Health (Anxiety, Depression, PTSD) 

• Other Potential Conditions: Cardiometabolic and Autoimmune

“Most people will use it is as a reference document,” added 
Awan. “If you have a Long COVID patient come in for short-
ness of breath, you should probably ask them about brain fog 
or fatigue, because those are incredibly common. [This guide] 
is bringing awareness that these are common enough symp-
toms that if your patient comes in with one, you should proba-
bly check about the others. Then if any of them are present, the 
clinician can refer to each one-pager reference sheet.” 

What is Long COVID?
Currently, organizations define Long COVID with differing 
parameters. The Centers for Disease Control and Prevention 
(CDC) and National Institutes of Health (NIH) define Long 
COVID as “new or worsening symptoms” from “4 weeks after 
first being infected” with COVID-19. According to the CDC, 
the term “post-COVID conditions” is an umbrella term for the 
wide range of physical and mental health consequences that 
are present four or more weeks after SARS-CoV-2 infection, 
including by patients who initially had mild or asymptomat-
ic COVID-19. NIH employs the term, Post-Acute Sequalae of 
SARS-CoV-2 infection (PASC), the result of the direct effects 
of the virus. The World Health Organization (WHO) defines 
Long COVID as symptoms “lasting greater than 2 months, 
starting within 3 months from the onset” of COVID-19.

It is estimated that 4-7 percent of those diagnosed with 
COVID-19, or 2 percent of the U.S. population, will develop 
Long COVID. For VHA, with approximately 600,000 known 

Dr. Ilana Seidel, medical director of the Post COVID Clinic at San Francisco 
VA Health Care System (HCS). Photo courtesy of VHA

Dr. Omar Awan, Washington DC VA HCS medical director of Respiratory 
Care Services. Photo courtesy of VHA

Dr. Elizabeth Brill, Assistant Under Secretary for Clinical Services.  
Photo courtesy of VHA
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To download the guide, scan the accompanying QR code and scroll to the bottom of the page for a link to the Long COVID Guide

Veterans with a diagnosis of COVID-19, this equates to 24,000-
42,000 Veterans. With more than 6 million Veterans in the care 
of VHA, and under-reporting of positive COVID-19 test re-
sults, these numbers have the potential to be much higher.  

Sharing the Guide with Partners 
Although this guidebook was initially developed for Veteran 
patients at VHA medical facilities, Long COVID is an urgent 
medical situation affecting patients worldwide. VHA is re-
sponding to this need by making the guidebook available to 
health care providers across the nation to help them care for 
their Long COVID patients. 

“In the universe of medical knowledge,” Dr. Brill continues, 
“information sharing allows us all to get to the most advanced 
place of diagnosis and treatment as quickly as we can. VHA 
has leveraged its talent across the country to put together this 
guide, which is a really excellent product — simple to use, yet 
comprehensive. And we’d like to share that with any health 
providers across the country, whether it be in other federal 
agencies or the private sector to also benefit from the knowl-
edge that we’ve accumulated in the treatment of Long COVID.”
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2 Veterans
SOCIAL PRESCRIPTION
VA’s Compassionate Contact Corps Helps 
Veterans Combat Loneliness 
By Kenita D. Tills, Communications Specialist, U.S. Department of Veterans Affairs

At the height of the pandemic, VA medical facilities made a 
difficult choice to drastically reduce or eliminate its in-per-
son volunteer programs. But as the quarantine stretched from 
weeks to months, many VA staff noticed the impact that social 
isolation was having on Veterans. In response to the pandemic 
restrictions and to combat the issue, VA’s Center for Develop-
ment and Civic Engagement (formerly VA Voluntary Service) 
developed and implemented a social prescription program 
called Compassionate Contact Corps.

The Compassionate Contact Corps is a virtual social prescrip-
tion program where trained volunteers are matched with Vet-
erans that are experiencing loneliness or are socially isolated. 

“It’s more than a check-in,” said Center for Development and 
Civic Engagement Deputy Director Prince Taylor. “It’s a way 
for VA volunteers to really connect with Veterans and build 
rapport, whether next door or across the country.” The pro-
gram developed from a caregiver respite pilot that became vir-
tual due to the pandemic. 

Volunteers, many of whom are Veterans themselves, are trained 
by VA and matched with Veterans in the program. They take 
15-30 minutes each week to reach out to Veterans in friendly 
phone conversations which help them feel less alone.

In 2021, more than 700 volunteers made more than 13,000 
calls to Veterans.

Often, both the Veterans and volunteers say their lives have 
been enriched by the program. Many Volunteers and VA lead-
ers making the calls are Veterans and said reaching out to 
fellow Veterans helped renew their sense of passion for their 
work at VA.

The program has been featured in multiple VA articles 
and blogs and was mentioned in The New York Times series 
on The Future of Healthcare. It has also been recognized by 
The  Beryl Institute  and was designated a signature program 
by American Red Cross in 2021. Ten of the original program 
coordinators have received Secretary Honor Awards for their 
work developing the program. 

Originally at just eight sites, the program has expanded to 
more than 80 sites and counting. It has also been the basis of a 
research study, and community organizations like the Ameri-
can Red Cross and the United Way have partnered with VA to 
engage more members of the public who have a desire to serve 
Veterans. For more information on the Compassionate Con-
tact Corps and other VA volunteer opportunities visit www.
volunter.va.gov. 

Veterans
MENTAL HEALTH
Veteran Henry Howard Recounts Supportive VA 
Services on Road to Recovery
By Derrick Smith, Digital Content Manager, Atlanta VA Medical Center

Henry Howard joined the Georgia Army 
National Guard while in high school. 
Upon graduation in 1985, a recruiter as-
sisted him in transferring to the Army. 
His 20-year military career began as an 
infantryman and he retired as a trainer 
from Fort Knox.

He feels his position as a trainer allowed 
him to hide a personal secret. “I thought 
I was really successful at hiding a lot of 
things that were going on with me men-
tally,” he said.

After he left the Army, he worked as a 
salesman which led to management as 
an assistant store manager. While work-
ing on the cash registers, Howard often 
found his body go numb and he’d lose 
track of time and space.

He had one episode which landed him in 
the emergency room. In 2018, a cowork-
er advised him to seek help. “I had been 
doing my best to hide my mental health 
issues,” he said. “I gave Tricare a try and 
tried to juggle my job and problems, and 
failed. At this point I was ready to die.”

After losing his health coverage and ex-
periencing additional family related pre-
dicaments, Howard turned to Atlanta 
VA because he felt it was his only option.

Feeling that he was being heard
“I got to a point where I said, ‘I am done.’ 
Then a voice told me to call the Crisis Ho-
tline and that kind of got the ball rolling,” 
he said. After explaining his situation to 
peer support specialist Benton Willis, he 
started feeling as if he was being heard 
and that provided a confidence boost.

“Mr. Willis has walked in my shoes, and 
he knows how to get people to talk and 

share,” Howard said. “He provides some 
of the best guidance. In a group setting, 
he got me on my feet and moving to get 
more into a normalized way of thinking. 
He had a genuine care and concern for 
me. He promised me he would make 
sure I would get a call from the right per-
son who could help me out.”

The next day, Howard received a call 
from a person he feels really helped him. 
That was Lamecia Eaddy, an Atlanta VA 
social worker.

How mental health team can 
enhance Veteran’s lives
“She stayed on the phone with me for a 
long time,” he continued. “That allowed 
me to process. Then she got me in con-
tact with a psychiatrist who prescribed 
me the proper medication. She provided 
me with coaching, counseling and sup-
port that was above reproach. She linked 
me up with Chaplain Coleman who 
steered me towards Biblical guidance, 
working through my issues. I felt very 
comfortable with Chaplain Coleman.”

“Though initially apprehensive, Mr. 
Howard demonstrated a high motiva-
tion for improvement by taking a chance 
on trusting the treatment provided by 

his VA mental health providers,” Eaddy 
said. “Seeing his smile and hearing about 
his progress during telehealth sessions 
makes serving him worthwhile. His re-
covery truly exemplifies how the collab-
orative partnership between a Veteran 
and his mental health team can enhance 
the life of the individual.”

“My message to Veterans would 
be, Don’t stop, don’t give up.”
“I want so much to let VA authorities 
know how much of an impact its services 
have had on me,” Howard said. “After all, 
I would not be alive today if not for the 
efforts of the Veterans Crisis Line, Ms. 
Eaddy, Mr. Willis and the mental health 
team assigned to me.”

“My VA”
Howard receives most of his care from 
the Stockbridge VA Clinic and is com-
mitted to his health plan to serve as an 
ambassador for what he calls, “My VA.”

“Here I am today,” he added. “I try not to 
miss any of my sessions or meetings. I’m 
happy in the state I am in and the direc-
tion I am going. I have been transformed 
into a new person, a far better person than 
I was five or 10 years ago. My message to 
Veterans would be don’t stop, don’t give 
up. Seek help from others so you can get 
to that next level in the VA chain.”

One does not have to be enrolled in VA 
benefits or health care to call. The Vet-
erans Crisis Line connects Veterans and 
service members in crisis and their fam-
ilies and friends with qualified, caring 
VA responders through a confidential 
toll-free hotline, online chat, or text. Call 
1-800-273-8255 and press 1.

va.gov

“I have been transformed into a far better 
person.” Henry Howard. Photo courtesy of VHA

VA Secretary Denis McDonough made calls to Veterans around the 
country as part of the Compassionate Contact Corps during Salute to 
Veteran Patients week, Feb. 2022. Photo courtesy of VA

Photo courtesy of VHA
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2 Veterans
MENTAL HEALTH
New Veterans Crisis Line number –  
Dial 988 then Press 1
By Matthew A. Miller, Executive Director of VA Suicide Prevention,  
Office of Mental Health and Suicide Prevention

The Veterans Crisis Line’s new number — Dial 988 then Press 
1 — gives Veterans in crisis a shorter, easier-to-remember way 
to get support as quickly as possible.

You don’t need to be an expert to make a difference in the life 
of a Veteran. Anyone can spread the word. Start by making 
sure all the Veterans in your life know about this new number.

Talk to the Veterans in your life
Reach out to those you served with to let them know about the 
new Veterans Crisis Line number and ask them to save 988 in 
their phones. Remind them that, after dialing, Veterans will 
need to Press 1 to reach the Veterans Crisis Line.

Tell your family members, too. You never know when a crisis 
will happen. Make sure you and the people you care about are 
prepared.

Post the new number on social media
If you stay connected with fellow Veterans through social 
media, consider sharing the new number through Facebook, 

Twitter and Instagram. We have sample posts and graphics 
available to spread awareness at https://www.veteranscrisis-
line.net/find-resources/spread-the-word

Share information about the Veterans Crisis Line
You’re never alone. Veterans Crisis Line responders answer 
day and night. They listen to you and make sure you’re safe. If 
you would rather text 838255 or chat (VeteransCrisisLine.net/
Chat), those options are also available.

You can find digital materials, like downloadable fact sheets 
and graphics with information about the Veterans Crisis Line, 
on VeteransCrisisLine.net to help spread the new number far 
and wide.

The Veterans Crisis Line number is new, but the support is 
the same. And you don’t have to be enrolled in VA benefits or 
health care to connect. To call, Dial 988 then Press 1. Chat on-
line at VeteransCrisisLine.net/Chat. Text 838255.

24/7, confidential crisis support 
for Veterans and their loved ones

If you’re a Veteran in crisis or concerned about one, reach caring, 
trained responders 24 hours a day, 7 days a week.

When you call the Veterans Crisis Line, here is what you can expect:

• A qualified responder will answer your call, ready to listen and help.

• The responder will ask a few questions, such as whether you or the Veteran 
you’re concerned about may be in immediate danger or at risk for suicide.

• The conversation is free and confidential, and you decide how much information to share.

• Support doesn’t end with your conversation. Our responders 
can connect you with the resources you need.

You don’t have to be enrolled in VA benefits or health care to connect.

You’re not alone— 
the Veterans Crisis Line is here for you.

Dial 988 then Press 1

Chat online at 
VeteransCrisisLine.net/Chat

Text 838255

Scan the QR code to download 
Veterans Crisis Line resources.

07/2022
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A new study finds that the national economic burden of PTSD 
goes beyond direct health care expenses and exceeds the costs 
of other common mental health conditions, such as anxiety 
and depression.

The researchers estimated the cost of PTSD at $232.2 billion 
for 2018, the latest year for which data were available at the 
time of the study. They called for increased awareness of PTSD, 
more effective therapies, and the expansion of evidence-based 
strategies to “reduce the large clinical and economic burden” of 
that mental health condition.

The results appeared online in the Journal of Clinical Psychia-
try on April 25, 2022.

“The $232 billion annual economic burden of PTSD in the U.S. 
demonstrated in this study is staggering and fuels the urgency 
for public and private stakeholders to work together to discov-
er new and better treatments, reduce stigma, improve access to 
existing treatments, and expand evidence-based recovery and 
rehabilitation programs,” the researchers write.

Dr. Lori Davis, the associate chief of staff for research at the 

From “The Economic Burden of Posttraumatic Stress Disorder in the United States From a Societal Perspective,” Journal of Clinical Psychiatry, April 25, 2022.  
Infographic by VA Research Communications, May 2022. Photo by istock/Getty Images Plus/kieferpix.

Photo courtesy of VHA

Veterans
MENTAL HEALTH
Study: Economic Burden of PTSD ‘Staggering’
U.S. civilian, military populations combine for more than $230 billion in annual costs

By Mike Richman, VA Research Communications

Tuscaloosa VA Medical Center in Alabama, led the study. She 
and her team used insurance claims data, academic literature, 
and government publications to estimate the costs of PTSD in 
both the U.S. civilian and military populations. The latter co-
hort included active-duty military and Veterans.

Civilians account for over 80% of PTSD costs
Understanding the complex nature of posttraumatic stress dis-
order, commonly known as PTSD, is one of VA’s most press-
ing challenges. The agency says many Veterans who fought in 
Vietnam, the Gulf War, and the post-9/11 conflicts in Iraq and 
Afghanistan have had that mental health condition sometime 
in their lives.

PTSD symptoms are well documented: re-experiencing of trau-
ma through flashbacks and nightmares; avoidance of remind-
ers of a traumatic event; changes in thoughts and feelings, such 
as guilt and emotional numbing; insomnia; and hyperarousal.

In the study, the investigators brought to light the extent to 
which PTSD not only impacts Veterans, but civilians, as well. 
The research team found that civilians accounted for 82% of 
the total PTSD costs, compared with 18% for the military pop-
ulation. That disparity is predicated on the fact that the num-
ber of civilians far exceeds that of active-duty military and 
Veterans. Although PTSD is more prevalent in the military, the 
number of civilians with PTSD still tops the number of Veter-
ans with that condition.

Davis and her colleagues noted that more studies on PTSD and 
its treatments are needed to address the rise in civilians with 
PTSD, calling that phenomenon a “rapidly accumulating so-
cietal burden.” Improved access to effective treatments is also 
needed, especially for people in economically vulnerable situ-
ations,” she noted.

“Much of the research and legislative response on PTSD has 
focused on combat-exposed populations due to the high prev-
alence of the condition among the military population,” the re-
searchers write. “However, the military population composed 
a small proportion of the overall U.S. population with PTSD.

“With the increasing occurrence of national and societal trau-
matic events around the world, including COVID-19, civil 
unrest, and climate change, there is mounting concern of an 
increase in PTSD and burden in the civilian population. As 
such, the current cost estimate is likely an underestimation 
given these recent global traumas, the effects of which would 
not have been captured and are likely to result in increasing 
negative repercussions.”

Although civilians accounted for more than three times the 
total PTSD costs, the annual costs per civilian with PTSD 
($18,640) were lower than that in the military population 
($25,684). In the civilian population, direct health care and un-
employment costs accounted for the economic burden, while 
disability and direct health care costs drove the burden in the 

military population. Non-direct health costs such as disabili-
ty payments are higher in military populations, according to 
Davis. The expansion of supported employment services for 
PTSD patients is overdue and could address the growing dis-
ability and unemployment crisis in Veterans, she says.

‘We have effective treatments for PTSD’
The researchers also found that women represented 66% and 
74% of the overall and civilian population with PTSD, respec-
tively, thereby contributing disproportionally to the national 
costs. Research has shown that trauma-exposed women show 
higher levels of PTSD symptoms than trauma-exposed men. 
Plus, traumas such as sexual assault and domestic violence 
tend to affect more women than men and represent important 
areas for prevention and treatment.

The study notes that the substantial economic burden of PTSD 
highlights the “urgent and unmet” need for treating and reha-
bilitating people with the disorder.

“Experts agree that there is a long-standing crisis in pharma-
cologic drug development for the treatment of PTSD, as no 
medication has been FDA-approved for PTSD since the only 
two marketed agents were approved 20 years ago,” the re-
searchers write. “Additionally, there is a scarcity of evidence 
on the impact of available pharmacologic and psychological 
treatments and the interplay between the two on patient-cen-
tered outcomes, such as quality of life, well-being, interperson-
al relationships, and occupational functioning. A burden that 
is often ignored in economic calculations is the cost for psy-
chotherapy not covered under health plans, which represents 
a significant out-of-pocket [expense] for someone with PTSD, 
as demonstrated in the current study.”

What does all of this mean for getting PTSD costs 
under control in the future?

“It is important to remember that we have effective treatments 
for PTSD, ” says Dr. Paula Schnurr, executive director of VA’s 
National Center for PTSD. “One potential implication of this 
study’s findings is that increasing treatment could reduce not 
only the symptom burden on people but also the economic 
costs to society as a whole.”

va.gov

“With the increasing occurrence of national 
and societal traumatic events around the 

world, including COVID-19, civil unrest, and 
climate change, there is mounting concern 

of an increase in PTSD and burden  
in the civilian population.”
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NEPHROLOGY
VA Research on Long COVID and  
Its Effects on Veterans 
Interview with Dr. Ziyad Al-Aly, Director of the Clinical Epidemiology Center, and 
Chief of the Research and Development Service at the VA Saint Louis Health Care 
System, U.S. Department of Veterans Affairs

By Tom Adams, Publisher of Armed Forces Medicine

Dr. Al-Aly, thanks for joining me to-
day. Can you give me a little back-
ground information about yourself? 
Thank you for the opportunity to inter-
view. My name is Ziyad Al-Aly and I’m 
a nephrologist, director of the Clinical 
Epidemiology Center and chief of the 
Research and Development Service at 
the VA Saint Louis Health Care System. 
I’ve been a practicing physician for more 
than 23 years. 

What launched you on the pathway to 
doing long COVID research?
On March 20, 2020, our team began 
looking into how do we best address the 
challenges posed by COVID-19; we met 
virtually on zoom and deliberated about 
how we could do our part to address 
the challenges caused by this pandemic. 
At that time, everything was new to us 
and the world was upside down. There 
were lockdowns and it was a very stress-
ful and uncertain time, but what we re-
solved unanimously that, as researchers, 
we needed to identify questions that are 
important to Veterans and to the nation 
and address them rigorously using our 
research tools and experience.

Early on COVID-19 was spreading 
rapidly and impacting the globe in un-
precedented ways which led to many in 
my field to research it out of necessity. 
Of course, at the time, before the term 
“Long COVID” was even coined, we 
didn’t know there would be long-term 
consequences of having the infection. 
Our intent was to contribute to the na-
tional conversation as much knowledge 
as possible to help fight this virus.

By April and May of 2020, we started 
getting reports from patients previous-
ly infected with COVID-19 who were 
still experiencing symptoms weeks lat-
er. These individuals were previously 
healthy — they did not have diabetes or 
hypertension or any other medical prob-
lems. Clinicians and experts at that time 
were telling patients that it’s a respiratory 
virus, you get sick for one, two or three 
weeks, it goes away and then you’ll be 
back to normal. 

But, we started getting reports from sev-
eral patients saying ‘No, I’m not back to 
normal,’ weeks after the initial infection. 

‘I’m still having a cough and shortness of 
breath, fatigue, weakness and brain fog 
where I can’t remember things. I can’t 
remember where I put my keys or if I 
talked with my friend today or didn’t. I 
can’t remember what I ate for lunch.’ We 
started thinking about this and what was 
happening because there wasn’t only one 
patient reporting long-term symptoms, 
but several telling us they were not fully 
recovering after getting COVID-19.

Our group was the first to comprehen-
sively characterize the long-term man-
ifestations of COVID-19. We sought to 
understand whether an infection with 
COVID-19 can lead to long-term con-
sequences, and through our research, we 
established that SARS-CoV-2 infection 
can lead to a higher risk of diabetes, kid-
ney disease, heart disease and neuropsy-
chiatric or mental health disorders. 

What really enabled us to do this was the 
amazing VA system that really pioneered 
the use of electronic health records and 
was really the first in the nation, more 
than a quarter century ago, to go all elec-
tronic with its medical records system. 

VA’s electronic health record system is 
a treasure trove of national data on its 
enrollees, which contributed a lot to ad-
vancing our understanding COVID and 
Long COVID. VA’s EHR is a national 
treasure and allows us to do research us-
ing VA data that’s national in scope, on 
Long COVID and how it affects patients 
with kidney disease, diabetes, heart dis-
ease and mental health disorders.

Dr. Ziyad Al-Aly, Director of the Clinical 
Epidemiology Center, and Chief of the Research 
and Education Service at the VA Saint Louis 
Health Care System. Photo courtesy of VHA

EXCLUSIVE
How long have you been able to see 
these affects last on patients after re-
covering from COVID?
The research we have done tracks people 
for at least a year, and even after a year 
we were seeing increased risk of heart 
problems, kidney problems, diabetes 
and mental health disorders. While I 
can’t give answers beyond a year and a 
half to two years because those studies 
are still being done by our group, the 
data that we have that’s been published 
in the public domain shows that even 
after a year from infection with SARS-
CoV-2, we see increased risk of all these 
problems. 

To us, this is really remarkable because 
it’s a sober indication that the virus can, 
in some cases, affect organs outside of 
the lungs. And we know that these prob-
lems, like heart disease and kidney dis-
ease, are chronic conditions that will last 
a lifetime, so some people will literal-
ly bear the scars of the pandemic for a 
lifetime.

Can you explain the effects of monoclo-
nal antibody therapy on Long COVID?
There was also some interest in trying 
to understand the effect of monoclonal 
antibody therapy on Long COVID, but 
the way this virus has behaved over the 
past couple of years as it kept mutating 
and mutating to the point that several of 
the monoclonals are not even being used 
anymore because they are not effective 
against the new mutations. 

It’s a shifting landscape which makes it 
difficult to measure monoclonals, but 
the more promising avenue is the Pax-
lovid antiviral therapy that can reduce 
the risk of hospitalization and death in 
the first 30 days, and there is a hope that’s 
being studied by our group and others, 
that this beneficial profile may be ex-
tended to Long COVID. The jury on that 
is still out and we are still studying it, but 
it’s a much more promising avenue of 
treatment than monoclonal antibodies. 

The challenge with monoclonals is that 
they are designed to work with a specific 
type of the virus, but when it keeps mu-
tating, they must design newer mono-
clonals to keep up with this changing 

virus. Antivirals on the other hand, like 
Paxlovid, are more stable and promising, 
especially with a shifting landscape like 
this. Despite the fact that some people 
experience a rebound with Paxlovid, it is 
still effective in reducing risk of hospital-
ization and death. 

Why is it so import to ask for Pax-
lovid? How fast can Veterans receive 
the drug?
Even though the mutations are still of 
the same SARS-CoV-2 family of virus, 
there are variations and even though 
the differences are not huge, they are 
still enough that it won’t respond to the 
former monoclonal antibodies. Luckily, 
even with the mutations, they still re-
spond to the vaccine and to Paxlovid, 
and if you are a Veteran and you get 
COVID, you may qualify for Paxlovid. 

People may qualify for Paxlovid if they 
are over 65 years old or if they have a 
medical condition such as diabetes, 
kidney disease, heart disease, lung dis-
ease, immune problems or if they are 
overweight. The most efficient way to 
get Paxlovid is to contact your primary 
care provider. The VA has responded to 

this absolutely wonderfully. The key is to 
make it available right away in the early 
stages because it works so much better 
early on. You want to nip it in the bud, 
so you don’t want to let yourself suffer at 
home with fever and cough, then come 
back to us two weeks later because it’s 
not going to work as well. We are defi-
nitely going to try our best to take care of 
you no matter what, but it’s just so much 
easier to treat earlier than later. 

When it comes to patients with kid-
ney disease and those who may qualify 
for a kidney transplant, Long COVID 
presents more challenges in the way of 
making sure they are stable for the pro-
cedure. This would involve a lot more 
heart tests and other testing first. If pa-
tients in need of transplant had COVID, 
but did not have any other medical prob-
lems, then they would be treated just like 
anyone else. 

But, in cases when they develop severe 
heart disease or heart failure, then these 
things will definitely need to be part of 
the clearance process before they can 
receive a kidney transplantation, espe-
cially considering they will need general 

Army Veteran Joe L. Knight receiving the COVID-19 vaccination at the VA in Pensacola, Florida.  
Photo courtesy of VHA
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anesthesia and have to be given immu-
nosupression medication. For these pa-
tients, you have to make sure they are 
free of infections or cancer, or that their 
heart disease is manageable so they can 
tolerate the surgery.

What are the effects of Long COVID 
on mental health? 
Long COVID effects on mental health 
are of great concern because arguably, all 

of us during the pandemic whether we 
got COVID or not, were very stressed 
out from all the changes and lockdowns 
and everything else that happened to us 
as a nation and lasted over the past cou-
ple of years. 

What we find in the data is that people 
who got COVID-19 were exhibiting or 
actually displaying a higher risk of anx-
iety and depression and other stress 

adjustment disorders. So even though 
all of us got stressed out during the pan-
demic, people who got COVID-19 actu-
ally had a higher risk of mental health 
disorders, and I think that really de-
serves attention so we can address the 
needs of these patients now to hopefully 
prevent it from becoming a much larger 
crisis down the road.

What’s next and what are your hopes 
for the future when it comes to Long 
COVID research?
We are on it. We are absolutely commit-
ted to get to the bottom of this. We are 
working constantly to understand Long 
COVID and hopefully move the ball for-
ward so we can have effective treatment 
to help people with Long COVID. 

Photo courtesy of the National Institutes of Health

There are 37 million people living with 
chronic kidney disease (CKD) in the 
United States. That means that approxi-
mately 1 in 7 Americans have kidney dis-
ease and of those people, approximately 
810,000 are living with kidney failure, 
requiring dialysis treatments or a kidney 
transplant to stay alive. The rising rates of 
kidney disease for the overall U.S. popu-
lation are concerning, as are the rates of 
kidney disease among U.S. veterans. 

Kidney disease affects about 1 in 6 vet-
erans. According to the National In-
stitute of Diabetes and Digestive and 
Kidney Diseases (NIDDK), the percent 
of veterans with CKD is estimated to be 
34% higher than the general population. 
NIDDK also reports the U.S. Depart-
ment of Veterans Affairs (VA) currently 
cares for 600,000 veterans with kidney 
disease and more than 40,000 VA-en-
rolled veterans are living with kidney 
failure. Additionally, diabetes and high 
blood pressure — the two leading causes 
of kidney disease — affect 25% and 37% 
of the veteran population respectively. 
And like the general population, there 
are statistically significant racial and 
ethnicity disparities within the veteran 
community, with Black veterans near-
ly twice as likely as non-Hispanic white 
veterans to develop CKD. 

Fortunately, the Veterans Health Admin-
istration (VHA) and the American Kid-
ney Fund (AKF) formed a partnership in 
2020 to help address these alarming kid-
ney disease statistics within the veteran 
community. Through this partnership, 
the VHA and AKF are increasing aware-
ness of kidney disease among U.S. vet-
erans and to support veterans who have 
been diagnosed with kidney disease. 

AKF has created a website page dedi-
cated entirely to resources for veterans 
with kidney disease: kidneyfund.org/
veterans. Some of these resources in-
clude downloadable guides for veteran 
patients to talk to their doctors about 
the risk and management of kidney dis-
ease, infographics with tips on how to 
prevent kidney disease and steps to take 
to protect themselves against kidney 
failure, and recorded educational webi-
nars. Veterans can also find out about 
benefits available to them through the 
VA as well as financial assistance op-
portunities through AKF like its Health 
Insurance Premium Program (HIPP), 
Safety Net Grants Program, Disaster Re-
lief Program and Post-Transplant Test-
ing Program. 

Most recently, the VHA participated in 
two sessions of AKF’s annual Kidney 
Action Week, a week-long, virtual event 
aiming to connect patients, caregivers 
and healthcare providers in AKF’s on-go-
ing efforts to bring patient-centered kid-
ney-related education to the public. The 
first was a coffee chat between the two 

organizations to discuss the impact of 
kidney disease on the veteran popula-
tion as well as the health disparities seen 
within the population. In the second 
session, “Veterans, Kidney Disease and 
Diabetes: The Mounting Mental Health 
Burdens of Managing Chronic Disease,” 
panelists led a discussion on the mental 
health burdens veterans face when con-
fronted with diagnoses of chronic med-
ical conditions such as kidney disease 
and diabetes, and explored solutions to 
facilitating mental health care. Both ses-
sions were recorded and are available to 
view on AKF’s YouTube channel or at 
kidneyactionweek.org/agenda-2022.

In addition to these veteran-specific re-
sources, AKF encourages doctors to 
share with their patients its many oth-
er useful tools for understanding and 
managing kidney disease. One of these 
resources is the Know Your Kidneys™ 
(kidneyfund.org/know-your-kidneys) 
webpage, which features educational 
content and downloadable doctor dis-
cussion guides to encourage patients to 
start critical conversations with their 
health care teams to protect their kid-
neys before and after a kidney disease 
diagnosis. 

Another helpful resource is AKF’s Kid-
ney Kitchen® (kitchen.kidneyfund.org), 
a website dedicated to helping people 
with kidney disease navigate healthy 
eating with recipes, cooking demonstra-
tions and downloadable guides. There 
is also a wealth of information on spe-
cific kidney-related diseases like lupus 
nephritis, cystinosis, Fabry disease, IgA 
nephropathy and more. Find them all at 
kidneyfund.org. 

Veterans
NEPHROLOGY
VHA-AKF Partnership Yields Helpful Resources 
for Veterans with Kidney Disease
By The American Kidney Fund

According to an analysis of national death certificate data 
by researchers at the NIH’s National Cancer Institute, 
during the 20-month period studied, COVID-19 account-
ed for 1 in 8 deaths (or 697,000 deaths) in the United States. 
Heart disease was the number one cause of death, followed 
by cancer, with these two causes of death accounting for a 
total of 2.15 million deaths. Accidents and stroke were the 
fourth and fifth leading causes of death. In every age group 
15 years and older, COVID-19 was one of the top five caus-
es of death during this period.

When the authors analyzed deaths in 2020 (March–Decem-
ber) and in 2021 (January–October) separately, they found 
that in 2020, COVID-19 was the fourth and fifth leading 
cause of death among people ages 45–54 and 35–44, respec-
tively. But in 2021, COVID-19 became the first and second 

leading cause of death in these age groups. Among those 
85 and older, COVID-19 was the second leading cause of 
death in 2020, but dropped to third in 2021, likely because 
of targeted vaccination efforts in this age group.

The pandemic has also had an indirect effect on other caus-
es of death in the United States. Past data have shown that 
deaths from other causes, including heart disease, acci-
dents, stroke, Alzheimer’s disease, and diabetes increased 
from 2019 to 2020, possibly because people were reluctant 
to seek medical care for fear of catching COVID-19. Ad-
ditional impacts of the pandemic on other causes of death 
may emerge in the years to come, the researchers said. For 
example, the pandemic prevented many people from get-
ting regular cancer screening, which may result in future 
increases in cancer deaths.

COVID-19 Was Third Leading Cause of Death in the  
United States in Both 2020 and 2021
By Meredith S. Shiels, PhD, Division of Cancer Epidemiology and Genetics, National Cancer Institute
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NEUROLOGY
Veteran Hits the Pavement in Fight to End 
Parkinson’s Disease
By Audrey Umhoefer, Public Affairs Specialist, VA’s Veterans Experience Office

April is Parkinson’s Disease Awareness 
Month. More than 110,000 Veterans 
(and one million people in the United 
States) live with Parkinson’s.

Parkinson’s is a chronic neurological dis-
ease. Known as a movement disorder, 
Parkinson’s is caused by a loss of dopa-
mine-producing cells in the brain. Typ-
ical motor symptoms include tremors 
during rest, stiff limbs, slow movements 

and gait, and balance problems that 
worsen over time. The disease progress-
es differently in every individual, which 
can make treatment challenging.

U.S. Navy Veteran John Ball spent his 
military career flying medevac mis-
sions during the Vietnam War. After his 
military service, he attended graduate 
school, where he noticed changes in his 
gait and balance.

“My left foot began to drag as I walked, 
and occasionally my toes would cramp 
so hard that I’d have to stop and take off 
my shoe,” said Ball.

He sought out specialists for 12 years as 
his symptoms worsened before he was 
diagnosed with Parkinson’s at age 39.

Exercise is medicine
There are many things patients can do 
to maintain and improve their quali-
ty of life. Physical exercise offers many 
benefits, and various studies have shown 
physical activity helps brain health and 
slows the disease’s progression.

Ball says the disease doesn’t slow him 
down. In fact, he’s looking to outrun it, 
literally.

Ball, who has had a passion for running 
since he was a kid, often hit the pave-
ment for some outdoor adventure. After 
his Parkinson’s diagnosis, he laced up his 
sneakers and put the disease behind him 
by participating in 5k and 10k races.

“I knew running gave me the strength to 
manage my symptoms better,” he said. At 
51, he decided to run his first marathon. 
After he experienced how running and 
other exercises slowed the disease’s pro-
gression, he encouraged others to do the 
same.

Ball said, “My advice to people is to find 
an exercise they enjoy. If you don’t like 
running, try swimming, bicycling or lift-
ing weights, but make sure you get your 
heart rate up and your blood flowing. 
Find something you love to do and do it 
as often as you can.”Navy Veteran John Ball is running to raise awareness about Parkinson’s disease research.  

Photo courtesy of VHA

Veterans
NEPHROLOGY
Healthier Kidneys through Your Kitchen
By Dietitians Becky Schlueter, Erin Harned and Brittany Calhoun at the  
Lexington VA Medical Center

It’s estimated that 37 million adults in the United States have 
chronic kidney disease (CKD). Approximately 90 percent 
don’t even know they have it, according to the National Kid-
ney Foundation.

March is National Kidney Month and National Nutrition 
Month — a pairing we, as dietitians, appreciate. As a dietitian, 
it’s frustrating and disheartening when patients with CKD re-
port they have been eating a diet that is high-protein, high-so-
dium and carbohydrate-excessive for years because they didn’t 
know it made any difference to their kidneys.

For Veterans, especially those needing dialysis, learning that 
lifestyle changes could have delayed or slowed the progression 
of CKD can be deflating.

In 2017, seeing the need for a preventative CKD program, a 
team of registered dietitians from the Lexington VA in Ken-
tucky developed the Healthier Kidneys Through Your Kitchen 
program. The program ensures Veterans know that they have 
CKD in the early stages and provides Medical Nutrition Ther-
apy (MNT) to slow disease progression.

Helping to make healthy behavior changes
The program inspires Veterans to make healthy behavior 
changes, cook more at home, and exercise regularly to prevent 
the need for dialysis or a kidney transplant.

Registered dietitians provide MNT, which includes education, be-
havior change counseling and motivational interviewing. MNT 
may slow progression and help manage complications of CKD.

As an example, MNT has been shown to help lower hemoglo-
bin A1c by as much as two points with even just one visit to a 
Registered Dietitian (American Diabetes Association).

In class, the registered dietitian explains how uncontrolled 
blood pressure and blood glucose can contribute to CKD stage 
progression.

Topics discussed in class include:

• Limiting sodium and protein intake.

• Heart-healthy eating patterns.

• Overview of potassium and phosphorus.

• Activity section where participants are given a pedometer 
and resistance bands.

• Resources about dining out and additional kidney-friendly 
recipes to take home.

The class also includes a Healthy Teaching Kitchen (HTK) 
cooking demonstration. The dietitian chooses from kid-
ney-friendly, low-cost, simple recipes and, using a mobile food 
cart, demonstrates all steps to preparing the recipe.

Veterans have a chance to taste the food and take the recipes 
home. Observing the recipe demonstration instills a unique 
confidence and lets Veterans know “I really could do this.”

Over 500 Veterans have participated
This program has spread to 14 VA sites across the country. The 
class can be done virtually and without the cooking demon-
stration and still be impactful. More than 500 Veterans have 
participated.

At your next appointment, ask your primary care provider 
about your kidney function. In the meantime, check out the 
VA’s eKidney website: https://www.va.gov/ekidneyclinic/

Make an appointment with a registered dietitian to review 
your kidney labs and appropriate nutrition interventions to 
keep them working well. Ask if your VA has a Healthier Kid-
neys Through Your Kitchen program and enroll today.

va.gov

Dietitian Brittany Calhoun teaches class. Photo courtesy of VHA
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NEUROLOGY
‘The Missing Link’: New Program Improves 
Treatment for Stroke Patients
By David Walter, Public Affairs Specialist, Milwaukee VA Medical Center

Time is brain.

That’s the message when it comes to treating strokes, which 
occur when blood flow to the brain is blocked or reduced. 
The quicker a stroke patient gets vital treatment, the better the 
chances of preventing long-lasting disability or death.

But it takes specially trained doctors — neurologists — to as-
sess stroke patients and prescribe the appropriate treatment. 
Because strokes happen without warning and at any time, 
there’s no guarantee a neurologist will be available when a 
stroke hits.

Previously, stroke patients who came to the Milwaukee VA 
Medical Center after hours or on the weekends had to be sent 
to another hospital for treatment, adding more time to the crit-
ical treatment window.

But not anymore.

The Milwaukee VA Medical Center is now part of the National 
TeleStroke Program, which provides the hospital 24/7 access 
to neurologists via technology we’re all familiar with — iPads.

The program has a virtual “hub” of VA stroke neurologists lo-
cated around the country. They participate in a 24/7/365 call 
schedule to provide coverage to participating facilities. Mil-
waukee VA is one of about 60 VA facilities in the program.

When a patient is diagnosed with a stroke, the care team can 
immediately connect with a neurologist via FaceTime. The 
iPad is on a rolling stanchion and is wheeled into the patient’s 
room, where the neurologist can visually assess the patient and 
communicate directly with the care team.

“Having the rolling tele-doc gives us the missing link that we 
didn’t have prior to now,” said ICU Registered Nurse Lisa Nu-
gent. “It’s better for the Veterans; we don’t have to send them to 
another hospital. They want to stay here; they like the care we 
give here. So now we’re able to offer that 24/7.”

Simulations sharpen skills
Part of the Milwaukee VA’s training for participation in the 

TeleStroke program took place recently when a pair of simu-
lations were staged — one in the Emergency Department and 
one in the Intensive Care Unit.

In both scenarios, the patient presented stroke symptoms, in-
cluding slurred or incomprehensible speech, facial drooping 
on one side and inability to move one arm.

The on-call doctor was contacted, and as the team adminis-
tered care, the TeleStroke neurologist was called and joined vir-
tually, helping to guide the team as the treatment progressed.

The patient was taken for a CT scan, and results from that and 
other tests were forwarded to the Telestroke neurologist, who 
then prescribed medication and next steps, which were ad-
ministered by the care team.

Both simulations lasted about 45 minutes, from initial diagno-
sis to medication administration. According to the Centers for 
Disease Control and Prevention, stroke patients who receive 
treatment within three hours of symptom onset often have less 
disability than those who receive delayed care.

Nugent said the simulation was “very much how a real emer-
gency happens. Everyone collaborated and worked together, 
and we got the medication in less than 45 minutes, which is the 
TeleStroke goal,” she said.

Dr. Ga K. Le, who was the on-call doctor for the ICU simula-
tion, agreed.

“The simulation demonstrated a well-thought-out process to 
provide our Veterans with 24/7 neurology expertise,” she said. 
“I was very pleased with how competent our staff was with the 
process of caring for a code stroke Veteran.”

The technology allows the off-site neurologist to monitor the 
care team and converse with everyone in the room — includ-
ing the patient and, in the case of the ED simulation, the family 
member who accompanied the patient to the hospital.

In addition, the neurologist was able to immediately access the 
results of the CT scan.

“I became an advocate.”
With encouragement from friends and family, Ball decided 
that if he could do something positive about his diagnosis, he 
should. He became a fierce advocate for Parkinson’s awareness 
and research, and regularly led discussions about the disease. 
“I became a patient advocate, and I recognized the huge need 
for awareness and funding for Parkinson’s research,” noted Ball.

Together, with his wife and friends, Ball formed Team Parkin-
son. Since 1999, Team Parkinson has served as an official char-
ity of the Los Angeles Marathon, raising more than $3 million 
to support scientific research and raise awareness about Par-
kinson’s disease. Team Parkinson recently participated in the 
2022 Los Angeles Marathon + Charity Challenge.

“Team Parkinson helped define the value of exercise as a com-
ponent of disease management,” said Ball. “I am living proof 
that exercise is the best strategy we have for managing the im-
pact of Parkinson’s on long-term quality of life.”

Resources for Veterans
Even though the exact cause of Parkinson’s disease is un-
known, research suggests genetic and environmental factors 
may play a role. Furthermore, for some Veterans, the disease 
may be linked to exposure to Agent Orange or other herbicides 
while serving in the military. While there is currently no cure 
for Parkinson’s, many effective medications and treatment op-
tions are available, and VA has resources to help.

In 2020, VA partnered with the Parkinson’s Foundation to pro-
vide more resources and better care for Veterans diagnosed with 
Parkinson’s disease. Additionally, these resources strengthen 
the work done by six Veterans Health Administration Parkin-
son’s Disease Research, Education, and Clinical Centers (PA-
DRECC) and 51 affiliated Consortium Centers nationwide.

Indira Subramanian, director of the Southwest PADRECC, has 
treated Veterans with Parkinson’s disease for years. VA PADREC-
Cs serve Veterans affected by Parkinson’s through state-of-the-art 
clinical care, research, education, national outreach and advocacy.

“A Veteran with Parkinson’s can be seen by a neurologist, a geri-
atric psychiatrist, a geriatrics fellow, a neuro-pharmacist and a 
nurse coordinator all in one clinic visit,” said Dr. Subramanian.

“VA is also open to integrative medicine approaches with a 
program called Whole Health. This allows Veterans access to 
acupuncture, yoga, Tai Chi, mindfulness and health coach-
ing. We can also really delve into issues caused by non-motor 
symptoms such as depression, anxiety and apathy to really im-
prove quality of life for our Veterans with Parkinson’s.”

Ball, who receives his care at the Los Angeles VA Medical Cen-
ter PADRECC, credits VA and Dr. Subramanian for helping 
him manage his symptoms.

“She is an absolute delight,” said Ball.” Not only is she an excel-
lent doctor, but she is on the leading edge of treating Parkin-
son’s symptoms. She truly cares about her patients.”

“He is an inspiration!”
Ball recently celebrated his 78th birthday and continues ad-
vocating for people living with Parkinson’s disease. He plans 
to participate in the 2022 Parkinson’s Unity Walk to help raise 
critical funds and awareness for Parkinson’s.

“He is an inspiration to our community,” said Dr. Subramani-
an. “He has connected many people and has been an amazing 
advocate for exercise as medicine. He embodies hope, dedica-
tion, love and inspiration.”

Veterans diagnosed with Parkinson’s disease who served 
in-country or on the inland waterways of Vietnam between 
January 9, 1962, and May 7, 1975, are presumed exposed to 
Agent Orange or other herbicides and are eligible for presump-
tive service-connection. To learn more about Agent Orange 
and other military exposures, please visit VA’s Parkinson’s Dis-
ease Research, Education and Clinical Centers.

va.gov

John Ball and his care team at the Los Angeles VA Medical Center PADRECC. Photo courtesy of VHA.
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“For them to have access to the images within minutes is a 
huge difference for our hospital,” said Tricia Hughes, lead CT 
technician. “We can start the process rather just deciding if the 
patient needs to go to Froedtert. … It’s very possible they could 
continue their care here.”

Praise for the program
Both simulations were viewed virtually by program experts, 
and the care teams took part in debriefings afterward.

Facilitators praised the teams for their actions during the sim-
ulations, complimenting their teamwork and quick response. 
Nugent agreed.

“I feel like it was very successful and a good learning opportu-
nity,” she said.

“I found that communicating with the iPad neurologist was 
pretty straightforward,” said Dr. Mark Kostic, chief of Emer-
gency Medicine for the hospital. “I thought it went well.”

“As a rapid response doctor, we appreciate the neurologist sup-
port in making critical care decisions for our Veterans,” Le 
said. “We feel confident that our stroke team will optimize the 
care of stroke patients within our facility.” 

Each year, medical staff diagnose approximately 4,500 Veter-
ans with an acute ischemic stroke. Stroke is the fifth leading 
cause of death in the United States and the leading cause of 
serious, long-term disability.

“The TeleStroke program will definitely improve patient care 
as it provides the needed 24/7 neurology support without de-
lays associated with transfers,” Le said.  “It will allow us to de-
liver expert care when and where our Veterans need it without 
relying on other hospital facilities. It will also move our VA 
toward the standards of being a stroke center.”

va.gov

ICU Registered Nurse Lisa Nugent, foreground, talks with the “patient” during a simulation exercise at the Milwaukee VA Medical Center as part of training 
for the new TeleStroke program. The program connects staff with an off-site neurologist via an iPad (visible in the background). Photo courtesy of VHA.

Veterans
ONCOLOGY
How Cancer Screening and Precision Oncology 
Saves Lives
By Dr. Carolyn Clancy, VHA Assistant Under Secretary for Health for Discovery, Education & 
Affiliate Networks (DEAN) and Dr. Michael Kelley, Executive Director, VA National Oncology 
Program (NOP), U.S. Department of Veterans Affairs

Like many Americans, the pandemic out-
break has impacted our nation’s Veterans, 
including the most vulnerable — those 
diagnosed with cancer. More than 43,000 
Veterans are diagnosed and treated for 
cancer by VA each year.  And, because 
fewer Veterans were screened for cancer 
due to access challenges during the pan-
demic, Veterans are now threatened with 
a potential increase in cancer diagnoses. 

Overall cancer screening rates declined 
in 2020-21 for all our country’s health 
care systems, including VA.  This was due 
to increased use of hospital resources for 
COVID-related care and restricted access 
for non-COVID patients. How that de-
cline in screening rates could impact in-
creased diagnoses, more advanced stages 
of cancer, and changes in mortality rates, 
is a real concern.  That is why VA asks all 
healthcare providers to talk to Veterans 
about scheduling cancer screening ap-
pointments they may qualify for today. 
VA provides a safe environment for pa-
tients and staff to ensure they receive the 
care they need. 

COVID has highlighted what we already 
knew: the importance of cancer screen-
ings. Cancer screenings can detect can-
cer earlier when the outcome from 
treatment is better. It is also important 
for all Veterans — and every person — 
to live a healthy lifestyle through diet, 
exercise, and regular check-ups with 
your health care providers. A healthy 
lifestyle can help decrease the chances 
of getting cancer and there’s good sci-
entific evidence that screening improves 
health outcomes, particularly with early 
diagnosis of lung cancer, cervical cancer, 

colorectal cancer, and breast cancer.

Veterans are at a higher risk for lung can-
cer than the general population.  Approx-
imately 1-2 million Veterans are at risk 
of developing lung cancer. Recent rec-
ommendations for lung cancer screening 
increase the number of persons eligible.  
Screening is based on age, the amount 
of smoking that occurred and the time 
since smoking stopped. Under the old 
guidelines, screening was recommended 
if you smoked at least 30 packs per year, 
and now it’s 20 packs per year. So, if a Vet-
eran is between 50 and 80 years old and 
currently smokes cigarettes or quit with-
in the past 15 years, he or she should be 
screened for lung cancer. 

For other cancers such as colorectal 
cancer, VA follows the US Preventive 
Services Task Force which now recom-
mends starting at 45, rather than 50. The 
recommended age to start screening for 

colorectal cancer was decreased because 
VA and others were seeing an increase in 
the number of individuals younger than 
50 getting colon cancer. 
There are varying options for colon cancer 
screening.  The frequency that colonos-
copies can be done depends on wheth-
er polyps are found. Polyps are benign 
growths that could lead to colon cancer. 
With more care being delivered virtually, 
another option is conducting a FIT (fecal 
immunochemical test) test, which should 
be done every year.  FIT can be done at 
home and returned by mail. Abnormal 
FIT results should be followed up with 
colonoscopy. 

Screenings for breast cancer should start 
by age 45 and cervical cancer screening 
is recommended for women starting at 
age 21. Prostate cancer impacts 11,500 
Veterans each year and providers are en-
couraged to help Veterans reduce their 
risk by maintaining a healthy weight, 
stop smoking, reduce stress in their life, 

Dr. Carolyn Clancy. Photo courtesy of VHA

Dr. Michael Kelley. Photo courtesy of VHA
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and speak regularly with their primary 
care provider about screening if they are 
between the ages of 55-69.

Cancer screening is a vital piece of the 
care and services provided to Veterans 
through VA’s National Oncology Program 
(NOP). The sooner cancer is caught, the 
sooner our expert clinical teams can treat 
Veterans. NOP promotes and provides 

the infrastructure for delivering person-
alized medicine across the enterprise, 
matching Veterans to the right cancer 
treatment for them.

NOP is implementing new tools to im-
prove treatments and health outcomes. 
These innovative methods can lead to 
better outcomes such as less damage to 
the body because the drugs often have 
fewer side effects.   

Through the National TeleOncology ser-
vice, VA has specialized oncologist affil-
iated with the National Cancer Institute. 
It’s an integrated approach which in-
cludes the oncologist, registered nurses, 
advanced practice providers, social work-
ers, and clinical pharmacy specialists. 
This virtual care team is available for Vet-
erans to receive the highest quality cancer 
care no matter where they live. 

VA is committed to providing a system of 
equal access to equal care to achieve equal 
outcomes. So, whether a Veteran is visiting 
a VA Medical Center in person or receiving 
care remotely, VA’s system of equal access 
is reducing barriers in cancer screening, 
detection, treatment, and prevention. 

For all of VA’s National Oncology Pro-
gram’s achievements in cancer care, our 
message remains consistent — cancer 
screening improves outcomes. The most 
important take-away message for Vet-
erans is to get screened for cancer. As a 
health professional, talk to Veterans in 
your care about the importance of sched-
uling their next screening.

For more information about VA’s oncolo-
gy services visit:

cancer.va.gov

“I just want to thank the VA health care system. I was scheduled for lung cancer screening. To my surprise they found it and removed the upper lobe of 
my right lung. I thank God this screening is being used to detect cancer early”, Donald Wallace, U.S. Navy Veteran. Photo courtesy of VHA

Veterans are at a higher 
risk for lung cancer than 
the general population.  

Approximately 1-2 million 
Veterans are at risk of 

developing lung cancer. 

Veterans
ONCOLOGY
3 Stories from Women Breast Cancer Survivors 
Who Fought the Fight and Won: VA North Texas 
Health Care System  
Where Are They Now? 3 Breast Cancer Survivors Update Their Stories

By Jennifer Roy, Public Affairs Specialist, VA North Texas Health Care System 

According to the American Cancer Soci-
ety, more than 290,000 people will be di-
agnosed with breast cancer this year. The 
good news is that survival rates increase 
with early detection -there are more than 
3.8 million breast cancer survivors living 
in the United States today. 

U.S. Army Veterans Nelda Hanson, Patsy 
Shipman, and Tawana Bridges share how 
they have continued to live their lives to 
the fullest after a breast cancer diagnosis. 

Nelda Hanson’s Story: 
In 2014, Hanson was diagnosed with 
stage 3 breast cancer. Now in remission, 
she continues to be a fighter and a fierce 
survivor. 

“I survived cancer, and I’m going to 
continue to survive,” said Hanson. “My 
health is good I think, other than the 
regular arthritis pains and old age stuff.”

Hanson continues to find joy in life and 
make each day count. She was recently 
tagged with the nickname, “Blue,” be-
cause of her distinctive hair color. A 
bright purple dye job faded into a light 
blue, Hanson liked the look and decided 
to stick with it for a while. 

When asked why she originally chose 
purple, she grinned and replied, “That’s 
the only color my cousin had at the time.”  

At the same time Hanson was battling 
cancer in 2014, her husband of 40 years 
lost his own cancer fight. 

A second chance at love surprised her 
a short time later when she met a U.S. 
Air Force Veteran while at the Dallas VA 
Medical Center for a medical appoint-
ment. The two hit it off and a friendship 
eventually developed into commitment 
and marriage.

“As long as you are here, make your-
self laugh somehow, or have somebody 
make you laugh,” said Hanson. “Stay 
happy, be happy because you’re still here. 
You’re not going to let cancer beat you. 
Don’t let it beat you and if it does, well, 
you fought a good fight and know that 
you did your best.”

Patsy Shipman-Knight’s Story:  
With three children,  13 grandchildren, 
and four great-grandkids, 75-year-old 
Shipman stays busy.  So when she was 

diagnosed with breast cancer during a 
routine mammogram in 2016, she was 
grateful the team at the Dallas VA found 
the cancer early so she could quickly un-
dergo treatment. Shipman is now in re-
mission, stresses the importance of all 
routine checkups and credits VA with 
keeping her alive.  
 
“Although I don’t like going to the doctor 
myself, the VA took care of me and the 
older you get, you need to stay on top of 
things,” said Shipman. “The VA has been 
there for me to keep me healthy and 
happy.”
 
Shipman works a full-time job and gets 

Army Veteran Nelda Hanson beat cancer in 
2014 thanks to VA North Texas Health Care 
System. Photo courtesy of VHA

Army Veteran Pasty Shipman strongly 
recommends routine checkups and thanks her 
routine mammogram at VA North VA North 
Texas for catching her breast cancer early.   
Photo courtesy of VHA

continued on page 109
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   NCCN makes no warranties of any kind whatsoever regarding their content, use, or application and disclaims any responsibility for their application or use in any way. 
2L=second line; NCCN=National Comprehensive Cancer Network.

NCCN CLINICAL PRACTICE GUIDELINES IN ONCOLOGY (NCCN GUIDELINES®): Sacituzumab govitecan-hziy 
(TRODELVY) is recommended as a preferred treatment option* for adult patients with unresectable locally advanced or 
mTNBC who have received two or more prior systemic therapies, at least one of them for metastatic disease.1,2

for 2L and later mTNBCPREFERRED NCCN

For adult patients with unresectable locally advanced or metastatic triple-negative breast cancer (mTNBC) who 
have received 2 or more prior systemic therapies, at least one of them for metastatic disease 

* TRODELVY was studied in ASCENT, a phase 3, randomized, active-controlled, open-label trial. Patients were randomized (1:1) to receive TRODELVY 
10 mg/kg as an intravenous infusion on Days 1 and 8 of a 21-day cycle (n=267) or physician's choice of single-agent chemotherapy (n=262), 
which included eribulin, vinorelbine, gemcitabine, or capecitabine. Patients were treated until disease progression or unacceptable toxicity. 
The e�  cacy analysis included Progression-Free Survival (PFS) in brain metastases-negative patients (primary endpoint) by BICR based on RECIST 
1.1 criteria, PFS for the full population (all patients with and without brain metastases), and Overall Survival (OS) vs single-agent chemotherapy.3

     •  88% of the full population were brain-met negative.1 Results in these patients were similar to those seen in the full population (all 
randomized patients).3 See exploratory � ndings for brain-met positive population at TRODELVYHCP.com

     •  13% of patients in the TRODELVY group in the full population received only 1 prior line of systemic therapy in the metastatic setting (in 
addition to having disease recurrence or progression within 12 months of neoadjuvant/adjuvant systemic therapy). E�  cacy results for this 
subgroup of patients were consistent with those who had received at least 2 prior lines in the metastatic setting1

INDICATION
TRODELVY® (sacituzumab govitecan-hziy) is a Trop-2-directed antibody and 
topoisomerase inhibitor conjugate indicated for the treatment of adult patients 
with unresectable locally advanced or metastatic triple-negative breast cancer 
(mTNBC) who have received two or more prior systemic therapies, at least one 
of them for metastatic disease.

IMPORTANT SAFETY INFORMATION
BOXED WARNING: NEUTROPENIA AND DIARRHEA
•  Severe or life-threatening neutropenia may occur. Withhold TRODELVY 

for absolute neutrophil count below 1500/mm3 or neutropenic fever. 
Monitor blood cell counts periodically during treatment. Consider G-CSF 
for secondary prophylaxis. Initiate anti-infective treatment in patients 
with febrile neutropenia without delay.

•  Severe diarrhea may occur. Monitor patients with diarrhea and give � uid 
and electrolytes as needed. Administer atropine, if not contraindicated, 
for early diarrhea of any severity. At the onset of late diarrhea, evaluate 
for infectious causes and, if negative, promptly initiate loperamide. If 
severe diarrhea occurs, withhold TRODELVY until resolved to ≤Grade 1 
and reduce subsequent doses.

CONTRAINDICATIONS
• Severe hypersensitivity reaction to TRODELVY.

WARNINGS AND PRECAUTIONS
Neutropenia: Severe, life-threatening, or fatal neutropenia can occur and may 
require dose modi� cation. Neutropenia occurred in 61% of patients treated with 
TRODELVY. Grade 3-4 neutropenia occurred in 47% of patients. Febrile 
neutropenia occurred in 7%. Withhold TRODELVY for absolute neutrophil count 
below 1500/mm3 on Day 1 of any cycle or neutrophil count below 1000/mm3 on 
Day 8 of any cycle. Withhold TRODELVY for neutropenic fever. 
Diarrhea: Diarrhea occurred in 65% of all patients treated with TRODELVY. 
Grade 3-4 diarrhea occurred in 12% of patients. One patient had intestinal 
perforation following diarrhea. Neutropenic colitis occurred in 0.5% of patients. 
Withhold TRODELVY for Grade 3-4 diarrhea and resume when resolved to 
≤Grade 1. At onset, evaluate for infectious causes and if negative, promptly 
initiate loperamide, 4 mg initially followed by 2 mg with every episode of 
diarrhea for a maximum of 16 mg daily. Discontinue loperamide 12 hours after 
diarrhea resolves. Additional supportive measures (e.g., � uid and electrolyte 
substitution) may also be employed as clinically indicated. Patients who exhibit 
an excessive cholinergic response to treatment can receive appropriate 
premedication (e.g., atropine) for subsequent treatments.
Hypersensitivity and Infusion-Related Reactions: Serious hypersensitivity 
reactions including life-threatening anaphylactic reactions have occurred with 
TRODELVY. Severe signs and symptoms included cardiac arrest, hypotension, 
wheezing, angioedema, swelling, pneumonitis, and skin reactions. 
Hypersensitivity reactions within 24 hours of dosing occurred in 37% of patients. 
Grade 3-4 hypersensitivity occurred in 2% of patients. The incidence of 
hypersensitivity reactions leading to permanent discontinuation of TRODELVY 
was 0.3%. The incidence of anaphylactic reactions was 0.3%. Pre-infusion 
medication is recommended. Observe patients closely for hypersensitivity and 
infusion-related reactions during each infusion and for at least 30 minutes after 
completion of each infusion. Medication to treat such reactions, as well as 
emergency equipment, should be available for immediate use. Permanently 
discontinue TRODELVY for Grade 4 infusion-related reactions.

Nausea and Vomiting: Nausea occurred in 66% of all patients treated with 
TRODELVY and Grade 3 nausea occurred in 4% of these patients. Vomiting occurred 
in 39% of patients and Grade 3-4 vomiting occurred in 3% of these patients. 
Premedicate with a two or three drug combination regimen (e.g., dexamethasone 
with either a 5-HT3 receptor antagonist or an NK1 receptor antagonist as well as 
other drugs as indicated) for prevention of chemotherapy-induced nausea and 
vomiting (CINV). Withhold TRODELVY doses for Grade 3 nausea or Grade 3-4 
vomiting and resume with additional supportive measures when resolved to 
Grade ≤1. Additional antiemetics and other supportive measures may also be 
employed as clinically indicated. All patients should be given take-home medications 
with clear instructions for prevention and treatment of nausea and vomiting.
Increased Risk of Adverse Reactions in Patients with Reduced UGT1A1 
Activity: Patients homozygous for the uridine diphosphate-glucuronosyl 
transferase 1A1 (UGT1A1)*28 allele are at increased risk for neutropenia, febrile 
neutropenia, and anemia and may be at increased risk for other adverse reactions 
with TRODELVY. The incidence of Grade 3-4 neutropenia was 67% in patients 
homozygous for the UGT1A1*28, 46% in patients heterozygous for the UGT1A1*28 
allele and 46% in patients homozygous for the wild-type allele. The incidence of 
Grade 3-4 anemia was 25% in patients homozygous for the UGT1A1*28 allele, 
10% in patients heterozygous for the UGT1A1*28 allele, and 11% in patients 
homozygous for the wild-type allele. Closely monitor patients with known reduced 
UGT1A1 activity for adverse reactions. Withhold or permanently discontinue 
TRODELVY based on clinical assessment of the onset, duration and severity of 
the observed adverse reactions in patients with evidence of acute early-onset or 
unusually severe adverse reactions, which may indicate reduced UGT1A1 function.
Embryo-Fetal Toxicity: Based on its mechanism of action, TRODELVY can cause 
teratogenicity and/or embryo-fetal lethality when administered to a pregnant 
woman. TRODELVY contains a genotoxic component, SN-38, and targets rapidly 
dividing cells. Advise pregnant women and females of reproductive potential of 
the potential risk to a fetus. Advise females of reproductive potential to use 
e� ective contraception during treatment with TRODELVY and for 6 months after 

the last dose. Advise male patients with female partners of reproductive 
potential to use e� ective contraception during treatment with TRODELVY and 
for 3 months after the last dose.

ADVERSE REACTIONS
In the ASCENT study (IMMU-132-05), the most common adverse reactions 
(incidence ≥25%) were fatigue, neutropenia, diarrhea, nausea, alopecia, anemia, 
constipation, vomiting, abdominal pain, and decreased appetite. The most 
frequent serious adverse reactions (SAR) (>1%) were neutropenia (7%), 
diarrhea (4%), and pneumonia (3%). SAR were reported in 27% of patients, 
and 5% discontinued therapy due to adverse reactions. The most common 
Grade 3-4 lab abnormalities (incidence ≥25%) in the ASCENT study were 
reduced neutrophils, leukocytes, and lymphocytes.

DRUG INTERACTIONS
UGT1A1 Inhibitors: Concomitant administration of TRODELVY with inhibitors of 
UGT1A1 may increase the incidence of adverse reactions due to potential 
increase in systemic exposure to SN-38. Avoid administering UGT1A1 inhibitors 
with TRODELVY.
UGT1A1 Inducers: Exposure to SN-38 may be substantially reduced in patients 
concomitantly receiving UGT1A1 enzyme inducers. Avoid administering UGT1A1 
inducers with TRODELVY.

TRODELVY, the TRODELVY logo, GILEAD and the GILEAD logo are trademarks of Gilead Sciences, Inc., 
or its related companies. 
© 2022 Gilead Sciences, Inc. All rights reserved. US-TROP-0175 01/22

EXPLORE MORE POSSIBILITIES. SCAN TO VISIT TRODELVYHCP.COM.

BICR=blinded, independent, central review; brain-met=brain metastases; CI=con� dence interval; HR=hazard ratio; OS=Overall Survival; PFS=Progression-Free Survival; 
RECIST=Response Evaluation Criteria in Solid Tumors.

References: 1. TRODELVY [package insert]. Foster City, CA: Gilead Sciences, Inc.; 
October 2021. 2. Referenced with permission from the NCCN Clinical Practice Guidelines 
in Oncology (NCCN Guidelines®) for Breast Cancer v.8 2021. © National Comprehensive 
Cancer Network, Inc. 2021. All rights reserved. Accessed September 13, 2021. To view the 
most recent and complete version of the guidelines, go online to NCCN.org. 3. Bardia A, 
Hurvitz SA, Tolaney SM, et al. Sacituzumab govitecan in metastatic triple-negative 
breast cancer. N Engl J Med. 2021;384(16):1529-1541. doi: 10.1056 /NEJMoa2028485.

Please see Brief Summary of full Prescribing Information, including 
BOXED WARNING, on the next page.

PROVEN SURVIVAL BENEFIT IN 2L AND LATER mTNBC
IN THE PHASE 3 ASCENT TRIAL*

12.1 months with TRODELVY (95% CI: 10.7–14.0) (n=235) vs 
6.7 months with single-agent chemotherapy (95% CI: 5.8–7.7) (n=233); 

HR: 0.48 (95% CI: 0.38-0.59) P<.001

5.6 months with TRODELVY (95% CI: 4.3–6.3) (n=235) vs 
1.7 months with single-agent chemotherapy (95% CI: 1.5–2.6) (n=233); 

HR: 0.41 (95% CI: 0.32-0.52) P<.001

In the full population1*
•  Median PFS was 4.8 months for TRODELVY (95% CI: 4.1–5.8) (n=267) 

vs 1.7 months with single-agent chemotherapy (95% CI: 1.5–2.5) 
(n=262); HR: 0.43 (95% CI: 0.35-0.54) P<.0001

In the full population1*
•  Median OS was 11.8 months for TRODELVY (95% CI: 10.5–13.8) (n=267) 

vs 6.9 months with single-agent chemotherapy (95% CI: 5.9–7.6) (n=262); 
HR: 0.51 (95% CI: 0.41-0.62) P<.0001

3X LONGER
MEDIAN PFS

than single-agent chemotherapy

1 YEAR
MEDIAN OS

PROVEN SURVIVAL BENEFIT IN 2L AND LATER mTNBC
IN THE PHASE 3 ASCENT TRIAL*

12.1 months with TRODELVY (95% CI: 10.7–14.0) (n=235) vs 
6.7 months with single-agent chemotherapy (95% CI: 5.8–7.7) (n=233); 

HR: 0.48 (95% CI: 0.38-0.59) P<.001

5.6 months with TRODELVY (95% CI: 4.3–6.3) (n=235) vs 
1.7 months with single-agent chemotherapy (95% CI: 1.5–2.6) (n=233); 

HR: 0.41 (95% CI: 0.32-0.52) P<.001

In the full population1*
•  Median PFS was 4.8 months for TRODELVY (95% CI: 4.1–5.8) (n=267) 

vs 1.7 months with single-agent chemotherapy (95% CI: 1.5–2.5) 
(n=262); HR: 0.43 (95% CI: 0.35-0.54) P<.0001

In the full population1*
•  Median OS was 11.8 months for TRODELVY (95% CI: 10.5–13.8) (n=267) 

vs 6.9 months with single-agent chemotherapy (95% CI: 5.9–7.6) (n=262); 
HR: 0.51 (95% CI: 0.41-0.62) P<.0001

3X LONGER
MEDIAN PFS

than single-agent chemotherapy

1 YEAR
MEDIAN OS

In brain-met negative 
population3*

In brain-met negative 
population3*

2L=second line; NCCN=National Comprehensive Cancer Network. RECIST=Response Evaluation Criteria in Solid Tumors.

TRODELVY® (sacituzumab govitecan-hziy) is indicated for adult patients with unresectable locally advanced or 
metastatic triple-negative breast cancer (mTNBC) who have received two or more prior systemic therapies, at least one 
of them for metastatic disease.

SACITUZUMAB GOVITECAN-HZIY (TRODELVY) 
IS AN NCCN-PREFERRED TREATMENT OPTION,*  

AS EARLY AS 2L FOR mTNBC1,2
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up every day  to  care for her two birds 
and two fish.  She enjoys listening to 
her  radio at home with country tunes 
or taking a drive with her  favorite El-
vis songs playing through the speakers.
 
“I take it one day at a time,” said Ship-
man. “I didn’t think I would live this 
long, so I am enjoying every minute. I 
stay chipper as much as I can.”
 
Shipman recently had a life changing eye 
surgery to correct her vision. She had 
worn glasses since a very young age and 
now she only needs glasses to read. 
 
“I look at every day as another day I am 
given to explore,” said Shipman. “I try 
not to let the little things get to me.”

Tawana Bridges’ Story: 
After going through chemotherapy, a 
surgery, and radiation at the Dallas VA, 
Bridges was approaching her fifth year in 
remission. Then in September 2021, she 
felt another lump. 

“My initial reaction was, oh, here we 
go again,” said Bridges. “After five years 
thinking I’m going to celebrate a success, 
it was just a lot all at once, but I am a 
fighter. I have two kids to live for and 
so, I get up every day and just try to be 

the best person I can be and not think, 
‘Okay, I have cancer.’”

Bridges, who retired from the Army af-
ter 20 years, called her doctor and was 
seen right away. Her greatest fear was 
confirmed. 
 
Soume Foshee, MD, a radiologist at the 
VA North Texas Health Care System, 
said Bridges has been an inspiration to 
the staff at Dallas VA because of her re-
markable strength and positive energy. 

“My nurses and doctors have been won-
derful,” said Bridges “Everybody is car-
ing, they know me every time I come in. 
They care about my family. They always 
ask me how my kids are doing. The VA 
is wonderful.”

This mother of two isn’t letting her most 
recent diagnosis slow her down. 

“I know the medication I take kind of 
bloats me; however, I’m still on the posi-
tive side and I’ve never let things get me 
down,” said Bridges. “I get up every day 
and get dressed up because if you get 
yourself together it actually makes you 
feel better. I try to always keep a posi-
tive outlook and positive people around 
and not negative vibes because if you do, 
those negative vibes will just drain you.”

Whole health is a priority for Bridges. She 
stays active by regularly going to the gym 
and makes healthy choices in her daily life. 

“Keep the faith, keep fighting, and just 
keep hope alive,” said Bridges. “I think 
keeping a positive attitude has a lot to do 
with your wellbeing.”

Partner in the Fight
All three Veterans receive their care at 
the Women’s Mammography Suite locat-
ed inside the Dallas VA Medical Center. 
, The suite opened in 2013 and  provides 
a spa-like environment for women during 
stressful examinations, procedures, and 
treatments; but more importantly, respects 
their privacy and protects their safety. 

Foshee and her staff have helped count-
less Veterans beat cancer over the years.

“Working with veterans for the past 13 
years has been remarkably rewarding 
especially when helping women navi-
gate breast cancer,” said Foshee, who is 
board certified in Diagnostic Radiology. 
“I have shared the journey with so many 
women and repeatedly, have admired 
their strength, resilience, and grace 
during the toughest of times.”

Army Veteran Tawana Bridges continues to keep 
her spirits up as she is determined to not let 
cancer keep her down.  Photo courtesy of VHA

Dr. Soume Foshee, VA North Texas Radiologist, talks with breast cancer survivor and U.S. Army Veteran, 
Nelda Hanson in the mammography suite at the Dallas VA Medical Center. Photo courtesy of VHA

TRODELVY® (sacituzumab govitecan-hziy) for injection, for intravenous use
Brief Summary of full Prescribing Information. See full Prescribing Information. Rx Only.
WARNING: NEUTROPENIA AND DIARRHEA
•  Severe or life-threatening neutropenia may occur. Withhold TRODELVY for absolute neutrophil count 

below 1500/mm3 or neutropenic fever. Monitor blood cell counts periodically during treatment. Consider 
G-CSF for secondary prophylaxis. Initiate anti-infective treatment in patients with febrile neutropenia 
without delay.

•  Severe diarrhea may occur. Monitor patients with diarrhea and give fl uid and electrolytes as needed. 
Administer atropine, if not contraindicated, for early diarrhea of any severity. At the onset of late 
diarrhea, evaluate for infectious causes and, if negative, promptly initiate loperamide. If severe diarrhea 
occurs, withhold TRODELVY until resolved to ≤ Grade 1 and reduce subsequent doses.

[See Warnings and Precautions and Dosage and Administration]
INDICATIONS AND USAGE
Also see Clinical Studies
TRODELVY (sacituzumab govitecan-hziy) is a Trop-2-directed antibody and topoisomerase inhibitor conjugate indicated 
for the treatment of adult patients with:
•  Unresectable locally advanced or metastatic triple-negative breast cancer (mTNBC) who have received two or more prior 

systemic therapies, at least one of them for metastatic disease.
•  Locally advanced or metastatic urothelial cancer (mUC) who have previously received a platinum-containing 

chemotherapy and either programmed death receptor-1 (PD-1) or programmed death-ligand 1 (PD-L1) inhibitor. This 
indication is approved under accelerated approval based on tumor response rate and duration of response. Continued 
approval for this indication may be contingent upon veri� cation and description of clinical bene� t in a con� rmatory trial.

DOSAGE AND ADMINISTRATION
Also see Warnings and Precautions
Do NOT substitute TRODELVY for or use with other drugs containing irinotecan or its active metabolite SN-38.
The recommended dose of TRODELVY is 10 mg/kg administered as an intravenous infusion once weekly on Days 1 and 
8 of 21-day treatment cycles. Continue treatment until disease progression or unacceptable toxicity. Do not administer 
TRODELVY at doses greater than 10 mg/kg. Administer TRODELVY as an intravenous infusion only. Do not administer as an 
intravenous push or bolus.
•  First infusion: Administer infusion over 3 hours. Observe patients during the infusion and for at least 30 minutes 

following the initial dose, for signs or symptoms of infusion-related reactions.
•  Subsequent infusions: Administer infusion over 1 to 2 hours if prior infusions were tolerated. Observe patients during the 

infusion and for at least 30 minutes after infusion.
•  Premedication: Prior to each dose of TRODELVY, premedication for prevention of infusion reactions and prevention of 

chemotherapy-induced nausea and vomiting (CINV) is recommended. Premedicate with antipyretics, H1 and H2 blockers 
prior to infusion, and corticosteroids may be used for patients who had prior infusion reactions. Premedicate with a two 
or three drug combination regimen (e.g., dexamethasone with either a 5-HT3 receptor antagonist or an NK1 receptor 
antagonist, as well as other drugs as indicated).

Dose Modifi cations for Infusion-related Reactions: Slow or interrupt the infusion rate of TRODELVY if the patient 
develops an infusion-related reaction. Permanently discontinue TRODELVY for life-threatening infusion-related reactions.
Dose Modifi cations for Adverse Reactions: Withhold or discontinue TRODELVY to manage adverse reactions as 
described below. Do not re-escalate the TRODELVY dose after a dose reduction for adverse reactions has been made. 
Severe Neutropenia, de� ned as Grade 4 neutropenia ≥7 days, OR Grade 3 febrile neutropenia (absolute neutrophil count 
or ANC <1000/mm3 and fever ≥38.5°C), OR at time of scheduled treatment, Grade 3-4 neutropenia which delays dosing 
by 2 or 3 weeks for recovery to ≤ Grade 1:
•  At � rst occurrence, 25% dose reduction and administer granulocyte-colony stimulating factor (G-CSF). At second 

occurrence, 50% dose reduction. At third occurrence, discontinue TRODELVY.
•  At time of scheduled treatment, if Grade 3-4 neutropenia occurs which delays dosing beyond 3 weeks for recovery to 

≤Grade 1, discontinue TRODELVY at � rst occurrence.
Severe Non-Neutropenic Toxicity, de� ned as Grade 4 non-hematologic toxicity of any duration, OR any Grade 3-4 nausea, 
vomiting or diarrhea due to treatment that is not controlled with antiemetics and anti-diarrheal agents, OR other Grade 3-4 
non-hematologic toxicity persisting >48 hours despite optimal medical management, OR at time of scheduled treatment, 
Grade 3-4 non-neutropenic hematologic or non-hematologic toxicity, which delays dose by 2 or 3 weeks for recovery to 
≤Grade 1:
•  At � rst occurrence, 25% dose reduction. At second occurrence, 50% dose reduction. At third occurrence, discontinue 

TRODELVY.
•  In the event of Grade 3-4 non-neutropenic hematologic or non-hematologic toxicity, which does not recover to ≤Grade 1 

within 3 weeks, discontinue TRODELVY at � rst occurrence.
CONTRAINDICATIONS
Also see Warnings and Precautions
TRODELVY is contraindicated in patients who have experienced a severe hypersensitivity reaction to TRODELVY.
WARNINGS AND PRECAUTIONS
Also see BOXED WARNING, Dosage and Administration, Contraindications, Clinical Pharmacology, Nonclinical 
Toxicology, and Use in Speci� c Populations
Neutropenia: Severe, life-threatening, or fatal neutropenia can occur in patients treated with TRODELVY. Neutropenia 
occurred in 61% of patients treated with TRODELVY. Grade 3-4 neutropenia occurred in 47% of patients. Febrile 
neutropenia occurred in 7% of patients. Withhold TRODELVY for ANC below 1500/mm3 on Day 1 of any cycle or neutrophil 
count below 1000/mm3 on Day 8 of any cycle. Withhold TRODELVY for neutropenic fever. Dose modi� cations may be 
required due to neutropenia.
Diarrhea: TRODELVY can cause severe diarrhea. Diarrhea occurred in 65% of all patients treated with TRODELVY. Grade 3-4 
diarrhea occurred in 12% of all patients treated with TRODELVY. One patient had intestinal perforation following diarrhea. 
Neutropenic colitis occurred in 0.5% of patients. Withhold TRODELVY for Grade 3-4 diarrhea at the time of scheduled 
treatment administration and resume when resolved to ≤ Grade 1. At the onset of diarrhea, evaluate for infectious causes 
and if negative, promptly initiate loperamide, 4 mg initially followed by 2 mg with every episode of diarrhea for a 
maximum of 16 mg daily. Discontinue loperamide 12 hours after diarrhea resolves. Additional supportive measures (e.g., 
� uid and electrolyte substitution) may also be employed as clinically indicated. Patients who exhibit an excessive 
cholinergic response to treatment with TRODELVY (e.g., abdominal cramping, diarrhea, salivation, etc.) can receive 
appropriate premedication (e.g., atropine) for subsequent treatments.
Hypersensitivity and Infusion-Related Reactions: Serious hypersensitivity reactions including life-threatening 
anaphylactic reactions have occurred with TRODELVY treatment. Severe signs and symptoms included cardiac arrest, 
hypotension, wheezing, angioedema, swelling, pneumonitis, and skin reactions. Hypersensitivity reactions within 24 
hours of dosing occurred in 37% of patients treated with TRODELVY. Grade 3-4 hypersensitivity occurred in 2% of patients. 
The incidence of hypersensitivity reactions leading to permanent discontinuation of TRODELVY was 0.3%. The incidence of 
anaphylactic reactions was 0.3%. Premedication for infusion reactions in patients receiving TRODELVY is recommended. 
Have medications and emergency equipment to treat infusion-related reactions, including anaphylaxis, available for 
immediate use when administering TRODELVY. Closely monitor patients for hypersensitivity and infusion-related reactions 
during each infusion and for at least 30 minutes after completion of each infusion. Permanently discontinue TRODELVY for 
Grade 4 infusion-related reactions.
Nausea and Vomiting: TRODELVY is emetogenic. Nausea occurred in 66% of all patients treated with TRODELVY. Grade 3 
nausea occurred in 4% of patients. Vomiting occurred in 39% of patients. Grade 3-4 vomiting occurred in 3% of these 
patients. Premedicate with a two or three drug combination regimen (e.g., dexamethasone with either a 5-HT3 receptor 
antagonist or an NK1 receptor antagonist as well as other drugs as indicated) for prevention of CINV. Withhold TRODELVY 
doses for Grade 3 nausea or Grade 3-4 vomiting and resume with additional supportive measures when resolved to 

≤Grade1. Additional antiemetics and other supportive measures may also be employed as clinically indicated. All patients 
should be given take-home medications with clear instructions for prevention and treatment of nausea and vomiting.
Increased Risk of Adverse Reactions in Patients with Reduced UGT1A1 Activity: Patients homozygous for the 
uridine diphosphate-glucuronosyl transferase 1A1 (UGT1A1)*28 allele are at increased risk for neutropenia, febrile 
neutropenia, and anemia and may be at increased risk for other adverse reactions with TRODELVY. The incidence of 
neutropenia and anemia was analyzed in 701 patients who received TRODELVY and had UGT1A1 genotype results. The 
incidence of Grade 3-4 neutropenia was 67% in patients homozygous for the UGT1A1*28 (n=87), 46% in patients 
heterozygous for the UGT1A1*28 allele (n=301), and 46% in patients homozygous for the wild-type allele (n=313). The 
incidence of Grade 3-4 anemia was 25% in patients homozygous for the UGT1A1*28 allele, 10% in patients heterozygous 
for the UGT1A1*28 allele, and 11% in patients homozygous for the wild-type allele. Closely monitor patients with known 
reduced UGT1A1 activity for adverse reactions. Withhold or permanently discontinue TRODELVY based on onset, duration, 
and severity of the observed adverse reactions in patients with evidence of acute early-onset or unusually severe adverse 
reactions, which may indicate reduced UGT1A1 enzyme activity.
Embryo-Fetal Toxicity: Based on its mechanism of action, TRODELVY can cause teratogenicity and/or embryo-fetal 
lethality when administered to a pregnant woman. TRODELVY contains a genotoxic component, SN-38, and targets 
rapidly dividing cells. Advise pregnant women and females of reproductive potential of the potential risk to a fetus. Advise 
females of reproductive potential to use e� ective contraception during treatment with TRODELVY and for 6 months after 
the last dose. Advise male patients with female partners of reproductive potential to use e� ective contraception during 
treatment with TRODELVY and for 3 months after the last dose.
ADVERSE REACTIONS
Also see BOXED WARNING, Warnings and Precautions, and Clinical Studies
The pooled safety population described in the Warnings and Precautions section re� ect exposure to TRODELVY as a 
single agent in 795 patients from three studies, IMMU-132-01, IMMU-132-05 and IMMU-132-06 which included 366 
patients with mTNBC who had received prior systemic chemotherapy for advanced disease and 180 patients with mUC. 
Among the 795 patients treated with TRODELVY, the median duration of treatment was 4.1 months (range: 0 to 59 months). 
The most common (≥ 25%) adverse reactions were nausea (66%), diarrhea (65%), fatigue (62%), neutropenia (61%), 
alopecia (45%), anemia (42%), vomiting (39%), constipation (37%), decreased appetite (34%), rash (32%) and 
abdominal pain (28%).
Metastatic Triple-Negative Breast Cancer
The safety of TRODELVY was evaluated in a randomized, active-controlled, open-label trial (ASCENT, IMMU-132-05) in 
patients with mTNBC who had previously received a taxane and at least two prior therapies. Patients were randomized 
(1:1) to receive either TRODELVY (n=258) or single agent chemotherapy (n=224) and were treated until disease 
progression or unacceptable toxicity. For patients treated with TRODELVY, the median duration of treatment was 4.4 
months (range: 0 to 23 months). Serious adverse reactions occurred in 27% of patients, and those in > 1% included 
neutropenia (7%), diarrhea (4%), and pneumonia (3%). Fatal adverse reactions occurred in 1.2% of patients, including 
respiratory failure (0.8%) and pneumonia (0.4%). TRODELVY was permanently discontinued for adverse reactions in 5% 
of patients. These adverse reactions (≥1%) were pneumonia (1%) and fatigue (1%). The most frequent (≥5%) adverse 
reactions leading to a treatment interruption in 63% of patients were neutropenia (47%), diarrhea (5%), respiratory 
infection (5%), and leukopenia (5%). The most frequent (>4%) adverse reactions leading to a dose reduction in 22% of 
patients were neutropenia (11%) and diarrhea (5%). G-CSF was used in 44% of patients who received TRODELVY. The 
most common adverse reactions (≥25%) were fatigue, neutropenia, diarrhea, nausea, alopecia, anemia, constipation, 
vomiting, abdominal pain, and decreased appetite. The most common Grade 3-4 lab abnormalities (≥25%) were 
decreased neutrophils (49%), decreased leukocytes (41%), and decreased lymphocytes (31%).
Locally Advanced or Metastatic Urothelial Cancer
The safety of TRODELVY was evaluated in a single-arm, open-label study (TROPHY, IMMU-132-06) in patients (n=113) 
with mUC who had received previous platinum-based and anti-PD-1/PD-L1 therapy. Serious adverse reactions occurred in 
44% of patients, and those in >1% included infection (18%), neutropenia (12%, including febrile neutropenia in 10%), 
acute kidney injury (6%), urinary tract infection (6%), sepsis or bacteremia (5%), diarrhea (4%), anemia, venous 
thromboembolism, and small intestinal obstruction (3% each), pneumonia, abdominal pain, pyrexia, and 
thrombocytopenia (2% each). Fatal adverse reactions occurred in 3.6% of patients, including sepsis, respiratory failure, 
epistaxis, and completed suicide. TRODELVY was permanently discontinued for adverse reactions in 10% of patients. The 
most frequent of these adverse reactions was neutropenia (4%, including febrile neutropenia in 2%). The most common 
adverse reactions leading to dose interruption in 52% of patients were neutropenia (27%, including febrile neutropenia 
in 2%), infection (12%), and acute kidney injury (8%). The most common (>4%) adverse reactions leading to a dose 
reduction in 42% of patients were neutropenia (13%, including febrile neutropenia in 3%), diarrhea (11%), fatigue (8%), 
and infection (4%). G-CSF was used in 47% of patients who received TRODELVY. The most common adverse reactions 
(incidence ≥25%) were diarrhea, fatigue, neutropenia, nausea, any infection, alopecia, anemia, decreased appetite, 
constipation, vomiting, rash, and abdominal pain. The most common Grade 3-4 lab abnormalities (≥25%) were 
decreased neutrophils (43%), decreased leukocytes (38%), and decreased lymphocytes (35%). Other clinically signi� cant 
adverse reactions (≤15%) include: peripheral neuropathy (12%), sepsis or bacteremia (9%), and pneumonia (4%).
DRUG INTERACTIONS
Also see Warnings and Precautions and Clinical Pharmacology
UGT1A1 Inhibitors: Concomitant administration of TRODELVY with inhibitors of UGT1A1 may increase the incidence of 
adverse reactions due to potential increase in systemic exposure to SN-38. Avoid administering UGT1A1 inhibitors with 
TRODELVY.
UGT1A1 Inducers: Exposure to SN-38 may be substantially reduced in patients concomitantly receiving UGT1A1 enzyme 
inducers. Avoid administering UGT1A1 inducers with TRODELVY.
USE IN SPECIFIC POPULATIONS:
Also see Warnings and Precautions, Clinical Pharmacology, and Nonclinical Toxicology
Pregnancy: TRODELVY can cause teratogenicity and/or embryo-fetal lethality when administered to a pregnant woman. 
There are no available data in pregnant women to inform the drug-associated risk. Advise pregnant women and females 
of reproductive potential of the potential risk to a fetus.
Lactation: There is no information regarding the presence of sacituzumab govitecan-hziy or SN-38 in human milk, the 
e� ects on the breastfed child, or the e� ects on milk production. Because of the potential for serious adverse reactions in a 
breastfed child, advise women not to breastfeed during treatment and for 1 month after the last dose of TRODELVY.
Females and Males of Reproductive Potential: Verify the pregnancy status of females of reproductive potential prior 
to initiation. TRODELVY can cause fetal harm when administered to a pregnant woman. Advise females of reproductive 
potential to use e� ective contraception during treatment with TRODELVY and for 6 months after the last dose.
Males: Advise male patients with female partners of reproductive potential to use e� ective contraception during 
treatment with TRODELVY and for 3 months after the last dose.
Infertility: Based on � ndings in animals, TRODELVY may impair fertility in females of reproductive potential.
Pediatric Use: Safety and e� ectiveness of TRODELVY have not been established in pediatric patients.
Geriatric Use: Of the patients who received TRODELVY, 264/795 (33%) of all patients were ≥ 65 years old, and 11% were 
≥75 years old. No overall di� erences in safety and e� ectiveness were observed between these patients and younger patients.
Hepatic Impairment: No adjustment to the starting dose is required when administering TRODELVY to patients with 
mild hepatic impairment (bilirubin ≤ 1.5 ULN and AST/ALT < 3 ULN). The safety of TRODELVY in patients with moderate 
or severe hepatic impairment has not been established, and no recommendations can be made for the starting dose in 
these patients.
See PATIENT COUNSELING INFORMATION and FDA-approved patient labeling.

TRODELVY, the TRODELVY logo, GILEAD and the GILEAD logo are trademarks of Gilead Sciences, Inc., or its related companies.  © 2022 Gilead Sciences, Inc. All rights reserved. US-TROP-0175 01/22
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2 Veterans
PODIATRY
VA Amputation Prevention Initiative for Veterans: 
A Top Priority
Interview with Dr. Jeffrey Robbins, DPM, Podiatric Medical Director, Podiatry 
Services, U.S. Department of Veterans Affairs

By Tom Adams, Publisher of Armed Forces Medicine

The prevention of limb loss is truly one 
of the most important health goals for 
Veterans with diabetes and has been a 
VA clinical priority for over 30 years. Dr. 
Jeffrey Robbins, DPM, Podiatric Medical 
Director, Podiatry Services with the U.S. 
Department of Veterans Affairs, leads 
a team of professionals committed to 
helping every Veteran receive the most 
thorough collaboration with their health 
care providers. As with most every dis-
ease, the ability to prevent or determine 
onset of conditions such as wounds be-
fore they develop into major complica-
tions dramatically increases the ability to 
avoid amputations. It is my privilege to 
share this information by Dr. Robbins to 
help as many of our Veterans as possible.

Dr. Robbins, thanks for joining me 
today. Can you tell me about your 
background?

Thank you for allowing me to speak 
about a subject that I am very passion-
ate about, which is self-care education 
and amputation prevention. I serve as 
the national executive director for VHA 
podiatry services for VA Central Office 
in Washington, D.C. I am field based in 
Columbus, Ohio, and have been in this 
career for 25 years. When I began, I took 
over not only the podiatry program, but 
also the amputation prevention program 
which at that time was called Preserva-
tion, Amputation, Care and Treatment, 
formally known as PACT. It combined 
both amputation prevention and ampu-
tation treatment.

In 2013, PACT became Prevention of 
Amputation to Veterans Everywhere 
(PAVE), formally known as PAVE, and 

the Amputation System of Care, en-
abling both a prevention side and treat-
ment side.

Can you give some background 
info about VA’s amputation 
prevention program? 

VA’s podiatry operations have existed 
for more than 30 years. The amputation 
program was established by a Public Law 
in 1992 where Congress directed the VA 
to identify patients who had an amputa-
tion or were at risk of amputation as a 
special disability group.

Since then, there have been eight updates 
to the directive — our national policy 
for this program. The exciting part about 

having eight updates to the directive 
means that we have continued to look at 
the program and change it based on new 
science, new standards of care, new in-
novations and our experiences.

What is the estimate of patients 
you see in a year and how many 
podiatry clinics are there in VHA?

Each year, we see about 1.5 million pa-
tients and have approximately 135 podia-
try clinics at VA medical centers across the 
country.

What have you noticed changed 
over time with regard to the 
Veteran population’s type of 
health needs, how they are 
different today and how might 
they involve other specialists 
treating them for related health 
issues, such as diabetes, to be a 
part of this program?

In 2006 we started seeing soldiers re-
turning from Iraq and Afghanistan who 
were younger patients with traumatic 
amputations and not chronic diseases. 
Up until that point, VA podiatrists dealt 
mainly with amputations secondary to 
chronic diseases like diabetes, chronic 
kidney disease, occlusive arterial disease 
and sensory neuropathy. 

The good news is that we were dealing 
with almost all their needs except for 
one — mental health for adjustment 
disorder. As you can imagine, anyone 
losing a part of their body will likely go 
through an adjustment disorder. Going 
through this amidst a military conflict, 
considering all the other complicating 

mental health factors is even more pro-
found. Podiatry experts updated the di-
rective and included an offer of a mental 
health consultation for all patients who 
have undergone an amputation or for 
those who are about to undergo an am-
putation in an effort to deal with some of 
those issues. 

While I feel that VA has the best [ampu-
tation prevention program] — and is the 
benchmark for amputation prevention 
in the United States — we are still am-
putating too many limbs. There are still 
too many patients that are suffering an 
amputation that we think we can prevent 
if detected and treated early enough.

Would you say that perhaps other 
caregivers, such as primary care 
providers, would be a part of that 
too as the Veteran receives future 
care that they may be aware of 
these signs and also help be a 
part of that conduit?

By design, this program is an interdis-
ciplinary, patient-centered program 
developed in 1993, and designed specif-
ically to be interdisciplinary. In fact, the 
screening of every patient occurs in pri-
mary care. 

So, primary care is very much aware of 
it and in addition to that, another man-
date of the directive is that each medi-
cal center must have an interdisciplinary 
PAVE committee to discuss those issues 
and make sure all providers interacting 
with the patient understand their needs 
and at any point in the process, can ele-
vate the consult to mental health or oth-
er health area.

Describe the program’s 
development with regard to 
diabetes that is important for all 
specialties of a patient’s care to 
know about?

I think there are two things: One that oc-
curred because it allowed us to use tele-
health to a much greater degree. If you 
recall in 2020 around March, April and 
May, a lot of outpatient clinics shut down 
all over the country — not just VA. And 
as such, those high-risk patients that 
podiatry was seeing on a regular basis 

couldn’t come in. So, we were able to uti-
lize VA Video Connect to reach and tri-
age Veterans in their homes to make sure 
we provided at least visual surveillance 
and for problems, we were able to elevate 
those patients to come in face-to-face so 
we could avoid the ulcer and amputa-
tion. That worked well.

The second innovation from VA’s inno-
vation ecosystem, is the use of a remote 
temperature monitoring mat. It’s been 
in use for about five years. We’ve been 
using it for about three years or so and 
have pilot studies to assess its efficacy. 
This is a mat that, and imagine your scale 
at home, that if you have an at-risk con-
dition for amputation and you stand on 
it for twenty seconds a day — that’s all 
you need to do — it measures the tem-
perature in both of your feet at several 
points. If it identifies an increase in tem-
perature of 2.2 degrees Celsius, it im-
mediately contacts the company that we 
have providing the initial surveillance. 

Then, they contact the patient to say, ‘You 
have an elevation in your foot tempera-
ture and the advice of your clinician is to 
please make sure you are wearing your 
shoes and/or stay off of your feet, reduce 
your activity and re-image tomorrow.’ If 
the patient re-images the next day and 
their foot temperature is still high, their 
case is elevated to the clinician at the VA 
who intervenes and calls the patient and 
maybe does a visual inspection over vid-
eo or request an in-person inspection. 
The initial research on this device was 
to determine and identify a wound five 
weeks before it actually appears.

What is the rate of success if 
you are not able to determine 
the wound ahead of time 
and therefore not have the 
opportunity to intervene or 
prevent it from happening? What 
stages are the best chances for 
success in preventing amputation, 
and at what stage is it too late?

We track not only how many are being 
amputated, but also where the amputa-
tion occurs. So, when we get that patient 
that’s too late to avoid the amputation, 
are we then preventing a more proximal 

Jeffrey Robbins, DPM.  Photo courtesy of VHA
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2 amputation? Are we amputating a toe or 
a portion of the foot rather than a below-
the-knee amputation? 

And so, we also track that and do a very 
good job at it. We are able to prevent a 
much more dismal amputation, which is 
absolutely huge regarding their ability to 
walk afterwards. We are the best amputa-
tion prevention program in the country, 
but we still have work to do. Unfortu-
nately, if we don’t get the opportunity to 
provide preventative interventions early 
on, some amputations become necessary 
and cannot be prevented. This is why the 
earlier a Veteran gets to see us, the better. 

Using diagnostic and monitoring tech-
niques early in the disease process, in-
jury or illness allows us to significantly 
reduce the probability of amputation.

Is there a larger risk for patients 
with type one diabetes verses 
type two for having foot ulcers 
and risk of amputation?

Most of patients we see have type 2 di-
abetes. I haven’t seen any studies that 
identify one being more at risk than the 
other percentagewise. 

Is there a provision within the 
initiative for Veterans living in 
rural areas or locations where 
they are not near a VA hospital 
or clinic that partner with 
community providers instead?

The Mission Act expanded VA’s ability 
to partner with community health care 
providers to care for enrolled Veterans 
when clinically indicated. We are trying 
to make sure that we share information 
so that when the patient comes back to 
the VA, we have all the information nec-
essary to continue surveillance and pre-
ventative intervention. 

With regard to the inspections, 
are there other areas of 
prevention in addition to the 
technology you can highlight?

One of the things we’ve discovered is that 
we had work to do in terms of patient 
education. We weren’t able to convince 
patients to make voluntary changes to 

their behavior to save their limbs, like 
smoking cessation, reducing excessive 
weight, self-care foot behaviors, etc. So, 
we did a couple of things: One was to 
create a poster that is displayed on the 
wall in primary care and podiatry that 
says, “Don’t let your diabetes take your 
limb, win instead”. The statement, “don’t 
let your diabetes” means that they own 
the fact they do have it, and “don’t let it 
take your limb” means there are conse-
quences to having diabetes that are not 

well controlled, and “win instead” means 
they have some power and there are 
things they can do by themselves. 

Underneath that statement is a shad-
ow graphic of a male and a female Vet-
eran with a below-knee amputation on 
crutches, and underneath that is the 
acronym W.I.N., that stands for Wash 
your feet every day, Inspect your feet 
every day, and Never walk barefoot. 
These posters are hanging in many of 

Wash your feet every day
Inspect your feet every day
Never walk barefoot

Don’t let your Diabetes
take your leg, WIN instead.

WIN

continued on page 114

Release the power of 
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Enhance the wound healing process
Designed with preservation in mind, 
STRAVIX PL Tissue, helps with fewer 
complications and faster healing1-3

References: 1. Brandeisky J, Kurtz Phelan DH. Clinical outcome of Achilles tendon repair using viable intact cryopreserved 
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2 our primary care and podiatry clinics, so 
when patients are in the waiting room, 
they can see this advertisement and 
make their own decisions about what 
they can do and what their responsibility 
is to care for themselves.  

Podiatry care doesn’t stop there. When 
Veterans see a podiatrist regularly, they 
are asked three questions: “Are you and/
or your caregiver having any problems 
washing your feet every day? Are you 
and/or your caregiver having any prob-
lems inspecting your feet every day? Do 
you walk barefoot?” 
 
Are there certain types of shoes 
that can better protect diabetics 
for this purpose?

VA’s Podiatry follows its national pol-
icy by providing patients at the highest 
risk with depth shoes. Shoes designed 
specifically for patients who have senso-
ry neuropathy or other conditions that 
place their feet at risk for ulceration and 
amputation; roomy enough to accom-
modate the entire foot including defor-
mities to prevent blisters or wounds. 

For example, every single person I know 
has worn a blister on their big toe at 
some point in time with a new pair of 
shoes and they can feel it, but a patient 
with neuropathy will literally wear a hole 
in their foot down to the bone before 
they recognize it, and the only reason 
they recognize it is because their stock-
ing is stained. So, we always provide two 
pairs of serviceable shoes to patients at 
the highest risk.

Would you say about patients 
that do develop wounds and are 
successfully treated and heal, are 
they more vulnerable to getting 
reoccurring wounds that come 
back?

The tissues around the area that have 
healed are even more vulnerable than 
they were before. There are a lot of arti-
cles written about this, and VA has writ-
ten some excellent articles about this in 
particular. What is surprising though are 
some of the mortality rates. I think that 
is something that is not well understood. 

For example, a patient with diabetes who 
has an ulcer that heals has a 42% chance 
of dying within 5 years. That compares 
with a 22% 5-year mortality rate for 
breast cancer and an 8% chance for pros-
tate cancer. It’s extremely high, and if it 
goes on to an amputation, it ups to about 
48%. 

Diabetes is considered a controllable 
disease and not thought about it in those 
terms. Now, patients are not dying from 
the ulcer or amputation, by the way. 
They are dying from cardiovascular dis-
ease, so all of this is connected, which 
is why we work by design, directive 
and mandate, and our committees are 
multi-disciplinary. 

Would endocrinologists also be 
a main source to reinforce this 
education to their patients with 
diabetes, even though they are 
not specifically inspecting their 
feet?

Yes, I work very closely with the national 
director of endocrinology, Dr. Leonard 
Pogach. In fact, we’ve worked together 
for 25 years on just this issue, so they are 
very much involved in the process. 

Are there any other 
recommendations you have 
for diabetics, perhaps lifestyle 
changes?

Veterans rely and depend on VA staff to 
provide an one-stop shop for all their 
health care needs. VA has wonderful di-
abetes educators and phenomenal nu-
tritionists we team up with to provide 
comprehensive care to our patients. 

Podiatry staff follows up by making re-
ferrals to the diabetes educators and 
those classes to make sure Veterans un-
derstand the disease process and the im-
portance of proper nutrition. 

Are there any points that would 
be helpful for our Military 
healthcare readers regarding this 
issue?

One of the things I discovered when I 
went to Walter Reed and talked with a lot 
of these young service men and women 
who were, at the time, still in the service, 
were what their expectations were when 
and if they came to the VA. 

They said, “I want to get back to doing 
the things I was doing before, even if it’s 
with a prosthetic limb. I want to run, 
play baseball, ski, go fishing. I want to 
do all of those things.” And so, it became 
clear to me that the interaction between 
the DoD side and the VA side and that 
handoff was going to be very important, 
not just for limb preservation, but also so 
these folks could live the kind of produc-
tive lives they lived before and could do 
the things they love to do. 

The National Veterans Wheelchair 
Games, sponsored by VA’s Physical Med-
icine and Rehabilitation Office has been 
going for 41-years running and is just a 
remarkably positive thing that I think is 
vitally important in order for Veterans to 
return back to some semblance of nor-
malcy in their lives. 

As with most every disease, 
the ability to prevent 

or determine onset of 
conditions such as wounds 

before they develop 
into major complications 
dramatically increases the 

ability to avoid amputations. 

continued from page 112
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2 Veterans
PODIATRY
Preventing Amputation by Achieving Type 2 
Diabetes Remission through Weight Loss
By the National Institutes of Health: National Institute of Diabetes, Digestive, and Kidney Diseases

Can the risk of complications from dia-
betic foot ulcer infection leading to limb 
loss be significantly reduced by reversing 
type two diabetes through responsible 
diet and excercise?

Q & A with William T. Cefalu, MD, di-
rector of the NIDDK’s Division of Di-
abetes, Endocrinology, and Metabolic 
Diseases, discusses type 2 diabetes re-
mission, including recent research into 
strategies and mechanisms by which 
people who have diabetes can achieve 
remission.

Q: What is remission of type 2 diabetes? 
How do health care professionals define 
remission and know when a patient has 
achieved it?

A: People with type 2 diabetes who do 
not have adequate glycemic control have 
an increased risk for diabetes compli-
cations. Glycemic control is monitored 
by measuring both blood glucose and 
blood markers assessing antecedent gly-
cemia such as hemoglobin A1C, which 
reflects average glucose over the previ-
ous months. We define type 2 diabetes 
remission as having the condition revert 
to a nondiabetic range as assessed with 
blood glucose levels or blood glucose 
markers and staying in that range for at 
least 6 months when a person isn’t tak-
ing any diabetes medications.

It’s important for both health care pro-
fessionals and people who have type 
2 diabetes to realize that significant 
weight loss either from lifestyle inter-
vention (i.e., diet and exercise) or from 
certain procedures can result in blood 
glucose levels decreasing into the non-
diabetic range, and that achieving 

remission can minimize or prevent fu-
ture complications.

Q: Why do health care professionals use 
the term “remission” rather than “cure” 
when discussing type 2 diabetes? What 
happens to a person’s diabetes when he 
or she relapses?

A: We don’t use the word “cure” when 
we refer to blood glucose levels revert-
ing back to levels below the threshold 
used for diagnosis, as you could argue 
“cure” means completely alleviating the 
condition. For example, an acute condi-
tion seen with infectious diseases such 
as bronchitis may be considered to be 
cured with antibiotics. However, in type 
2 diabetes, because blood glucose levels 
are on a continuum and are significant-
ly associated with weight, it is observed 
that when weight regain occurs, the 
glucose levels may increase back to the 
range associated with diabetes diagnosis. 
So, the correct term is “remission.”

Type 2 diabetes is a progressive disor-
der, and, at one time, we didn’t think 
that weight loss or other interventions 
could allow people with type 2 diabetes 
to lower their blood glucose levels into 
the nondiabetic range and to stay there 
for an extended period of time without 
medication. However, we now under-
stand that people with type 2 diabetes 
who lose significant weight and improve 
other factors related to diabetes can 
achieve remission.

With sustained weight loss, people may 
stay in remission for quite some time. 
However, if they begin to put on weight, 
their blood glucose levels can increase 
and return to the diabetic range. They 

may need diabetes medications or even 
insulin with weight regain depending on 
the severity of their type 2 diabetes and 
their glucose control.

Q: What strategies can lead to remis-
sion of type 2 diabetes?

A: The most important factor in achiev-
ing remission is weight loss, and two 
techniques — metabolic surgery and 
lifestyle changes that restrict calories on 
a daily basis to achieve weight loss — 
have been shown to induce remission.

Some studies, dating back many years, 
have observed that metabolic surgery 
leads to high rates of type 2 diabetes re-
mission. Recently, the Diabetes Remis-
sion Clinical Trial (DiRECT) conducted 
in primary care practices in the United 
Kingdom, examined type 2 diabetes re-
mission rates in participants who lost 
weight, starting with a very low-calorie 
diet and sustaining the weight loss over 
time. DiRECT found high rates of type 
2 diabetes remission among people who 
lost a significant amount of weight — 
more than 10 kg (about 22 pounds) — 
and sustained the weight loss over 12 to 
24 months.

Q: What research is being conducted 
on remission of type 2 diabetes?

A: Studies have sought to understand 
the mechanisms of remission. A lot of 
current research focuses on not only to-
tal fat in the body, but also where the fat 
may be located, referred to as “ectopic 
fat” (e.g., fat in the liver and pancreas) 
that may affect normal physiologic func-
tion. This research has led to some very 
interesting observations about potential 

mechanisms. Weight loss may improve 
pancreas function, with better insulin 
secretion and type 2 diabetes remission.

Q: Are some people with type 2 dia-
betes more likely to achieve remission 
than others?

A: Three factors that seem to predict 
success in achieving remission are sig-
nificant weight loss, baseline pancreatic 
function, and diabetes duration.

Significant and sustained weight loss—
for example, in the range of 10 kg (about 
22 pounds) as shown in some studies—
is the most important factor. Studies in 
which participants lost small amounts 
of weight have shown lower rates of type 
2 diabetes remission. However, studies 
in which participants lost a significant 
amount of weight — such as DiRECT 
or studies of metabolic surgery — have 
shown higher remission rates.

Studies of weight loss through restricting 
calories or metabolic surgery have found 
that people with type 2 diabetes who 
start with greater pancreatic function at 

baseline, prior to the intervention, are 
more likely to undergo remission. People 
who have had shorter diabetes duration 
are also more likely to undergo remis-
sion. Type 2 diabetes is a progressive dis-
ease, and, after a long time with diabetes, 
pancreatic function may decline over 
time. Thus, observations suggest that af-
ter having diabetes for a long period of 
time, significantly improving pancreatic 
function and achieving remission may 
prove to be more difficult, compared to 
achieving remission early in the natural 
history of the disease.

Q: How and when should health care 
professionals talk with patients who 
have type 2 diabetes about remission? 
How can health care professionals help 
patients achieve remission and sustain 
it over time?

A: First and foremost, you should em-
phasize the importance of managing 
blood glucose levels to minimize the 
complications of type 2 diabetes wheth-
er the patient is or is not on medications. 
Glycemic control is incredibly important 
in reducing the risk of complications, 

and you need to discuss glycemic control 
and a goal with the patient. In most cas-
es, this means advising patients to keep 
their A1C level at 7 percent or below 
to prevent eye, kidney, and nerve com-
plications. While we have very effective 
medications to lower blood glucose lev-
els, lifestyle interventions (nutrition and 
exercise) are a cornerstone of managing 
diabetes. A balanced diet that achieves 
weight loss not only improves blood glu-
cose levels but also may reduce cardio-
vascular risk factors.

Patients should also know that obesity 
contributes to increased blood glucose 
levels due to insulin resistance and that 
the more weight patients put on, that 
may mean they need more medication. 
It is important that they know if they 
lose weight and improve their body’s effi-
ciency, they may require less medication. 
Let your patients know that if they lose 
enough weight, particularly during the 
early phases of type 2 diabetes, they will 
significantly lower their blood glucose, 
have less risk for diabetes complications, 
and may be able to achieve remission.

Overall, with significant weight loss 
through restricting calories or other 
strategies, patients have a high likelihood 
of achieving remission, particularly if 
they have a greater baseline pancreat-
ic function and have had diabetes for a 
shorter time.

About the Expert:
William T. Cefalu, MD, is director of the 
Division of Diabetes, Endocrinology, 
and Metabolic Diseases at the NIDDK, 
and has had a 35-year career as a scien-
tist, a health care expert, and a physician. 
His clinical and basic science research 
has focused on interventions to improve 
the metabolic state of people with insu-
lin resistance and type 2 diabetes, and 
on the cellular mechanisms for insulin 
resistance.

niddk.nih.gov

Photo courtesy of NIH
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2 Veterans
REHABILITATION
Programs with purpose: Veterans Empowered by 
VA adaptive Sports and Therapeutic Arts
National Veterans Sports Programs & Special Events, U.S. Department of Veterans Affairs

Since World War II, when veterans played wheelchair bas-
ketball at U.S. Department of Veterans Affairs (VA) hospitals, 
sports have been a critical element in rehabilitation and recre-
ation therapy.  

Those veterans pioneered wheelchair sports. 

And they understood what many know from personal experi-
ence — the great power of adaptive sports.

For some who may have a life-changing injury, that feeling of 
wanting independence doesn’t go away. VA saw the need to help 
veterans gain independence early and initiated recreation and 
sports and therapeutic arts as a path to rehabilitation and recovery. 

National Veterans Sports Programs & Special Events provides 
adaptive sports and therapeutic arts for veterans and embraces 
formalized adaptive sports medicine. This high-impact reha-
bilitation, reaches thousands across the nation, optimizes in-
dependence, elevates community engagement and enhances 
quality of life for veterans of all ages and abilities. 

VA directs seven clinically-based national rehabilitation 
events, which deliver direct patient care to veterans eligible 
for VA health care. As leaders in adaptive sports and thera-
peutic arts, the programs encourage veterans and members of 
the armed forces with disabilities to stretch beyond perceived 
limitations.

The rehabilitation events, held in cities across the nation, serve 
thousands of veterans and train hundreds of VA clinical pro-
viders across more than 125 VA medical centers annually. 
These programs provide the largest coordinated sports and 
therapeutic arts program for veterans in the United States.

Veterans like 96-year-old WWII veteran Eugene Leavy, who 
only see age as a number, thrive on being able to compete in 
sports. “Opportunities like these for young veterans such as 
myself are limited. For me to get out here, socialize and be ac-
tive is rewarding,” said Leavy, an Army Veteran who partici-
pates in golf sessions at the Northport VA Medical Center on 
their indoor golf simulator.

Adapt and Pivot: An Expanded Way to Serve
Our nation’s veterans are resilient, creative and determined. 
When faced with a challenge, they find a way to overcome it. 

With the goal of adapting and innovating, NVSPSE followed 
the example led by veterans and found new ways to provide 
virtual care. At-home initiatives proved successful in 2020 and 
2021, and the veteran community actively participated in VA’s 
national rehabilitation events during the COVID-19 pandem-
ic, without skipping a beat.

“The Adaptive Sports program is extremely important to our 
health system,” said Llona Schmalfuss, chief of staff for North 
Florida/South Georgia Veterans Healthcare System. “It helps 
Veterans connect with their comrades, engage in friendly com-
petition, develop new skills and confidence.”

The continued success and interest from veterans will help to 
shape the future of VA’s virtual adaptive sports and arts pro-
grams. Since 2020, the program has expanded and served hun-
dreds of veterans by providing adaptive sports and therapeutic 
arts virtually from any town, at home, in parks and at various 
locations across America. 

Populations Served 
Veterans with spinal cord injuries, amputations, traumatic 
brain injuries, visual impairments, multiple sclerosis, stroke, 
post-traumatic stress disorder and other neurological and 
mental health conditions benefit from VA’s adaptive sports and 
arts programs. As part of a continuum of care, VA staff are of-
fered training in adaptive sports and therapeutic arts through 
hands-on experience, in-person training and online modules 
for continuing education credits.

Veterans Service Organizations, corporate sponsors, individu-
al donors and community partners, play a key role in the suc-
cess of the programs that allow VA to extend its level of care 
beyond the traditional clinical setting. 

National Disabled Veterans Winter Sports Clinic
The National Disabled Veterans Winter Sports Clinic, held 
in Snowmass, Colorado, is a world-leader in adaptive win-
ter sports instruction. It is co-presented by VA and Disabled 
American Veterans, and provides rehabilitation through adap-
tive winter sports, headlined with Alpine skiing, Nordic skiing, 
sled hockey snowboarding and other recreational activities.

The program encourages veterans with TBIs, spinal cord in-
juries, visual impairments, amputations and other severe dis-
abilities  to overcome their perceived limitations and enjoy a 
higher quality of life.

Veterans like Ryan Garza, Marine Corps, who participated in 
the clinic view it as another step toward regaining life. Garza 
served four tours in Afghanistan and was badly injured when 
an IED blast rocked the seven-ton truck he was riding in. His 
leg was amputated in 2015, and just five months later, he was 
climbing a14,000-foot mountain. 

“I never did winter sports and always wanted to snowboard,” 
he said. “It was absolutely amazing,” Garza raved. “I’ve been 
nailing the blues without falling. I went from bunny hills in 
January to the blues today.”

For many of the hundreds of Veterans who participate in the clin-
ic each year, their adaptive sports journey is just beginning. For 
others, it becomes a way of life in Snowmass and is a passion they 
take back home. The clinic’s hope is Veterans will build upon this 
experience and continue to lead active, healthy lives year-round.

You can learn more at www.wintersportsclinic.org

National Veterans Creative Arts Festival
The National Veterans Creative Arts Festival recognizes the 
role creative arts therapy plays in the rehabilitation of veterans. 
The festival is a culmination of talent competitions in art, cre-
ative writing, dance, drama and music.

Veterans compete in wheelchair basketball at the Sun Devil Fitness 
Complex in Tempe, Arizona. Photo credit REYNALDO LEAL/U.S. Department of 
Veterans Affairs

Veterans compete in a softball tournament at the Legacy Sports Complex 
in Mesa, Arizona, during the 41st National Veterans Wheelchair Games. 
Photo credit REYNALDO LEAL/U.S. Department of Veterans Affairs

Linda Morgan at the National Veterans Creative Arts Festival.  
Photo credit U.S. Department of Veterans Affairs
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2 Across the nation, VA medical facilities incorporate creative 
arts into their therapy programs to help veterans recover from 
and cope with physical and emotional disabilities. 

“The Creative Arts Festival turned my whole spirit around,” 
said Linda Morgan, an Air Force Veteran with the Oklahoma 
City VA Health Care System. “I had unhealthy boundaries and 
being part of this program helped me with that. I am no longer 
letting my PTSD kill me. I have a purpose, and I’m active.”

Throughout the year, veterans enrolled at VA health care facil-
ities compete in a local creative arts competition. Nearly 2,000 
veterans entered the 2021 competition from 118 VA medical 
facilities across the nation. The entries are judged, and the top 
winners are invited to exhibit their artwork, original writings, 
and perform musical, dance or dramatic selections in a live 
stage show performance at the festival. 

use photo: 2022 National Creative Arts Festival Chris Herren
use caption: Chris Herren at the National Veterans Creative 
Arts Festival in St. Petersburg, Florida. Photo credit U.S. De-
partment of Veterans Affairs.

For more details, visit www.blogs.va.gov/nvspse/national 
-veterans-creative-arts-festival 

National Veterans Wheelchair Games
The National Veterans Wheelchair Games, founded in 1981, is 
the largest wheelchair sports rehabilitation event for Veterans 
with spinal cord injuries, amputations and other central neu-
rological conditions in the United States. 

Presented each year by VA and Paralyzed Veterans of America, 
the National Veterans Wheelchair Games are held in a differ-
ent city to expose wheelchair athletes to new experiences that 
boost self-confidence and independence. Veterans compete 
in 20+ sports to include wheelchair rugby, basketball, slalom, 
adaptive fitness and power soccer.

Army veteran Kristie Townsend, from the Mann-Grandstaff 
VA Medical Center, participated in the National Veterans 
Wheelchair Games for the first time in 2021. She explained 
that rehabilitation pulled her out of a dark depression.

“These games are great because they introduce Veterans to a 
whole new world of opportunity to get out, do things and not 
feel so isolated or alone,” said Townsend. “Even if you have 
limited mobility, you can change how you do things because 
everyone is helpful and accommodating.”

Gabriel Diaz de Leon is one of the most successful veterans in 
Paralympic history. The former Army MP has been on five U.S. 
Paralympic teams where he’s won six medals, including one 
gold, two silver and five bronze medals. He’s been a member of 
five U.S. World Championship teams and won two collegiate 
national championships with the University of Texas’ Arling-
ton wheelchair basketball team. He’s also participated in the 
National Veterans Wheelchair Games. 

“I was an athlete before I was injured and I was looking for 
something to stay active,” he said. “Now, it’s a lifestyle.” 

Veterans like Townsend and Diaz de Leon are introduced to 
wheelchair sports at their home VA medical center as part of 
their rehabilitation and recovery. VA therapists use adaptive 
sports to help Veterans improve their independence and to 
have an active and healthy lifestyle. 

For more information, visit www.wheelchairgames.org

National Veterans Golden Age Games 
Founded in 1985, the National Veterans Golden Age Games is 
the premier adaptive rehabilitation program for senior veterans 
in the United States. It is also one of the most progressive and 
adaptive rehabilitative senior sports programs in the world. 

With its “Fitness for Life” motto, the National Veterans Golden 
Age Games is designed to improve the quality of life for Vet-
erans over the age of 55, including those with a wide range of 
abilities and disabilities. Veterans compete in over 20 sports 
including air rifle, basketball, pickleball, track and field and 
swimming. Additionally, the event is a qualifier for the Nation-
al Senior Games, a member of the U.S. Olympic Committee. 

Linda Morgan has participated in the National Veterans Gold-
en Age Games every year since 2016. She waited 3 years, until 
she was old enough to participate, and now she never misses 
the opportunity to compete with her fellow veterans.

“It motivates me to stay active and keep moving,” said Mor-
gan. “Before the games, my favorite sport was watching televi-
sion. My health, both physically and mentally, was really going 

downhill. I was scared. So, as soon as I was old enough to par-
ticipate, I signed up. The entire experience changed my life. I 
have a reason and purpose now.”

More details are available at www.blogs.va.gov/nvspse/
national-veterans-golden-age-games

National Veterans Summer Sports Clinic 
The National Veterans Summer Sports Clinic has been serv-
ing newly injured veterans since 2008 in San Diego, California. 
The program introduces newly injured veterans to the world of 
adaptive sports by providing access and experiential learning 
in surfing, sailing, kayaking, cycling and adaptive fitness.

The clinic complements the therapy provided in daily VA re-
habilitation programs for veterans with complex disabilities, 
such as TBI, PTSD, visual impairments, neurological condi-
tions, spinal cord injury or loss of limb.

For veterans like former Navy corpsman Gabriel George, 
having use of one arm is no barrier. His right arm is com-
pletely paralyzed after a motorcycle put him in a three-week 
coma. Thanks to the National Veterans Summer Sports Clin-
ic, George discovered there was more in life he could explore. 
“(It’s) at the top of the list of healing. Being able to find some-
thing you can do, moving just one body part, the rest of the 
body wants to follow and move too,” said George. Today, he’s 
a fast-rising Paralympic hopeful who competed in the Invictus 
Games as well. 

You can learn more at https://www.blogs.va.gov/nvspse/
national-veterans-summer-sports-clinic 

National Disabled Veterans Golf Clinic
The National Disabled Veterans Golf Clinic is an adaptive golf 
instruction and rehabilitation program for veterans with visual 
impairments and other physical disabilities. Held annually in 
Riverside, Iowa, the clinic inspires veterans to challenge their 
limitations and improve their quality of life by actively engag-
ing in rehabilitation and therapy.

Army Veteran Dan Alberts was paralyzed from the waist down 
in a 1997 snowmobile accident. At 6 foot, 11 inches tall, he’s 
not your average golfer. With the help of adaptive equipment 
and pro-golf instructors at the Golf Clinic, he swings golf 
clubs specially adapted to his tall frame, long legs and sitting 
position. 

“There’s camaraderie being with other veterans, meeting new 
people and having a good time,” said Alberts. “There’s freedom 
in showing people how you can do whatever you want to do in 
a wheelchair with a little help.”

More details are available at www.veteransgolfclinic.org

Veteran athletes competed in a 5k time traial on the fifth day of events at 
VA’s 2019 National Golden Age Games in Anchorage, Alaska.  
Photo credit REYNALDO LEAL/U.S. Department of Veterans Affairs

Veterans at the 2019 National Veterans Summer Sports Clinic kayaking 
during the first day of the week-long event in San Diego, California.  
Photo credit REYNALDO LEAL/U.S. Department of Veterans Affairs

Veterans at the 2019 National Veterans Summer Sports Clinic go surfing in La 
Joya, California.  Photo credit REYNALDO LEAL/U.S. Department of Veterans Affairs
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2 Sports4Vets Throwdown
In 2021, VA held its inaugural Sports4Vets Throwdown, a vir-
tual adaptive functional fitness competition for disabled veter-
ans from across the country who are receiving care from a VA 
Healthcare System.

The Sports4Vets Throwdown empowers veterans of all abili-
ties, ages and backgrounds to improve and showcase their fit-
ness, live active lives though adaptive fitness and embrace a 
sense of a virtual community. 

Since not every veteran can travel to the live rehabilitation 
events, the virtual program focuses on engaging and invigo-
rating disabled Veterans, regardless of location, to directly im-
prove their physical, mental and emotional well-being. 

Both in-person and virtual adaptive sports programs have 
shown proven success in helping veterans thrive both physi-
cally and mentally as they challenge their inner strength and 
open pathways to community integration.

VA’s Adaptive Sports Grants Program
The Adaptive Sports Grants Program works with community 
partners who provide adaptive sports opportunities that can 
serve as recreation therapy to disabled veterans.

In 2021, VA awarded $16 million in grants to 102 national and 
community programs that served about 13,500 veterans and 
service members from every state, the District of Columbia 
and Puerto Rico.

Grant recipients use the funds for planning, developing, 
managing and implementing adaptive sports programs 
such as cycling, kayaking and archery. Grants also benefit 

national governing bodies, which prepare high-level athletes 
for Paralympic competition.  

VA’s Monthly Training Allowance
A monthly stipend is provided by VA to Veterans with disabili-
ties who are actively training in a Paralympic or Olympic sport. 

To be eligible, veteran athletes must meet the standard estab-
lished by the sport governing body or be selected as a member 
of the National Team in a qualifying sport.

In the 2022 Paralympic Games in Beijing, there were 67 mem-
bers of the U.S. Paralympic Team. Twelve members of that 
team were military veterans, and VA supports many of them 
through the Veterans Monthly Assistance Allowance.

High-Impact Rehabilitation
Veterans who participate in activities that are fun and exciting 
can successfully adapt to their new lives after an injury, discover 
new interests and rediscover activities they enjoyed in the past. 

VA’s adaptive sports and therapeutic arts programs inspire 
novices to try sports and arts for the first time or perhaps come 
back for the thrill of competition. No matter the reason, par-
ticipants will take these experiences back home and partner 
with a community of VA staff and advocates devoted to help-
ing veterans to connect sports and arts with their year-round 
rehabilitation goals. 

For more information about VA’s adaptive sports and arts pro-
grams, visit: www.blogs.va.gov/nvspse Engage with the pro-
gram and meet athletes and artists on social media. Follow 
@Sports4Vets on Sports4Vets Facebook, Sports4Vets Twitter 
and Sports4Vets Instagram. 

Veterans compete during the archery portion of the National Veterans Wheelchair Games at Ability 360 in Tempe, Arizona.   
Photo credit REYNALDO LEAL/U.S. Department of Veterans Affairs
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Veterans
REHABILITATION
Department of Veterans Affairs Continues To Be 
The Largest And Most Comprehensive Provider of 
Prosthetic Devices and Sensory Aids in the Country
By Veterans Health Administration, U.S. Department of Veterans Affairs

Prosthetic and Sensory Aids Services (PSAS) are critical ser-
vices provided to the nation’s Veterans. Services provided in-
clude prosthetic and orthotic devices, sensory aids, medical 
equipment, and support services for Veterans. 

PSAS serves Veterans with needs related to amputation, spinal 
cord injury/disorders, polytrauma and traumatic brain injury, 
hearing and vision, podiatric care, cardio-pulmonary disease, 
speech and swallowing deficits, geriatric impairments, neu-
rologic dysfunction, muscular dysfunction, women’s health, 
orthopedic care, diabetes/metabolic disease, peripheral vas-
cular disease, cerebral vascular diseases, and other medical 
disorders.  

The term “prosthetic device” refers to any device that supports 
or replaces the loss of a body part or function, including a full 
range of equipment and services for Veterans.  This includes, 
but is not limited to: 
• artificial limbs, 
• orthopedic footwear, 
• orthopedic braces and supports, 
• eyeglasses, 
• hearing aids, 
• speech communication aids, 
• cosmetic restorations, 
• breast prostheses, 
• wigs, 
• home oxygen, 
• items that improve accessibility and mobility (e.g., ramps, 

vehicle modifications, home improvements, service dog 
veterinary health insurance benefit, wheelchairs and mobil-
ity aids), 

• devices surgically placed in the Veteran (e.g., implants, 
stents, joint replacements, and pacemakers). 

PSAS is responsible for providing these items after prescrip-
tion through procurement, delivery, training, replacement, 
and, when necessary, repair.  PSAS staff liaisons with clini-
cians, acquisition staff, and vendors to ensure Veterans receive 

medically appropriate equipment, supplies, and services that 
optimize their health and independence. 

Since 2013, the number of unique Veterans served by PSAS 
has increased from 2.9 to 3.4 million Veterans and the number 
of devices/items provided by PSAS has increased by approxi-
mately 80% from 12 million to 22 million in 2021.  

In 2021, VA obligated $3.3 billion to provide nearly 22 million 
devices/items to more than 3.4 million Veterans, over 50% of 
all Veterans treated by VA.

Eligibility for Prosthetic Items and Services
General eligibility for prosthetic services and items is for Vet-
erans to enrolled in the VA health care system and have a 
medical need for a prosthetic service/item. Consult your VA 
clinician to determine if and how a prosthetic item/service can 
support your rehabilitative needs and treatment plan. 

Prosthetic and Sensory Aids Services Standardizes Policy
In Fiscal Year (FY) 21, VA published regulations, Prosthetic 
and Rehabilitative Items and Services, to improve the deliv-
ery of Prosthetic and Sensory Aids Services, effective Febru-
ary 26, 2021. The final rule established and clarified eligibility 
for prosthetic and rehabilitative items and services available 
to Veterans.  Under this new rule, VA is authorized to pro-
vide more Veterans with prosthetic and rehabilitation items 
and services, which include adaptive household items, adap-
tive recreation equipment, cognitive devices, communication 
devices, home exercise equipment, home medical equipment, 
home respiratory equipment, implants, mobility aids, orthotic 
devices, prosthetic limbs and replacement items.  

The rule reflects VA’s Veteran-centered approach to health 
care and empowers the Veteran and clinician to jointly decide 
which prosthetic equipment will best meet the Veteran’s treat-
ment or rehabilitation needs, based on clinical need and Vet-
eran input. 

Learn more about VA’s Rehabilitation and Prosthetic Services 
available to Veterans at www.rehab.va.gov 
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2 in wheelchairs,” Van Aken said. “Everything is installed by 
a VA employee who is certified to install all devices per ADA 
regulations.”

“Here in the prosthetics office, we work very closely with the 
representative for the VA Loan Guarantee Program for north-
ern Nevada and northern California,” Van Aken said. “We’ve 
done a lot of fantastic work together on behalf of our Veterans.”

Community Clinic is a Custom-fit “Jewell’ for 
Prosthetics Patients 
By Terri Rorke is a U.S. Army Veteran and public affairs 
specialist for the Eastern Colorado Health Care System

As Army Veteran Karl Milner walks into Jewell Clinic in Au-
rora, Colorado, front desk staff greet him and his service dog, 
‘Red,’ by their first names. Milner is checking in for a new pros-
thetic limb fitting. 

At their consult appointment, Jewell Prosthetist Veasna Lay 
asked Milner what he wanted to do with his life. “I said I want-
ed to go paragliding. He told me if I lose the weight, he’d get me 
a new leg,” Milner said.

From that day forward, Milner didn’t look back. As he loses 
weight, Milner returns to Jewell for an expedited fitting — usu-
ally every three to four months. He typically arrives on a Mon-
day morning for casting and leaves by Thursday or Friday with 
a finished prosthesis. Lay and other prosthetists on his team 
typically block out the majority of their schedules that week to 
work with Milner one-on-one.

“This way we can fabricate a complete prosthesis from start to fin-
ish in four to five days versus what would normally take about three 
to four separate appointments over the course of three weeks,” 
Jewell Prosthetics Lab Chief Michael Litavish said. “This saves 
time for Veterans like Karl in the long run, so he does not have to 
drive back and forth from Wyoming in between appointments.”

To date, Milner has lost about 200 pounds and is more active 
than before amputation. “Karl has been pushing the envelope 
of what he wants to be able to do with his life,” Litavish said. 
“He is definitely someone who has exceeded our expectations 
and maybe even his own.”

You won’t find Milner in a wheelchair these days, but instead, 
outside jogging, hiking, rock climbing, cross-country skiing, 
hang gliding and, yes, paragliding — all the things he was once 
told he’d never be able to do.

“I love to see patients work hard to meet their goals and realize 
their dreams,” Litavish said. “It has been a privilege to be a part 
of this journey with him.”

“Losing the leg actually meant gaining my life back,” Milner 
said. While he still needs to manage his diabetes symptoms and 
treatment, Milner has Red by his side, who’s already trained to 
alert him when his blood sugar levels are off.

For other Veterans who require a limb amputation, Milner proves 
that the surgery doesn’t guarantee they’ll be wheelchair-bound 
and that one’s attitude can make all the difference. According to 
Milner, “I just had to learn to use my voice. VA will give you 
whatever you need, but you have to ask for it.”

Prosthetics Workload

2021 Prosthetic and Sensory Aids Service Category
Commodity  

Type
Unique  
Orders

Unique  
Veterans

Artificial Limbs
                 

63,745 
                

33,632 

Dialysis
                   

6,604 
                  

4,291 

HISA                  11,214 
                  

9,642 

Implants
               

246,342 
              
157,857 

Medical Equipment             3,781,217 
           

1,339,274 

Orthotic Items             1,351,425 
              
805,047 

Other             1,354,280 
              
938,695 

Respiratory Items             2,832,847 
              
812,842 

Restorations
                   

6,935 
                  

5,603 

Sensori-Neuro Aids             4,220,321            1,857,957 

Wheeled Mobility
               

294,981 
              
151,487 

Total           14,169,911 
           

6,116,327 

Veteran Story Summaries:

Veteran VA Employee Talks Prosthetics, Programs to 
Help Amputees 
By Shane Whitecloud is a public affairs officer for the VA 
Sierra Nevada Health Care System

Bill Van Aken’s smile and wave are staples in VA Sierra Neva-
da’s prosthetics department. The Army Veteran has served in 
VA for the past 21 years, including stints as a rating specialist 
in Veterans Benefit Administration’s (VBA) Reno office, and 
now with the past eight years in prosthetics.

Van Aken is an amputee and has seen a lot of changes within 
these facilities, but there’s one in particular that impacted him 
more than others: Doorknobs.

Imagine having a prosthetics device as your right arm and hand. 
You’re holding an armload of documents in your left arm. The 
only way through the door in front of you is by turning a door-
knob. Van Aken’s been left standing on the other end of that 
door many times, knocking and waiting for someone to open it.

While at VBA, he asked for one thing: Replace the doorknobs 
with door handles. VBA made the change, and VA Reno did 
the same. “I didn’t have to rely on someone else to do my job, 
and for me that was huge,” he said.

VA also has many programs for Veterans with disabilities that 
not only help with finding employment, but even can help 
outfit a home to meet Americans with Disabilities Act (ADA) 
standards.

For example, if a Veteran has stairs leading into their home and 
is in a wheelchair or using a walker, VA can provide ramps into 
the home that meet a very strict standard.

“A proper ramp that allows a Veteran access to their home or 
job must be one foot in length for every one inch of elevation, 
and also have railings, per ADA regulations,” he explained.

This only applies to a home that is owned by the Veteran and 
not a rental. If it is a rental, then the homeowner is responsible 
for making those accommodations.

Home Improvement Grants Help Vets Refurbish Their 
Homes
VA PSAS has another program called the Home Improvement 
Special Adaptation (HISA). This program allows  a Veteran 
with disabilities to obtain a one-time grant of up to $6,800 to 
refurbish their home to help them accomplish their activities 
of daily living. “We’ve done hundreds of bathroom remodifi-
cations, such as installing a walk-in or roll-in shower, elevated 
toilets, and we’ve even removed carpeting and had flooring put 
in, such as slip resistant tile or laminate flooring for Veterans 

Photo courtesy of VHA

Photo courtesy of VHA
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2 Veterans
REHABILITATION
From Coma to the Festival Stage, Love of Music 
Brings Jackie Williams to Life
By John Archiquette, National Veterans Sports Programs & Special Events,  
U.S. Department of Veterans Affairs

U.S. Army Veteran Jackie Williams remembers waking up from 
a coma on his way to the morgue. After battling COVID-19 for 
over six months, he was declared dead in August 2020. 

Life before his coma was a forgotten memory. “I remember 
faces, but I couldn’t remember any details about people,” he 
said. He didn’t remember his wife, his children and many of 
the people and things he loved. 

Over the next 18 months, the Army Veteran would relearn to 
walk, talk and breathe. Williams would also need to rediscover 
the power of love, family and music.

When Williams finally awoke from a coma, he was a shell of 
his former self, losing over 140 pounds. Months of being on a 
ventilator meant he was unable to speak and when it was re-
moved, even simple conversations left him winded. 

Rediscovering the Music
When his family brought him home, Williams noticed a key-
board in the room. “Who plays?” he asked his wife, Karon 
“You do,” she said. “And you sing.”

Williams was a self-taught pianist, singer and six-time winner 
of the National Veterans Creative Arts Competition and Fes-
tival, presented by the Department of Veterans Affairs (VA) 
and American Legion Auxiliary. The competition includes cat-
egories in the visual arts division that range from oil painting 
to leatherwork to woodworking. There are also categories in 
creative writing and the performing arts of dance, drama and 
music. 

Karon Williams’ wife showed videos of him performing to con-
vince him that he previously sang and play piano. “I couldn’t be-
lieve it,” said Williams. “I just didn’t hear the music. Karon told 
me I had to sit down and play again, and I just didn’t want to.” 

At his wife’s insistence, he practiced. “I don’t know what hap-
pened, but finally I hit a chord,” he said. “It was an E-flat. I just 
kept banging on that key. Then little by little, it started coming 
back to me, and I had a song. My fingers knew where to go.”

When Williams returned to the West Haven VA Medical Cen-
ter, his music therapist reminded him about the National 

Veterans Creative Arts Competition. Creative arts and music 
therapists at VA medical facilities nationwide use the arts as 
one form of rehabilitative treatment to help Veterans recover 
from and cope with physical and emotional disabilities.  

“I just didn’t think I was ready,” said he said. According to Wil-
liams, COVID-19 had taken a toll on him, mentally and physically. 

Facing Crossroads — Williams Chooses Church 
and Music
Unlike musicians who receive lessons at a young age, and un-
like some gospel musicians and preachers who have early roots 
in the church, his path started much differently.

At 17, Williams was a young MLB prospect, but struggled to 
stay on the right side of the law. “The night I got drafted by the 
Montreal Expos, I robbed a liquor store. I got caught, got ar-
rested and went to jail. Williams said the judge told him, ‘You 
can go to prison or join the Army.’ 

Williams chose the Army.

In boot camp, Williams found a passion for church and mu-
sic. He recalled, “When all the other soldiers were going to the 
clubs, I was in the rec room, practicing piano.”

Road to Recovery
In his post-COVID music therapy sessions, Williams strug-
gled to find his voice again. Months on a ventilator had left 
him with a hole in his throat, a scar he still bears today. While 
it took him days to speak again, it was weeks before he could 
sing. “The hardest part was catching my breath when I was 
singing,” said Williams. “COVID had taken so much from 
my lungs.” But with the encouragement of his wife, Williams 
found the motivation to practice. 

While he says he still finds himself winded after a long or ex-
erting song, his vocal endurance and range has improved to 
pre-pandemic levels according to observers.

Regaining his ability to play piano was a struggle, yet Williams 
said his biggest challenge was finding the courage to perform 
again. With the help of his VA therapists, his comeback was 
in sight. Williams learned to play again, just as he had done 
years before. Again, his wife and VA creative arts therapists en-
couraged him to participate in the competition held at 118 VA 
medical facilities earlier this year. 

All he needed was a song.

The Big Comeback
In the midst of the nightmares Williams endured during his 
coma, he believed God spoke to him. “He had more for me to 
do here on earth,” said Williams. “I needed to make sure I was 
doing a better job of bringing love to the world.” 

Love — it was one of the most poignant messages Williams 
wanted to convey through his music. 

It was from another musician named Jackie that Williams got his 
song: Jackie DeShannon’s ‘What the World Needs Now is Love.’ 

“I heard the song on television one night, and I knew this was 
it,” said Williams. “The song spoke to me, and when I heard it, 
it was like hearing it for the first time.” 

Through this song, Williams would win first place in the com-
petition which drew over 3,600 entries from nearly 2,000 Vet-
erans. Select gold-medal winning Veterans who make it to the 
national level are invited to perform at the National Veterans 
Creative Arts Festival, an annual showcase to recognize the 
progress and recovery Veterans make through therapy. 

After winning first place for his musical rendition, he’d once 
again make his return to the 41st National Veterans Creative 
Arts Festival. Williams was one of 20 acts selected to perform 
at the Mahaffey Theater in St. Petersburg, Florida which hosts 
top-quality national and international artists and performances. 

“It was really healing for me to come to the event this year,” 
said Williams. “Everyone reintroduced themselves to me and 
reminded me what I meant to them and the festival. All the 
Veterans and artists, it’s like a brotherhood. It’s our military 
connection that brings us together, but the music takes it deep-
er: it ties it to our souls.”

As Williams walked onstage for his rehearsal at the festival, 
several performers watched backstage. Veteran artists gathered 
to support him and hear the return of the acclaimed tenor. 
After a stunning rendition at the live stage show performance, 
Williams received a standing ovation to salute his miraculous 
recovery from coma to creative achievements. Once backstage, 
he was greeted with handshakes and applause from his fellow 
performers. 

The man who had beat COVID-19 and cheated death had 
found his voice and music again.

The National Veterans Creative Arts Competition & Festival 
recognizes the therapeutic role of the creative arts. Veterans 
who showcase their achievements in the festival are selected 
gold medal winners of national art, music, dance, drama and 
writing competitions in which thousands of Veterans enter 
from VA facilities across the nation. The festival is held in a 
different city each year to raise the visibility of the creative arts 
achievements of our nation’s Veterans.

Jackie Williams is a U.S. Army Veteran, pastor and six-time champion 
musician performing at VA’s National Veterans Creative Arts Festival. After 
surviving a coma and fighting COVID-19, he returned to the stage for the 
first time in more than two years.  Photo courtesy of Jackie Williams/VHA

Photo courtesy of Jackie Williams/VHA

Photo courtesy of Jackie Williams/VHA
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2 Veterans
SAFETY
VA’s Safe Patient Handling and Mobility Programs
By Tony Hilton DrPH, RN, MSN, FNP, CRRN, Marie Martin PhD, CSPHP, Susan Wyatt RN BSN, 
Demetrius Jones PhD, MSN, RN, Amber Pule BSN, RN, Jill Earwood MSN-HCQ, RN, CSPHP, 
Bobbie Jo Jackson BSN, RN, all U.S. Department of Veterans Affairs employees

History / Background of VHA SPHM
VHA Safe Patient Handling and Mobili-
ty started in 1998 at the Tampa Veterans 
Affairs Medical Center with the goal of 
preventing injuries to nurses and other 
staff who handle patients. Pilot studies 
in Florida and Puerto Rico found that 
safe patient handling programs includ-
ing ceiling lifts, facility coordinators, 
and unit level expert trainers could re-
duce staff injuries and improve patient 
care as well. 

From the beginning, VHA and DOD 
worked together toward safe patient 
handling. DoD and VA published a 
joint guidebook on safe patient han-
dling. What year was this joint buide-
book published? If you can’t confirm the 
date that’s okay too then will leave the 
sentence as. The Army ergonomics of-
fice worked closely with the VHA safe 
patient handling program manager to 
do ergonomic assessments and rollouts 
at facilities around the nation. Fast for-
ward, to today, we are still working with 
our DOD partners and seeking new fed-
eral partners to improve patient care.

The VA is nationally recognized for 
leadership in the development and im-
plementation of a highly successful, 
evidence based SPHM program. The 20-
year program of research to establish the 
evidence for SPHM begun by Audrey 
Nelson at the Tampa VA, in partner-
ship with local, VISN and Central Office 
stakeholders. It has been sustained after 
her retirement by the team at the HS-
R&D Center of Innovation on Disability 
and Rehabilitation Research (CINDRR) 
at the Tampa VA. The VA leadership in 

SPHM is substantiated by (a) collabora-
tions and products produced with na-
tional partners, including the American 
Nurses Association (ANA) and the Na-
tional Institute for Occupational Safe-
ty and Health (NIOSH); (b) extensive 

citations of VA work by the Joint Com-
mission, and others; and (c) national 
media attention. 

The national VA SPHM Program, which 
started with a budget of $205 million in 
2008, includes the following elements 
for each facility: patient handling equip-
ment such as ceiling lifts; lateral transfer/
repositioning devices; and powered ad 
non-powered standing and mobility de-
vices; patient mobility assessment; unit 
hazard evaluations; local facility coor-
dinators; unit/service peer leaders; local 
policy; and committee oversight.

In 2014, VHA published the effects of 
the National Safe Patient Handling pro-
gram on Nursing injury incidence rates.  
The objective was to identify which com-
ponents of systemwide SPHM reduced 
musculoskeletal injuries (MSI) due to 
patient handling among nurses. Three 
organizational risk factors — bed days 
of care, facility complexity level, and 
baseline MSI incidence rate  were sig-
nificantly associated with MSI incident 
rate and explained 21% of its variation. 

Power of the 
PICO Systems 
at your service

Advanced Wound Management Smith & Nephew Fort Worth, TX 76109 USA | www.smith-nephew.com | possiblewithpico.com  
T- 800-876-1261 F- 727-392-6914 ™Trademark of Smith+Nephew ©2022 Smith+Nephew | MSEE3-36982-0722

Getting closer to closure
Single use, canister free NPWT—Protect the wound from 
external contamination and manage exudate. Help get 
wounds closer to closure and patients back on the go.1-3

References: . 1. Malmsjö M. et al. Biological effects of a disposable, canisterless Negative Pressure Wound Therapy system.Eplasty 2014; 14:e15. 2. 
Data on File DS/18/015/R. Summary Wound Model Report for Opal PICO 7. January 2018 3. Data  on file reference 1102010 – Bacterial Barrier 
Testing (wet-wet) of PICO dressing with a 7 day test duration against S.marcescens; Helen Lumb, February 2011

The PICO pumps contain a MAGNET. Keep the PICO pumps at least 4 inches (10 cm) away from other medical 
devices at all times. As with all electrical medical equipment, failure to maintain appropriate distance may disrupt 
the operation of nearby medical devices. For full product and safety information, please see the Instructions for Use.

Scan to find out more 
about PICO Systems

Dr. Tony Hilton, DrPH, RN, MSN, FNP, CRRN, 
VHA SPHM National Program Manager.  
Photo courtesy of VHA

continued on page 130
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Five components, including deployment 
of ceiling lifts and other technologies, 
peer leader effectiveness, competency in 
SPHM equipment use, facility coordina-
tor link with safety committee and peer 
leader training uniquely accounted for 
an additional 23% of the total variation. 

We also looked at how Health Care Sys-
tems HCSs were early and late adopt-
ers of SPHM and found impact on staff 
injuries and found some interesting 
outcomes.

SPHM programs in VHA Today
The Veterans Health Administration 
(VHA) Safe Patient Handling and Mo-
bility (SPHM) Program vision is a com-
mittment to providing services that 
ensure the ergonomic safety and health 
of our employees and facilitate the safety 
and highest quality of care of our veter-
ans. Interventions are primarily focused 
on prevention of injury of the veteran 
and the staff/caregivers during any high 
risk tasks. Secondarily, use of SPHM 
technology can be considered as import-
ant as personal protective equipment 
(PPE) for veterans and staff, to be used 
every time it is appropriate. SPHM Pro-
gram staff are committed to developing 
and coordinating policies and programs 
that promote compliance; reduce acci-
dents and injuries to employees and pa-
tients;  and provide technical assistance 
at all levels of VHA.  

Veterans will be able to articulate the 
benefits and use of SPHM technology 
as a safety tool for safety and mobiliz-
ing them to improve the highest level of 
function across all health care settings 
based on VHA’s values and HRO Zero 

Harm environment of care. High Reli-
ability | PSNet (ahrq.gov).

Implementing a SPHM program is com-
plex and has significant benefits to our 
veterans in VA’s HCS.  Here is a list of all 
the possible impacts that can be gained.

Currently, VHA nursing practice staff 
provides health care across a continuum 
of services for acute and chronic condi-
tions in the hospital, ambulatory care, 
home care and skilled nursing settings.  

At 30% of the VHA workforce, nursing 
makes up the single largest segment of 
the workforce and serves as the foun-
dation for providing outstanding care 
and contributing to positive patient out-
comes for our Veterans and their families 
daily.  VA’s nursing workforce of more 
than 112,000, is the largest health care 

employer. This does not include other 
clinicians across multiple disciplines at 
risk for patient handling injuries.  

The model that VHA utilizes to imple-
ment a successful program Includes:
• National SPHM Program Manager   
• Facility SPHM Coordinator     
• Clinical Unit/Area SPHM 
• Peer Leader
• SPHM Equipment
• Ergonomic Evaluation
• Patient Assessment/Algorithms/Mo-

bility Screening tools
• Training/Education
• Knowledge Transfer Facilitators 

(Safety Huddles)
• Program Evaluation
• SPHM Design Criteria
• Maintenance/Installation Guidelines
• Collaboration with other facility 

departments
• Union involvement

Early and continuous mobility and sus-
tainment is currently a high priority 
across all settings. 

SPHM programs cannot survive or be 
sustained without the required technol-
ogy and a Facility Coordinator for staff 
to utilize to sustain a safe working envi-
ronment. VHA implemented a national 
directive to minimize staff and patient 
injuries by utilizing SPHM technology 
that would limit patient handling to no 
more than 35 pounds in good positions. 

One of the critical elements of program 
implementation included that the Facil-
ity Coordinator would be included in 
construction and renovation of patient 
care areas through all stages of planning, 
design, construction, installation, and 
activation in all health care systems. 

The Facility Coordinator role varies 
by phase of construction: a) Planning: 
identifying SPHM needs, b) Design: 
coordinating lift design and finding/
avoiding obstacles to care, c) Equip-
ment purchase: specifying technical 
requirements and evaluating bids, d) 
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Construction: coordinating, to make 
sure installers have access at the right 
time and have the right design; e) In-
stallation: making sure lifts are installed 
safely, as designed, where they work for 
patient care, f) Activation: checking for 
function and coordinating training.  Ad-
ditionally, the Facility Coordinator and 
nursing leadership determine what tech-
nology is to be used based on the follow-
ing considerations: a) verifying that it 
achieves reduction of high risk tasks, b) 
exploring comparable equipment, c) dis-
covering if the technology is usable, reli-
able, quick and effective for patient care, 
d) evaluating safety for staff and patients, 
e) reviewing requirements for technol-
ogy maintenance and repair, f) evaluat-
ing what new problems can emerge and 
whether the operation if consistent and 
compliant with other equipment, and g) 
space requirements for technologies and 
environmental barriers that affect imple-
menting technology usage. 

Examples of technology implement-
ed across health care systems included 
overhead and floor based full body lifts 
with accompanying slings, powered and 
non-powered stand assist aids, air assist-
ed lateral and lifting devices, powered 
exam tables, procedure chairs and trans-
port devices, bed, and chair features to 
support mobility or prevent manual 
repositioning and a variety of friction 

reducing devices, self-positioning aids 
and ambulation devices and aids. Here is 
an example of a room design that sup-
ports SPHM activities.

COVID brought new light and opportu-
nities to prone patients with ARDS and 
SPHM jumped in to find SPHM technolo-
gy that would be safe for staff and patients. 
Here are some examples of our training.

Integration of construction and design 
guidance has facilitated effective rollout 
of patient care environments that sup-
port reducing staff and patient injuries. 
The initial pilot studies found a return 
on investment of program implemen-
tation within 3-4 years.  VHA has now 
developed and published a construction 
and design guide that is available for con-
tractors, engineers, architects to utilize 
when building or renovating VA facilities 
where patients handling occurs: https://
www.cfm.va.gov/til/etc/dcSPHM.pdf

We know that implementation of a 
SPHM is very complex and requires an 
organizational team effort as described 
in this graphic.

Progress and Current Work

• Injury reduction >50 percent  be-
tween 2006 and 2018.   

• VHA Directive 1611 in 2018

• Early mobility guidebook in 
development

• SPHM involvement in VA construc-
tion and design guides

• SPHM Guidebook in revision
• Bariatric SPHM Guidebook being up-

dated for patients weighing 500-1200 
pounds

• Patient education
— Videos in MyHealthEVet (on 

SPHM website)
— Safe Patient Handling and Mobility 

App (on SPHM website)
• Education: SPHMUniversity (SPHMU)

— Online courses on TRAIN – 
1-hour introduction for direct care 
providers

— Facility coordinator and specialty 
training 

— Therapy training  combined with 
Facility Coordinator and Peer 
Leader training in regional con-
ferences with virtual components 
for 2023. VA welcomes DOD 
participation.

— SPHM offers multiple training 
programs at the National Simula-
tion Center, including SPHM Inno-
vation conferences for the Mental 
Health and Perioperative environ-
mentswhich are open to our DoD 
partners. 

— Given COVID conditions, SPHM 
continued to press on in providing 
virtual and hybrid training pro-
grams over the past 2 years. 

• COVID-19 related support:
—COVID-19-unit activations 
—Safe morgue transport and 

transfers
—Safe methods for proning in place 

for Acute Respiratory Distress 
Syndrome 

• Technical Advisory Groups (TAG) 
including DOD where interested
—Perioperative
—Mental Health 
—Emergency Management/

Evacuation
• Partnerships for Research and Quali-

ty Improvement

Jill Kelby, Kelby Ergo Design, LLC ww.kelbyergodesign.com

continued from page 128

Jill Earwood MSN-HCQ, RN, CSPHP, 
Performance and Quality Nurse Manager,  
North Carolina VA. Photo courtesy of VHA
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2 —Veterans Integrated Service Net-
work (VISN) 8 Patient Safety Cen-
ter of Inquiry (PSCI)  -  Equipment 
studies, VISN 8 pilot, and national 
rollout studies in 2008-2011 were 
part of PSCI; continuing for 20 
years and recently including work 
on slings and falls and ongoing 
collaboration including emergency 
evacuation. 

—Office of Nursing Services (ONS) 
Nursing Innovations Center for 
Evaluation (NICE) – development 
and evaluation of Department of 
Veterans Affairs Mobility Screen-
ing and Solutions Tool (VA MSST) 
in collaboration with VA SPHM 
and is pending publication.

Examples of Success stories from 
Facility Coordinators: The Future 
is NOW
We will highlight a few facilities’ out-
come data. The Western North Carolina 
VA Healthcare System’s SPHM program 
has been in place since 2010. They im-
plemented ANCC’s ABCDEF (early 

mobilization) bundle in 2013 with a fo-
cus on mobilizing patients per VA and 
ANA care standards which includes use 
of technology instead of manual lifting. 

Since SPHM program implementa-
tion, WNC’s patient handling injury 
rate/10,000 FTEE has reduced by 97 per-
cent (2008 429.8 and  2022 YTD 8.8). 
Costs associated with workers’ compen-
sation claims were reduced by 41 percent  
between 2008 and 2017. Patient outcomes 
have also been impacted. The patient fall 
rate decreased by 30 percent  between 
2012 and 2021 and the rate of ventilator 
days per 1000 bed days decreased by 82 
percent  between 2012 and 2021. 

The above improvements are true im-
provements as the culture of safety and 
reporting is strong in Asheville, as ev-
idenced by its recent designation as an 
ANCC Pathway to Excellence Facili-
ty.  Here is one example of how to use a 
floor-based lift for ambulation if a ceil-
ing lift is not available.

The Phoenix SPHM program is logical 

and well organized, yielding the evidenced 
outcomes as expected with 50 percent re-
duction in direct caregiver injuries related 
to the lifting and repositioning of patients 
through use of standardized processes 
and strong leadership support. The ear-
ly 2016 shift to a standardized objective 
language describing the patient’s ability 
to mobilize with connection to appropri-
ate SPHM equipment further increased 
framework on which to build a highly ev-
idence based early mobility program. 

In this way, the SPHM program and 
equipment became the tools to safely 
mobilize the patient.  During a 6-month 
early mobility trial in the ICU, expect-
ed outcomes of reduced length of stay, 
ventilator days, and patient falls were 
achieved with the process published in 
an article from Journal of Nursing Care 
Quality. Trial success also identified gaps 
in program sustainability.  

A multidisciplinary plan to shift from 
person-dependent to process-depen-
dent evolved for implementation across 
the ICU and acute care environment. 

With the goal to maximize evidenced 
mobility related patient outcomes while 
keeping both caregiver and patient/fam-
ily safe.  Each discipline clearly defined 
their roles within a formal SOP.   Dash-
boards are in the process of being devel-
oped to quantify outcomes to provide 
measurement to the multiple anecdotal 
positive patient stories.  

Early mobility programs are quick-
ly becoming the goal for both private 
and VA medical facilities, however, to 
achieve the evidenced outcomes at the 
risk of care staff injuries, especially in 
the current staffing challenges, SPHM 
equipment must be utilized.   Only VA 
has a system wide directive to provide 
the structure necessary to achieve both 
through Directive 1611.

One of our SPHM Facility Coordinator 
reports: “My husband is a 61-year-old 
disabled Veteran with numerous comor-
bidities such as Fibromyalgia, DJD, DM, 
Resistive HTN, Myofascial Pain Syn-
drome, Arthritis, Hormonal Imbalance 
and more., she said. ”  The wife is using his 
case with his permission. He has recently 
endured two back surgeries. The first was 
a laminectomy with fusion and the sec-
ond they added pins, rods, and screws.  

“During his first spinal surgery, I had just 
completed my Early Mobility Training; I 
obtained the Green Belt Certification.   
He was ambulating in the bedroom, and 
I heard a big thump. He was on the floor 
behind our bedroom door. He was dazed 
but oriented to name, time, and place. 
My 34-year-old ran to the door along 
with our 5-year-old adopted son. They 
could not get in because my husband 
was behind the door. Thank goodness I 
had this training! 

I begin to screen him using the VA MSST. 
He was able to move his arms, sit and 
shake, move his legs, and get on his knees. 
This allowed my 34-year-old to open the 
door and assist us. Using his walker and 
with my son’s assistance, he was able to 
move to a standing position so he could 
sit down on the bed. At this point he was 
more alert and able to respond to my 
questions.  He explained that he had just 
taken his hypertension medication cock-
tail (5-6 medications) which dropped his 
blood pressure too quickly. 

This caused him to become light-headed 
and he passed out.  I taught my husband 
how to perform the VA MSST screening 
on himself and he uses this tool now to 
help others prevent falls when he goes to 
the many appointments he has at the VA. 

I am currently training inpatient staff as 
well as outpatient staff on this tool.” 

Caring for cognitively impaired veter-
ans on the acute care floor is not a new 
or a rare occurrence at the Loma Lin-
da VAMC.  This population, because of 
their high fall risk, at minimum require 
more frequent rounding up to a 24-
hour bedside one  to one  sitter. Veter-
ans requiring a sitter as opposed to just 
frequent rounding were found to have 
mobility levels between sitting up inde-
pendently at minimum up and walking 
with some sort of device. 

The VA MSST provides front line staff 
a tool to match Safe Patient Handling 
equipment to the veteran’s current mo-
bility score. With introduction of ceiling 
lifts with dynamic offloading in combi-
nation with hallway tracks and in room 
H-track/combi-lock systems, an oppor-
tunity to implement early mobility in 
these situations was attempted. Early re-
sults were positive for not only the pa-
tient but the staff as well and includes:

On the Med/surg unit a veteran now re-
quired a sitter. He had fallen within the 
last 48-hours. No injuries were found 
post-fall, but the veteran continued to be 

MONTH    BDOC FALLS INJURY

SEPTEMBER 399 4 1

OCTOBER 490 1 1

NOVEMBER 524 0 0

SimLearn Excellence in Veterans Healthcare Team. Photo courtesy of VHA
SPHM simulation training at the VA’s Orlando SIMLearn Center.  
Photo courtesy of VHA



Veterans H
ealth A

dm
inistration

135

Ve
te

ra
ns

 H
ea

lt
h 

A
dm

in
is

tr
at

io
n

134

Arm
ed Forces M

edicine 2022Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
02

2

A Department of Veterans Affairs employee is simulating a patient of size being cared for using a special sling (purple device) and ceiling lift (not 
shown). The sling and lift are being used to hold up the simulated abdominal pannus (apron-like excess of skin) during a training session at the Orlando 
SIMLearn Center at a Conference in January 2020.  Photo courtesy of VHA

impulsive, unpredictable, and forgetful 
but redirectable. He was able to sit at the 
side of the bed without assistance and 
could stand but not for a full 5 seconds, 
requiring a powered stand assist lift. He 
was restless and frequently attempting to 
get out of bed. 

The RN and sitter, both SPHM UPLs, 
placed the veteran in the offloading 
ceiling lift in a walking sling using the 
room-covering track system in the 
room. The patient stayed in the sling in-
termittently, 15-30 mins intervals, also 
utilizing the unit’s hallway track.  Staff 
noticed immediate reduction in agita-
tion/restlessness and improvement in 
sleep/wake patterns. This was repeated 
with 2 additional patients with similar 
results. We anticipate seeing a reduction 
in medication use, sitter days and fall 
rates. The staff in addition experienced 

positive results. 

Sitters have stated that there were not a 
lot of intervention to offer while caring 
for this population. Sitter staff stated, 
“We are limited to just constantly telling 
them to get back in bed; now we can give 
them what they have been asking for to 
get up”. With the tools available, staff felt 
empowered   because they made a dif-
ference. These are the building blocks of 
culture change and small wins with tan-
gible results. 

The Buffalo VA utilized the PDSA cy-
cle to implement a quality improve-
ment project (QI) with the VA MSST 
(Department of Veterans Affairs Mo-
bility Screening Tool) for Veterans Ear-
ly Mobility program to reduce falls on a 
medical surgical (Med-surg) unit. The 
Med-sur unit has 20 in-patient bed with 

telemetry capabilities. Average patients 
are males over 65 years old.  

The unit is staffed with 37 staff consisting 
of one nurse manager, one nurse clinical 
expert, and 21 RN, six LPN (monitor 
telemetry), and eight nurses’ aides. The 
units average monthly bed day of care 
are approximately 500  and their average 
fall rate was 12 percent.  

After the QI implementation consisting 
of education for VA MSST and the im-
portance of recognizing and implement-
ing mobility equipment (safe patient 
handling technology) can reduces falls 
and staff injuries. 

In-Brief nursing shared “we were too 
afraid they would get hurt if we let them 
walk”, “I feel more confident in know-
ing that I can maintain safety while 

ambulating my patients”, “This tool is 
easy to use.”

In conclusion, falls reduced to 2.04 and 
one moth of no falls, no staff injuries, 
and BDOC reduced by 100. Implement-
ing the VA MSST tool nurses where able 
to feel confident in choosing the safest 
equipment to ambulate their patients 
and implement a more through individ-
ualized fall prevention plan of care with 
patient focused goals. 

Summary and conclusion
VHA has projects underway with TAGs 
to build and disseminate SPHM solutions 

for mental health;, the perioperative en-
vironment; emergency evacuation; clin-
ical skills and staff competencies; the 
role of SPHM in reducing patient falls;  
safe early and progressive; integration 
of SPHM in the home and community; 
SPHM construction and design guide-
lines; measuring the patient experience 
in SPHM programs; purchasing and con-
tracting protocols for SPHM technology; 
care of the bariatric patient; and imple-
menting a documentation system in the 
electronic health records that provides 
screening and solutions tools integrated 
with the mobility goals to be integrated 
into CERNER modernization.  

These TAG groups are open to our DoD 
partners as we journey jointly in provid-
ing SPHM programs. We look forward 
to building SPHM together as partners 
with Defense Health Agency (DHA).

Implementing a SPHM program has a 
dual benefit, first to protect staff injuries 
while handling patients; and benefiting 
patients through a number of positive 
patient care outcomes.  

While these benefits and the body of 
knowledge are now being examined in 
more detail, it  can only be sustained by 
maintaining the critical elements of pro-
gram management and aggressive edu-
cation programs to facilitate a cultural 
change to normalize safety of handling 
patients.  VA’s   more than 20  years of ex-
perience has an abundance of evidence 
to support continued support of SPHM 
programs, hence The Future is NOW! 

More information about the SPHM pro-
gram can be found at:
http://www.publichealth.va.gov/employ-
eehealth/patient-handling/index.asp

Photo courtesy of VHA



Ve
te

ra
ns

 H
ea

lt
h 

A
dm

in
is

tr
at

io
n

136

Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
02

2
Veterans H

ealth A
dm

inistration

137

Arm
ed Forces M

edicine 2022

Veterans
TECHNOLOGY
VA Video Connect Q&A
By Veterans Health Administration, U.S. Department of Veterans Affairs

What is VA Video Connect?

• Launched in 2017 as part of VA’s telehealth expansion, VA 
Video Connect is VA’s synchronous video telehealth appli-
cation. To date from FY 2017 through May 23, 2022, more 
than 2.7 million Veterans have participated in over 19.9 mil-
lion video visits to home with their VA providers.

• VA Video Connect allows Veterans and their caregivers to 
easily meet with VA health care providers in a virtual session 
through live video on any computer, tablet, or mobile device 
with an internet connection. 

• In the video session, Veterans participate in health care vis-
its that do not require a hands-on physical examination. To 
date, the highest rates of VA Video Connect-to-home usage 
are for mental health and specialty care services. The video 
session is encrypted and secure.

• VA Video Connect appointments occur during a scheduled 
date and time — just like in-person meetings in a clinic 
exam room — as well as on an ad hoc basis when a provider 
wants to connect with a Veteran for a brief update.

Who is eligible to use VA Video Connect? 

• Veterans who are enrolled in VA health care can use VA Vid-
eo Connect. Additionally, other people, who Veterans invite 
to participate in their video telehealth appointments, can use 
VA Video Connect.

How do Veterans schedule VA Video Connect 
appointments? 

• Veterans who are interested in receiving care through VA 
Video Connect must first speak with a member of their VA 
care team. 

• Veterans and health care providers jointly decide whether to 
use VA Video Connect for a medical visit.

• Newly enrolled Veterans who do not yet have an assigned 
provider or care team can request a VA Video Connect ap-
pointment for their initial visit.

Who benefits most from using VA Video Connect?

• Veterans who live far from their VA facility or have limited 
access to VA facilities.

• Veterans who live in congested areas or who have health 
conditions that make traveling to the appointment difficult.

• Veterans who need to see a VA specialist who is not located 
near them.

• Veterans who lack the time or flexibility to attend recurring 
in-person appointments.

• Veterans who wish to limit their exposure to COVID-19 or 
other contagious diseases.

• Veterans who want to benefit from the convenience of VA 
Video Connect. 

How successful has VA Video Connect been in 
serving Veterans, particularly during the COVID-19 
pandemic?

• In March 2020, as the nation began isolating to limit the 
spread of COVID-19, more VA providers than ever started 
switching in-person appointments to video visits. By Sep-
tember 2020, the use of VA Video Connect appointments 
had increased 1,000% nationwide.

• Veterans’ use of VA Video Connect continued to climb dra-
matically throughout 2021.

• Among the Veterans surveyed following participation in 
a video telehealth appointment during the first quarter of 
FY2022 (October 1 to December 31, 2021), 88% of Veterans 
responded that they trust telehealth as part of their overall 
VA health care.

• During the first quarter of 2022 (January 1 to March 31) 
alone, more than 2.5 million video telehealth visits were de-
livered into the home or on a mobile device (a 1,749% in-
crease over March 2020 levels).

How does VA ensure that VA Video Connect is 
secure?

• Only invited participants can join a video visit within VA 
Video Connect. Veterans have the option to forward the VA 
Video Connect link if they want family or others to join, but 
participants can always see who has joined. 

• VA providers can lock the video session once all invited par-
ticipants have arrived so that no one else can join. 

• VA Video Connect is also compliant with a range of security 
standards and certifications. Details are available on the VA 
App Store.

What are the technical considerations for Veterans 
who want to use VA Video Connect?

• Veterans receive an email notification or text message from 
VA with instructions and a VA Video Connect link. Veterans 
open VA Video Connect by selecting the appointment link 
included in the email or text.

• VA Video Connect opens automatically in a web browser af-
ter clicking the appointment link.

• For an optimized user experience, Android device owners 
can choose to download the VA Video Connect for Android 
app and Apple iPad and iPhone owners can download the 
VA Video Connect for iOS app. For video sessions that re-
quire the use of peripheral devices on VA loaned iPads, the 
iOS app is required.

• The downloadable app versions are available on Google Play 
and on the Apple App Store.

• An internet connection is needed, but high-speed internet 
is not required. VA Video Connect will work over most low-
er-bandwidth connections, including cellular data connec-
tions, although the quality of the video may be reduced. If 
cellular data is used, a 3G or 4G connection with at least two 
connection bars is recommended.

• More information about technical requirements, user in-
structions, how to test a device, and help desk support is 
available on the VA App Store.

How does VA assist Veterans who do not have the 
technology or internet service required to use VA 
Video Connect?

• Veterans who lack the technology or internet needed to par-
ticipate in VA telehealth are referred to a VA social worker 
for a Digital Divide Consult. During the consult, the VA so-
cial worker determines whether the Veteran qualifies for VA 
or other federal programs that can help. 

• The Cellular Data Program, in partnership with several 
telecommunication companies, helps Veteran subscribers 
avoid data charges when using VA Video Connect on their 
networks. 

• VA’s ATLAS (Accessing Telehealth through Local Area Sta-
tions) sites provide comfortable, private appointment spaces 
equipped with internet access and the technologies needed 
to meet with VA providers over VA Video Connect. ATLAS 
sites are available in select American Legion,  Veterans of 
Foreign Wars, and Walmart locations in communities with 
limited internet connectivity, geographic barriers, and long 
travel times to medical facilities.  

VA Video Connect allows this male Veteran shown with his prosthetic leg to meet with his VA health care providers in a virtual session through live video 
using a laptop with internet connection. Veterans who are enrolled in VA health care can use VA Video Connect. Photo courtesy of VHA
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Medical research is often a slow, incre-
mental, iterative process. Breakthroughs 
come about in many cases because of the 
small contributions of many research 
groups, each helping to solve critical 
pieces of the puzzle.

Such was the case in January with a 
groundbreaking operation at the Uni-
versity of Maryland, where a surgical 
team transplanted a genetically modi-
fied pig heart into a 57-year-old man in 
a last-ditch effort to save his life. It was 
the first time a pig’s heart was successful-
ly transplanted into a human being. Af-
ter not immediately rejecting the heart, 
a common occurrence in transplanta-
tion procedures, the patient lived for two 
months before passing away on March 8.

This is called xenotransplant technolo-
gy, which refers to transplanting organs 
between species — in this case, pig and 
human.

VA-funded research starting in the 1990s 
helped uncover knowledge that proved 
to be key — along with findings by many 
other groups — to establishing the tech-
nique of transplanting a pig’s heart into a 
person. The researcher leading this work 
at VA was Dr. Richard Pierson, a special-
ist in thoracic and cardiac surgery who is 
now with Massachusetts General Hospi-
tal and Harvard University.

While at the Nashville VA Medical Cen-
ter in Tennessee from 1994 to 2002, Pier-
son received funding from VA’s Office 
of Research and Development to study 
how to alter the immune system in ba-
boon recipients of genetically modified 
pig hearts so the heart would not be 
rejected. This research, he says, was a 

“proof of principle” intended for eventu-
al application to humans. The pioneer-
ing work earned him further funding 
and recognition with a VA Merit Award 
in 1998 and a Presidential Early Career 
Award for Scientists and Engineers (PE-
CASE) in 1999, both of which he used to 
advance his research.

‘All of us felt inspired’
Pierson was thrilled to hear about the 
successful transplant at the University 
of Maryland, where he carried out re-
search on xenotransplantation for about 
15 years. Dr. Muhammad Mohiuddin, 
whom Pierson has collaborated with on 
studies of transplanting animal organs 
into humans, was one of the lead sur-
geons on the Maryland team.

“All of us felt inspired that someone had 
taken this step, and that it had been suc-
cessful,” Pierson says. “Many of us would 
have predicted that a heart with genetic 
modifications probably would be able to 
function relatively normally in a human, 
but that’s a different thing than proving it 
can actually happen. This transplant was 
historic.”

That the patient, David Bennett, lived for 
two months supported by a pig’s heart is 
remarkable, Pierson says, although he’s 
disappointed that Bennett didn’t live for 
years.

“Those of us who are advocates for this 
basic technology hope the heart and 
patient are going to live for a long time 
every time we do a transplant,” he says. 
“The longest that non-human primates 
have been supported with an orthotopic 
heart transplant has been six or eight 
months. But those experiments in many 
instances have been limited by regulato-
ry decisions to stop the experiment, as 
in the German experience, or by logis-
tical problems with it being expensive 
and complicated to take care of an an-
imal with a heart transplant. I’m con-
fident that with the right pig, the right 
treatments, and the right patient, we re-
ally could make this work with what we 
know today.”

Dr. David Klassen, chief medical officer 
of the United Network for Organ Shar-
ing, says it took years of basic research 
by many scientists to pull off the surgery 
on Bennett.

“Despite his death, this transplant re-
mains an important step toward mak-
ing xenotransplants possible for patients 

Veterans
TRANSPLANTATION
Advancing the Science of Transplantation
Early VA research uncovered knowledge vital to transplanting a pig’s heart into a 
human being

By Mike Richman, Research Communications, U.S. Department of Veterans Affairs

While working more than 20 years ago at the 
Nashville VA, Dr. Richard Pierson studied a new 
method of immunosuppression using heart 
transplants from genetically modified pigs in 
baboons. The research served as a “proof of 
principle” for eventual application to humans. 
Photo courtesy of VHA.

in need of a heart transplant,” Klassen 
says. “This ought to remind us of the 
complexity of these approaches and the 
many challenges that will remain be-
fore these therapies can be developed 
and widely applied. I’m confident a lot 
will be learned from this transplant even 
though it was only one transplant.”

Blocking a key molecule in the 
pig’s immune system
For decades, scientists have experiment-
ed with animal organs to make up for 
the severe shortage of human organs 
donated for transplant. But transplan-
tation efforts have failed largely because 
the patients’ bodies quickly rejected the 
animal organs. In one of the most pub-
licized cases, a baboon heart was placed 
in a dying infant known as “Baby Fae” 
in 1984, but the infant lived for only 21 
days. It was later learned that her blood 
type didn’t match that of the baboon.

In terms of size, a pig’s heart is a good 
candidate for transplantation into a hu-
man being. However, pigs express three 
main sugars that humans make antibod-
ies against. An antibody is a protein used 
by the immune system to identify and 
neutralize harmful substances, such as 
bacteria and viruses. “If you knock out 
all three of those sugars, the pig and hu-
man are much more compatible in rela-
tion to any type of organ,” Pierson says.

When working at the Nashville VA as a 
heart and lung surgeon starting in 1994, 
Pierson also studied the transplant of 
animal organs, such as the heart, lung, 
and kidney, into humans. He and his 
team proposed to test a new method of 
immunosuppression using heart trans-
plants from genetically modified pigs in 
baboons. Having access to some of the 
first genetically modified pigs made it 
possible to do that work, Pierson says.

Pierson proposed testing immunosup-
pression to block inflammation in the 
baboon caused by complement activa-
tion, a barrier that exists in pig-to-hu-
man organ and cell transplants. The 
researchers used pigs with added human 
genes to test a series of immunosuppres-
sive drugs to block the inflammation.

“Those pigs allowed us to ask a ques-
tion about whether we could be a little 
bit more clever and not just heavy-hand-
ed about immunosuppression,” Pierson 
says. “Our proposal described blocking 
CD154, a key molecule in a baboon’s im-
mune system. We thought that it would 
be much safer and more effective. It 
turned out that our prediction was true. 
We weren’t the ones who were able to 
first show it because others were able to 
get a hold of the right reagents before we 
did. But we were recognized for the idea 
that this might be possible. That’s what 
we were rewarded for.”

Similar to Pierson’s research demon-
strating the importance of blocking a 
molecule in the baboon’s immune sys-
tem, the Maryland surgical team used 
an experimental antibody drug to block 
CD40 in David Bennett’s immune sys-
tem in January. The molecular partner 
of CD154 is CD140. Blocking either of 
those molecules interferes with the path-
way, Pierson notes.

“We proposed that this novel way of im-
munosuppression, blocking the CD154/
CD40 co-stimulation pathway, would be 
a big advantage,” Pierson says.

But for the pig-to-human transplant to 
be successful, several sugar genes in the 
pig needed to be deleted, and several an-
ti-inflammatory human genes had to be 
added. Thus, Pierson’s work was just one 
of many lines of research required to car-
ry out the transplant.

“A pig organ doesn’t fare well in human 
blood circulation, at least initially, be-
cause of certain antibodies, which glom 
into the surface of the blood vessel lining 
cells and trigger complement activation,” 
Pierson says. “Downstream from that, 
the organ basically turns black and dies 
rather quickly. By engineering the pig so 
the enzyme that decorates the cells with 
that sugar is missing, as it is missing in 
humans, the incompatibility for that 
specific sugar goes away.”

Helped set up lab team at 
University of Maryland
In 1998, Pierson received an VA Merit 
Award that lasted 11 years after several 

renewals to study how blocking a pro-
tein mainly expressed in activated T 
cells, alone or together with other im-
munosuppression methods, improves 
the chances a pig’s heart can be trans-
planted into a non-human primate like 
a baboon or monkey. Because the Nash-
ville VA lacked large-animal housing 
capability, he and his team transplanted 
hearts from pigs into baboons and mon-
keys at Vanderbilt.

VA nominated him for a five-year PE-
CASE award, which he received in 1999, 
to further support the research he con-
ducted through his VA funding.

In 2002, Dr. Bartley Griffith recruited 
Pierson to the University of Maryland. 
Griffith, clinical director of the Cardi-
ac Xenotransplantation Program at the 
University of Maryland School of Med-
icine (UMSOM), was the surgeon who 
implanted the pig’s heart into Bennett.

After arriving at Maryland, Pierson 
helped set up a lab team to work on trans-
plant immunology and assist with the 
university’s clinical transplant program. 
In addition to studying heart xenotrans-
plantation, he received funding from the 
National Institutes of Health (NIH) for 
research on transplanting lungs from pig 
to human. He worked with Muhammad 
Mohiuddin when the latter was at NIH. 
They showed that blocking the co-stim-
ulation pathway could prolong geneti-
cally modified pig hearts up to 900 days.

“Dr.  Pierson is a leader in the field of 
xenotransplantation, and I have appre-
ciated working with him in the past,” 
says Mohiuddin, scientific director of 
UMSOM’s Cardiac Xenotransplanta-
tion Program. “I consider him a friend 
and admire his expertise as a xenotrans-
plant researcher. Through our distinct 
research efforts, we gain invaluable in-
sights from each other, and together we 
will advance this field toward human 
clinical trials.”

When Pierson left Maryland in 2017, 
Mohiuddin took over the lab team. 
During the surgery on Bennett, he di-
rected the removal of the pig’s heart.
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‘The bleeding edge of cool 
science’
Dr. Don Rubin has long been the asso-
ciate chief of staff for research and de-
velopment at the Nashville VA. He and 
Pierson were colleagues at both the 
Nashville VA and nearby Vanderbilt 
University.

“Richard was clearly thinking boldly 
and creatively about the future of med-
ical care for patients whose disease lim-
ited the function of a major organ, such 
as the heart,” Rubin says. “His VA and 
PECASE awards were for solving how 
to transplant a pig organ into a patient 
that otherwise would die without it. The 

team he helped establish at the Universi-
ty of Maryland transplanted a modified 
pig heart into a patient because of this 
advance.” 

Researchers hope the procedure on Ben-
nett will provide a plethora of data on xe-
notransplantation and confirm whether 
the combination of genetically modified 
pig hearts and immunosuppression to 
block the co-stimulation pathway can 
together help solve the shortage of or-
gans for transplantation. Pierson be-
lieves his work will likely be the basis for 
an immunosuppression regimen when 
xenotransplantation matures as a clini-
cal option.

Currently, he’s researching pig organs 
and cells in his lab at Massachusetts 
General Hospital in efforts to make 
heart, kidney, lung, and liver xenotrans-
plantation clinically routine.

“We’re close on all of those fronts,” he 
says. “It’s nothing but fun to be on the 
bleeding edge of cool science solving 
clinically important problems.”

va.gov

In a groundbreaking operation, David Bennett Sr. (center) received a pig heart transplant in January at the University of Maryland Medical Center, before 
passing away two months later. Dr. Muhammad Mohiuddin (right), whom former VA scientist Dr. Richard Pierson has collaborated with on studies of 
transplanting animal organs into humans, was a lead surgeon on the Maryland team. Photo courtesy of University of Maryland School of Medicine

Veterans
WOMEN’S HEALTH
Women’s Health Excellence in VHA 
An interview with Dr. Sally Haskell, Deputy Chief Officer, Office of Women’s 
Health, U.S. Department of Veterans Affairs

By Tom Adams, Publisher of Armed Forces Medicine

“It was my great pleasure to speak with Dr. Sally Haskell, Dep-
uty Chief Officer for VHA’s  Office of Women’s Health, about 
several new initiatives and to help the growing number of 
Women Veterans receive the highest level of appreciation and 
care available to them. Dr. Haskell and her team are committed 
to this cause and it is my privilege to provide her with this op-
portunity for awareness and recognition.” – Tom Adams

A lot of women don’t actually realize how many services VA 
provides for them. VA has a policy of “Comprehensive Wom-
en’s Health”. We want women to be able to get their primary 
care and their gender specific care, such as cervical cancer 
screening, menopause management, etc., from one provider 
so they don’t have fragmented care and have to come back for 
separate visits. We ensure that all of our women are offered 
assignment to “Designated Women’s Health Primary Care 
Providers, (WH-PCPs)”. These are primary care professionals, 
(Internal Medicine Doctors, Family Practice Doctors, Nurse 
Practitioners, or Physician Assistants) who have special train-
ing or experience in providing healthcare to women. We mea-
sure that they have undergone a certain number of hours of 
medical education, training, or they have experience in a prac-
tice that’s more than fifty percent women. We offer all of our 
women assignment to those providers so that they can really 
get high quality primary care, including gender specific care 
all in one place.

We also provide a lot of ongoing educational programs for our 
providers across VA, one is called the “Women’s Health Mini 
Residency Program”, where providers can go and attend a three 
day training where they receive lectures on many Women’s 
health specific topics, as well as hands on training with both 
simulation models and live women who have volunteered to 
be trainers for the pelvic and breast exams. This has been a 
hugely popular training initiative that we’ve had at the VA for 
about 10 years now where we have trained over eight thousand 
providers.

In addition to primary care, women Veterans are fully eligible 
for Gynecology care, if they require more specialized care such 
as for abnormal Pap smears, gynecologic cancer or other issues 
that are beyond the scope of their Primary Care Provider. We 
also have specialty Gynecologists at approximately 80 percent 
of our medical centers. If there is not a Gynecologist on site at 

their facility, VA will refer women Veterans to a conveniently 
located Gynecologist in their own community.

A lot of people don’t realize that VA also provides maternity 
care. We don’t offer maternity care in our facilities but we do 
refer women into their community for their pregnancy, prena-
tal care as well as labor and delivery. We have a position in our 
facility that we call a “Maternity Care Coordinator (MCC)” 
who contacts women early in their pregnancy to make sure 
they are not having any trouble navigating the community 
care process, and makes sure they get connected with their 
maternity provider. The MCC also contacts the women peri-
odically throughout their pregnancies and they do screenings 
for depression, PTSD, and make sure the women have all the 
information, resources and support they need. The MCCs also 
provide support around lactation and help provide any sup-
plies women Veterans need for that as well as postpartum care. 
During regular phone calls MCCs make sure that the women 
are staying and feeling connected to VA during their pregnan-
cies and know that they can still come to VA for any primary 
care needs, mental health needs, physical therapy or anything 
else they might need during their pregnancy.

Something else that people aren’t always aware of is that VA 
provides infertility care. All  eligible Veterans can receive basic 

Dr. Sally Haskell, Deputy, Chief Officer for VHA’s Office of Women’s 
Health. Photo courtesy of VHA

EXCLUSIVE
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infertility care such as workup and initial treatment. In vitro 
fertilization is also available for certain eligible Veterans who 
are service connected for a condition that results in infertility.

In getting back to talking about the Women’s Health primary 
care providers, we do have those available at all of our medi-
cal centers across all healthcare systems and about ninety four 
percent of our community based clinics.

We have about two million women Veterans, with approxi-
mately 800,000 enrolled for VA care and about 600,000 cur-
rently utilizing care. While more women Veterans live in urban 
than rural areas, we do have many women who are considered 
rural. We have a special training program for our Women’s 
Health providers in rural health that goes to some of the more 
rural (CBOC) community based outpatient clinics to bring 
women’s health training updates to the providers there.

Another program we have is called “HeaRT”, which stand for 
Women’s Health Reengagement Training, and its really an out-
reach program targeted to women Veterans mostly in rural 
areas that are not already enrolled in VA care. We work with 
community partners to deliver this training curriculum that 
lasts several hours and is about all of the services in VA that are 
available to women.

Cancer screenings, such cervical cancer screening (Pap tests) 
are performed by our primary care providers and that’s why 
awareness for women to make appointments with their prima-
ry care provider is so important. Any abnormalities they find 
would then result in them being referred to see a gynecologist. 
For breast cancer screening, we have mammograms on site at 

66 of our VA medical centers but other women that are at a 
facility that doesn’t have on-site mammography, are referred 
to a mammography center in their community. The provider 
would order and the mammogram coordinator would help the 
patient setup their appointment and get their results back into 
our system.

We are working to expand the number of VA sites that have 
mammography on-site at the medical centers, but there’s a rea-
son why we don’t have mammography at every single site and 
that’s because you need a certain volume of mammograms be-
ing done at a facility in order for both the technologist and 
the radiologist to be maintaining their competency. There are 
numbers that are required for people to be licensed and ap-
proved, and while the population of women Veterans is cer-
tainly growing, not every VA site has the appropriate number 
of women being screened at that facility to meet that criteria, 
so for those reasons the smaller VA sites refer to the communi-
ty to be able to offer the highest quality of care.

The population of women Veterans is growing rapidly and 
our largest age group is between 45 and 65 years old, with the 
second largest group being younger or under 45, and a much 
smaller number of elderly women or over 65. So that “mid-
dle aged” group drives our focus on things like breast cancer 
screening, and the VA does a really great job with both breast 
and cervical cancer screening. We actually out perform the 
community in terms of the percent of women that are age el-
igible for these types of screenings that actually get them, and 
we are very proud of that statistic.

Another partnership we have is with the American Heart 

continued on page 144

Unlocking the power of 
ultrasound to support 
women’s health in the 
military and VA
At Intelligent Ultrasound we’re proud to support the 2 million 
female veterans and active duty personnel across all military 
branches in the United States. How? By developing and supplying 
leading ultrasound training simulators to military and VA medical 
training facilities focussed on women’s health.

At Intelligent Ultrasound, we’re committed to supporting the mission of expanding 
women’s health across all branches of the military and veteran’s administration. 
To learn more, scan the QR code or visit www.intelligentultrasound.com

A unique self-learning scanning experience, catering for 
gender specific care, that replicates being taught one to 
one by an expert:
• Used across multiple programs in the U.S. to train 

sonographers on ultrasound for women’s health
• Transvaginal, transabdominal, gynecology, obstetrics 

and probe manipulation modules
• Over 1000 cases using real patient scans, including 

multiple body shapes, breast scans and with the option 
of adding custom cases

• Remote learning and management with an unlimited 
number of users

The only female specific platform available, BodyWorks 
Eve is an ultra-realistic female patient simulator designed 
for interactive Point of Care Ultrasound (PoCUS) scenario 
training:
• Eve comes with over 100 cases using real patient 

scans, and over 10,000 pathology variations across 
cardiac, lung, transabdominal and pelvic ultrasound

• Students can scan in real-time from the clavicle to the 
pelvis with seamless transition between cardiac and 
abdominal probes

• Tutors can create their own patient cases from any 
of the pathologies on the system and create tailored 
clinical information

• The Instructor Tablet enables the tutor to run scenarios 
‘on the fly’ and easily change the patient’s condition and 
level of severity to test assessment and decision-making 
skills

ScanTrainer is also available in a compact version. This 
portable platform can be taken anywhere at any time and 
still offers ScanTrainer’s extensive ultrasound training just in a 
smaller package! With ScanTrainer Compact, a simple switch 
of the probes allows you to alternate between transvaginal 
and transabdominal ultrasound.



Veterans H
ealth A

dm
inistration

145

Ve
te

ra
ns

 H
ea

lt
h 

A
dm

in
is

tr
at

io
n

144

Arm
ed Forces M

edicine 2022Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
02

2

Association, to raise awareness about heart disease in women 
Veterans because we believe they are at a higher risk than ci-
vilian women. We partner with them on communications and 
publicity to encourage women to come in and get checked for 
any heart disease risk factors like high blood pressure, diabe-
tes, high cholesterol and those types of things, so that partner-
ship benefits as well.

One of our really big initiatives I’d like to talk about as well for 
2022 is called the “WHISE” program, Women’s Health Inno-
vations and Staffing Enhancement. We’ve been increasing the 
Women’s Health workforce at VA across the entire field and 
that includes Women’s health primary care providers, gyne-
cologists, women’s mental health providers, nurses, and care 
coordinators.

Through this program we’ve been able to provide an oppor-
tunity for our different facilities to be able to apply for fund-
ing to be able to hire additional staff or to purchase Women’s 
Health specific equipment to include things like gynecology 
equipment, exam tables, mammogram machines, bone den-
sity screening machines. And through this program’s funding 
across 2021 and 2022, we’ve provided about 150 million dollars 
out to the field and hired over new 800 positions. These are 
new providers that are filling the gaps in care for women just 
to ensure that we have all of the providers we need that who 
are really specialized in Women’s Healthcare across the entire 
system. This funding for equipment and additional providers 
is for the VA facilities exclusively and one of the largest areas of 
focus for this project has been around care coordination. 

Breast and cervical cancers screening and maternity care re-
quire care coordination that is very labor intensive.  There is a 
lot of  tracking involved to make sure that everyone that is due 
for a screening gets notified that they are due,  gets scheduled, 
and afterwards get their results back. We track to ensure that 
all abnormalities are followed up on.  Those are roles that the 
care coordinator is responsible for and why we are focused on
hiring more care coordinators through this initiative as well as
the equipment.

We’ve had a lot of folks apply for funding through this pro-
gram for something that’s called pelvic floor physical therapy, 
which can help treat women for pelvic pain and urinary incon-
tinence. We haven’t had very much of this in the VA before so 
in the past we referred a lot of it out to the community but now 
through the WHISE program we’ve got a number of sites that 
have bought the equipment as well as hired the staff to start up 
these programs in VA.

Additionally, people have used the funding for mobility equip-
ment to help care for women that might have spinal cord inju-
ries, so things like specialized exam tables or positioning chairs 
for mammograms specifically. People have also purchased lac-
tation equipment through this program, such as lactation pods 
which are pop up rooms that can be setup inside a VA facility 
and provide a woman with a private space to be able to breast 
feed her infant.

Overall the VA’s Women’s Health Program is designed to meet 
all of the health care needs of women Veterans. We have also 
been focused on changing the culture of VA to ensure that all 
women feel welcome and recognized and that they truly belong 
at VA. Our communications campaigns focuses on a number 
of things over the years, including ending harassment, which 
is not tolerated in any VA facility, and also focuses on trust and 
respect. We want our women Veterans to trust the VA, to feel 
respected and recognized in our VA facilities, and so this year 
we are launching a campaign that’s entitled “I Belong” because 
we want women Veterans to really feel they belong in VA.

About Dr. Sally Haskell

Dr. Haskell is the Deputy Chief Officer for Clinical Operations 
and Director of Comprehensive Women’s Health in the Office 
of Women’s Health, for the Veteran’s Health Administration.

More information about the Women Veterans Health Care can 
be found here: womenshealth.va.gov/

continued from page 142

Veterans
WOUND CARE
TeleWound: No Wound Left Behind

Paralyzed Vietnam Veteran Roger Harris lives at a VA Commu-
nity Living Center (CLC). He’s receiving specialty wound care 
for a severe pressure injury that he developed many years ago.

But when the COVID-19 pandemic started, his wife Betty 
was no longer able to visit him because of physical distancing 
precautions. The situation became harder on them both. As a 
result, VA’s Dr. Mona Baharestani and Harris’ care team devel-
oped a plan that would allow Roger to move back home and 
receive care there.

As a nurse researcher and wound specialist, Dr. Mona Baha-
restani knows the importance of Veterans receiving proper 
wound care.

Baharestani and her dedicated team of board-certified wound 
care nurses care for Veterans with surgical wounds, pressure 
injuries, diabetic foot ulcers and other chronic wounds every 
day.

Baharestani is associate chief of the Wound Care and Re-
search Programs at the James H. Quillen VA Medical Center 
in Mountain Home, Tennessee.
Many of Baharestani’s patients find traveling to VA for ap-
pointments difficult. Either the distance from their homes to 
the hospital is too great or they have limited transportation op-
tions. For those patients, Baharestani knew there had to be a 
better way.

In 2015, Baharestani stood up a TeleWound program. This 
program has now become a national initiative known as the 
“No Wound Left Behind” initiative (NWLBI). The initiative 
helps Veterans receive wound care virtually at VA outpatient 
clinics or in their own homes.

Same quality of care as an in-person visit
The program uses telehealth technology to provide virtual vis-
its with wound specialists who can examine Veterans’ wounds 
visually. The specialists also determine the patients’ progress 

Photo courtesy of VHA

Photo courtesy of VHA

Photo courtesy of VHA
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Veterans
WOUND CARE
A New Way to Prevent Pressure Injuries
By Ev Chasen, contributor, VA Research Communications

In 2019, a team of researchers at VA’s 
Advanced Platform Technology Center 
(APT Center) and Case Western Reserve 
University (CWRU) in Cleveland found 
that monitoring levels of two types of 
proteins in the blood can help identify 
Veterans with spinal cord injuries who 
are at greater risk for developing recur-
rent pressure injuries. Pressure injuries, 
also known as pressure ulcers or bed 
sores, are painful wounds that can be 
life-threatening if they become infected.

Now, the team is developing a portable, 
disposable biosensor to let wheelchair 
users and their caregivers know if the 
levels of those proteins are abnormal. 
The device functions as an early warning 
system that can help prevent pressure in-
juries from emerging.

“Pressure injuries are terrible wounds 
that particularly impact Veterans with 
spinal cord injuries,” explains Dr. Kath L. 
Bogie, VA research career scientist with 
the APT Center and associate professor 
at CWRU. “We looked to see if we could 
figure out why some people developed 
these wounds, over and over again, while 
others didn’t.”

Biomarkers indicate greater risk 
for pressure injuries
Bogie and her team found that the glu-
teus muscles of many Veterans who had 
recurrent pressure injuries contained 
high levels of fat, while that was not the 
case for Veterans who did not have fre-
quent wounds. The gluteus muscles, also 
known as the buttocks, are the largest 
muscles in the human body and are the 
muscles on which people sit.

People with high fat levels in their glutes, 
the team concluded, are at higher risk of 
developing recurrent pressure injuries 
than those who did not. Determining 
who is at risk, however, is not a simple 
task, and is not related to obesity.

“Just as you can’t tell if someone has a 
high cholesterol level by looking at them, 
you can’t tell if someone has high intra-
muscular fat just by looking at them,” 
Bogie says. “In fact, some of the people 
with the highest fat levels in the initial 
study were not fat at all.”

The team identified two biomarkers in 
the blood samples of Veterans who had 
high levels of fat in their glutes. One, 
FABP4 (fatty acid binding protein), re-
vealed the levels of adipose or fat tissue, 
and the other, FABP3, indicated the lev-
el of remaining muscle tissue. With this 
knowledge, the team turned to creating 
a useful test to quickly determine FABP4 
and FABP3 levels in the blood in order 

to identify at-risk SCI patients.

“I talked to experts at the APT Center and 
Case Western — Drs. Pedram Mohseni, 
Michael Suster, and Umut Gurkan — 
to see if we could build a point-of-care 
technology to leverage our knowledge of 
what these markers are, and to do rap-
id testing,” Bogie recalls. Point-of-care 
technology allow clinicians to conduct 
real-time, diagnostic blood tests within 
minutes, instead of hours, through the 
use of portable analyzers.

Portable biosensor detects key proteins
The team is developing a portable, dis-
posable biosensor — which they dubbed 
a PIPChip — to conduct the tests ei-
ther by patients at home or by clinicians 
during regular outpatient visits. The 
PIPChip analyzes a drop of blood from 
study participants to search for indica-
tions whether they are at higher risk of 
developing pressure injuries.

The PIPChip device is under development to identify blood-based biomarkers for pressure injury risk 
in people living with SCIs. Photo courtesy Congressionally Directed Medical Research Programs and 
Dr. Kath Bogie.  Photo courtesy of VHA

toward healing and makes recommendations to ensure they 
receive the same quality of care they would receive through an 
in-person visit.

Harris (pictured above with his wife, Betty) receives visits from 
a home-based care team. Also, he receives medical support 
from Betty and weekly TeleWound visits with Baharestani. 
Roger, Betty and Baharestani use VA Video Connect to check 
Roger’s progress. So far, things have been going well. Conse-
quently, the Harris’ are grateful to be able to spend this time at 
home together.

“Dr. Baharestani is so attentive and patient. It is unreal. She 
really prepared us to navigate the process ahead of time. My 
wife and I had no issues tending to my wounds after I returned 
home,” Harris said. “Every Veteran should take advantage of 
this program if they are eligible. Wounds can get out of hand 
fast, and this program takes that fear away.”

Transforming how Veterans receive wound care
NWLBI is just one example of the innovative ways VA nurses 
and other health care providers are using the practice of health 
informatics to improve how they deliver care.

Baharestani’s program has transformed how Veterans receive 
care for chronic wounds. She provides evaluations of the vital 

need for wound care and understanding of the strain of repeat-
ed in-person visits. She also can reimagine health care delivery.

Earlier this month, Baharestani’s work was recognized when 
she received a 2020 national FedHealthIT Innovation Award. 
NWLBI is also supported by:

• VHA Office of Nursing Services

• Office of Connected Care

• Quality Enhancement Research Initiative (QUERI)

• Diffusion of Excellence program

• Clinical specialties, including spinal cord injury and 
podiatry

NWLBI is gearing up to expand across the country, intro-
ducing this innovative approach to Veteran care nationwide. 
Check with your local VA provider to find out if TeleWound 
appointments can work for you. You can also learn more about 
additional VA telehealth options by visiting https://telehealth.
va.gov/

va.gov

Paralyzed Vietnam Veteran Roger Harris and his wife, Betty, make use of the Telewound program. Photo courtesy of VHA
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2 Veterans
EPILOGUE
Dr. Steven L. Lieberman, Q & A in Leading VHA
The following questions and answers where taken during an interview with 
Deputy Under Secretary for Health, Veterans Health Administration, Dr. Steven 
L. Lieberman, who served as Acting Under Secretary for Health from July 2021 
through July 2022.

Q. When did you take over the helm of 
VHA? How did it feel to step into this 
lead VHA role and oversee the mission 
of providing healthcare to America’s 
Veterans?

A. My start date as VHA Acting Under 
Secretary was July 22, 2021. I’m really 
passionate about VHA and excited about 
coming to work every day and work-
ing alongside dedicated VA employees 
who serve our Veterans in all capacities 
of healthcare. There is truly no greater 
mission than caring for those who have 
served our country. 

Q. Now, what can you tell us about 
yourself?

A. I’ve been with VHA for close to 30 
years. I’m a pulmonary and critical care 
physician on staff at the VA New Jer-
sey Health Care System. I started in 
academics working at the VA Boston 
Health Care System performing clinical 

care, teaching and conducting research. 
I enjoy analyzing systems and finding 
solutions to problems; improving sys-
tems is very gratifying to me. Although 
I consider myself a “field guy”, in 2016 
I was called to DC for a four-week de-
tail at VA headquarters during the access 
crisis. That detail turned into two years 
working on access and, well, now, here I 
still am, working at headquarters.

Q. Why is VHA important to you, what 
does it mean to you?

A. This organization is incredibly im-
portant to me and I’m proud of all its 
accomplishments and especially all of 
its employees. Study after study show 
that the quality of care received at VHA 
is equal to, and often better than, health 
care provided in the private sector. This 
is due to the great work that our dedicat-
ed employees do across the organization 
in primary care, mental health, physical 
medicine and rehabilitation, spinal cord 
injury and disorders, geriatrics, end of 
life care and so many other areas.

Q. What makes you proud of VHA? 

A. In addition to the things I mentioned 
before, I am also proud that we are one of 
the largest research organizations in the 
world. Our  Million Veteran Program, a 
national research program to learn how 
genes, lifestyle and military exposures af-
fect health and illness, has produced nu-
merous impactful studies including about 
COVID-19 since launching in 2011.

Q. What makes VHA stand out in terms 
of its healthcare?

A. VHA has world-class training and ed-
ucation programs. Over 124,000 trainees 
come through VHA every year, includ-
ing 25,000 nurses. Almost 70% of all 
doctors working in this country have 
spent time training at VHA.

Q. What do you consider VHA’s most 
important accomplishments during 
your tenure?

A. VHA’s accomplishments in recent 
years have been numerous. To list a few:

Steven L. Lieberman, MD, MBA, FACHE, FACP. 
Photo courtesy of VHA

Dr. Lieberman talking with veterans at the 2021 National Veterans Wheelchair Games in New York. 
Photo courtesy of VHA

Veterans who are at greater risk of de-
veloping pressure injuries can take steps 
to avoid them by making certain the 
wheelchair they use is the right size and 
the foam or gel seat cushion fits prop-
erly; shifting their weight in the chair 
more often; transferring themselves into 
and out of their chair correctly; eating a 
proper diet; and keeping the skin of their 
buttocks clean and dry.

To help ensure the PIPChip will be us-
er-friendly, Bogie added Sean Ferry to 
her team. He is a Veteran consumer ad-
vocate with a spinal cord injury. “Sean 
will give us insight into what Veterans 
actually want and talk to other Veterans 
about what will be most useful to them,” 
she says.

Chief of Spinal Cord Injuries and Dis-
orders at the Louis Stokes Cleveland 
VA Medical Center, Dr. MaryAnn Rich-
mond, and assistant chief, Dr. Kristi 
Henzel, are also part of the research team 
and provide feedback on design and us-
ability from the clinician’s perspective.

DOD grant aids development of PIPChip
The team has received a grant for $1.07 

million from the Department of De-
fense’s Congressionally-Directed Medi-
cal Research Program (CDMRP) Spinal 
Cord Injury Research Program (SCIRP) 
to develop the PIPChip over the next 
three years. The award is one of only 
three such awards given nationwide in 
fiscal year 2019. The research team will 
ultimately seek approval from the Food 
and Drug Administration in order to 
market the chip.

Blood samples from Veterans with SCIs 
who took part in the initial biomarker 
study will be used for initial testing of 
the device, and 20 more patients will val-
idate the initial findings.

In addition to designing and develop-
ing the PIPChip biosensor, the team also 
hopes to prove that FABP4 and FABP3 

are accurate biomarkers for the devel-
opment of recurrent pressure injuries, 
which would benefit not only those with 
spinal cord injuries, but people with all 
kinds of injuries and illnesses requiring 
long periods of bed rest. They also aim to 
determine how often levels of intramus-
cular fat should be checked.

They also hope to to work with VA’s Mil-
lion Veteran Program (MVP) to develop 
a genetic profile of people who are sus-
ceptible to changes in fat levels, a process 
Bogie believes is unrelated to the spinal 
cord injury itself.

“VA takes care of a large percentage of 
the spinal cord injury population in this 
country,” Bogie notes. “Unlike other 
health care systems, we take care of them 
for life. So we want to know what their 
long-term risks are and minimize them 
to make sure their quality of life is opti-
mized. This study is one way we do that.”

va.gov

Pressure injuries are terrible 
wounds that particularly 

impact Veterans with spinal 
cord injuries.

Photo courtesy of VHA
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2 • Rising to meet the challenges of 
COVID-19 by keeping Veterans, staff 
and visitors safe and vaccinating mil-
lions of Veterans, family members and 
caregivers

• Increasing the quantity and quality 
of care we have delivered to Veterans 
over the course of the pandemic, in-
cluding telehealth

• Expanding mental health care and 
suicide prevention both internally and 
by partnering with outside organiza-
tions so we can reach any Veteran who 
needs help

• Veterans Crisis Line: Veterans are now 
able to dial 988 then Press 1 to reach 
the VCL — greatly simplifying ease of 
access

• The fact that we’re working to be an in-
clusive provider of choice for LGBTQ 
Veterans by making sure we identify 
them by their correct pronouns and 
undergoing the rulemaking process to 
provide gender confirmation surgeries

• Expanding Geriatric and Extended 
Care Services to more places through-
out the country

• Streamlining VA’s Access to Care web-
site to Veterans can make informed 
decisions about their health care 
journey

• Focusing on reducing employee burn-
out and employee well-being

• Adopting national standards to better 
serve Veterans, and more

Q. What has been your proudest mo-
ment leading VHA?

A. Not so much a moment as a series of 
moments. Over the course of this pan-
demic, during the Delta wave and then 
the Omicron wave, I have witnessed 
VHA employees overcome challenge af-
ter challenge in serving America’s Vet-
erans. But they didn’t weaken or slow 
down—they got stronger and found 
more efficient ways to care for Veterans 
when they needed it most. Even while 
they were mourning the loss of Veter-
an patients, colleagues, family members, 
and friends, they often had to cover for 
co-workers who were exposed or sick 

and unable to work, meaning longer 
hours and later nights — and they kept 
on delivering for Veterans. This resil-
ience is not the exception among VHA 
employees; it is the rule.

Q. What has been the most challenging 
part of this role?

A. The rollout of our new electronic 
health record (EHR). Unfortunately, we 
are not where we had hoped to be by 
this time. However, we have learned a lot 
from our experiences and the rollouts 
so far. EHR modernization is the right 
thing to do for Veterans.

It will support providing seamless care 
from DoD to VA, and it will provide 
seamless, safe and optimized patient 
care wherever a Veteran chooses to seek 
care and move between facilities for 
their care. We are taking the time to get 
it right. This is a top priority for VHA 
and VA leadership.

Q. How would you assess VHA’s perfor-
mance during the pandemic?

A. In two words, outstanding and in-
spiring. Since the first case we treated 
over two years ago, our medical staff has 
performed stunningly well under very 

challenging circumstances and worked 
tirelessly to ensure the health and safety 
of our Veterans and our colleagues.

Before vaccines were available — and in 
fact after — our employees worked long 
hours and extra shifts, in full PPE, often 
under conditions of fear and uncertain-
ty, sometimes while dealing with per-
sonal grief and loss. Since vaccines have 
become available, we have vaccinated 
more than 4.6 million people, including 
over 4.1 million Veterans (as of July 20, 
2022).  

We expanded our telehealth capacity 
extremely quickly and delivered 10 mil-
lion video visits to Veterans in fiscal year 
2021. We’ve also reached new records for 
the amount of overall care at VA facili-
ties providing 78.8 million total outpa-
tient health care visits in fiscal year 2021.

We’ve also done an amazing amount 
of research on COVID. In the last two 
years, we have launched approximately 
400 COVID-19 studies and published 
more than 100 articles on the disease 
and its effects. More than 57,000 vet-
erans have volunteered to take part in 
clinical trials related to COVID-19 treat-
ment and prevention, including trials for 
all three vaccines currently available in 

the U.S. We continue to operate a data-
base of resources that are shared broad-
ly to promote scientific innovation and 
discovery.

We are among the first in the nation to 
establish long COVID programs at VA 
Medical Facilities across the country – 
currently 22 of these programs exist (As 
of July 2022).

And we fulfilled our Fourth Mission to 
be the backstop of America’s health care 
system. About 5,000 voluntary staff par-
ticipated in more than 195 missions in 
48 states, District of Columbia, Puer-
to Rico,, American Samoa, and Guam. 
Support included administering vac-
cines; delivering staffing, education and 

infection control support at State Veter-
an and community nursing homes; and 
providing staffing at public and Indian 
Country hospitals and clinics.

Q. Why did you choose to pursue a 
career as a physician leader in VHA? 
What inspires you and gives you the en-
ergy to work long hours leading VHA?

A. Our mission. Pride in serving those 
who have pledged their lives in the ser-
vice of their country. It is a privilege to 
provide care to these men and women.

Also, I’m immensely honored to serve 
with my colleagues who come to work 
every day, often under very trying cir-
cumstances — about a third of whom are 

Veterans themselves. They are more than 
ready to serve those who have served, 
eager to stand with the entire VHA team 
in offering care, comfort, a smile, or just 
a ready word at the right moment. It’s 
what gets me up in the morning.

Q. What would you like to add in 
closing?

A. To our VHA employees, thank you 
for all the work you have done and con-
tinue to do during this pandemic. You 
inspire me every day.

Dr. Lieberman with medical teams during the pandemic. Photo courtesy of VHA Dr. Lieberman with a Veteran and his wife ejoying conversation. Photo courtesy of VHA
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Thank you and God bless you for your 
commitment and compassion to the 

people of our nation and world!



Front line wound care 
proud to provide the military with 
products across the continuum of care
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Learn more today
The information herein is intended for healthcare professionals. The PICO pumps contain a MAGNET. Keep the PICO pumps at least 4 inches 
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