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FOREWORD
Military Health System Expands Partnership
with American College of Surgeons
By Military Health System Communications Office

The Department of Defense and American College of Sur-
geons signed a strategic partnership agreement establishing a 
formal process for sharing information and expertise across a 
wide range of surgical care issues in areas of medical educa-
tion, research, and evidence-based practices.

Dr. Jonathan Woodson, assistant secretary of Defense for 
Health Affairs, and Dr. David Hoyt, executive director of the 
American College of Surgeons were the co-signatories of the 
agreement.

“After our 13 years of experience in combat medicine in Af-
ghanistan and Iraq, the Military Health System has learned a 
great about trauma medicine, and we have shared it with our 
colleagues throughout American medicine” Woodson said.

“But, knowledge sharing is a two-way street,” he continued. 
“Achieving the highest survivability from injuries in the his-
tory of warfare came about because of the close collaboration 
we have sustained over decades with our civilian colleagues.”

The partnership with the American College of Surgeons has 
been an example of how military-civilian partnerships can be 
fostered and strengthened. The Military Health System and the 
American College of Surgeons share a common heritage and 
ethos, Woodson said: A focus on continuous learning seeking 
to improve care for everyone they serve.

“This partnership directly supports our readiness mission,” 
Woodson said. “You only have to glance at the headlines every 
day, to understand that we continue to be a military medical 
force that has to respond on a moment’s notice, anywhere in 
the world – whether it’s military contingencies, humanitarian 
crises, or disaster response.”

The relationship with the American College of Surgeons pro-
vides an avenue for military surgeons in all subspecialties to 
sustain their trauma skills at both military and civilian insti-
tutions around the country, explained Navy Capt. (Dr.) Eric 
Elster, professor and chairman of surgery at the Uniformed 
Services University of the Health Sciences. Elster will serve as 
DoD’s co-chair for the partnership.

“This collaboration is as important for peacetime as wartime,” 
Elster said. “DoD has benefited greatly from our participation 
in the ACS’ National Surgical Quality Improvement Pro-
gram. This initiative allows us to compare our performance 
across a wide range of quality measures with leading civilian 
institutions.”

“ACS has a long-term commitment to serve the public through 
our relationship with the uniformed services,” said ACS Ex-
ecutive Director, Dr. David B. Hoyt. “We want to sustain that 
relationship through peace time. Our shared leadership in this 
partnership allows us to do just that, as we contribute our re-
sources toward ensuring the readiness of the Military Health 
System.” 

Dr. Jonathan Woodson, Assistant Secretary of Defense for Health Affairs
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Maj. Gen. (Dr.) Mark A. Ediger 
Named U.S. Air Force Surgeon General 

The Senate has confirmed Maj. Gen. 
(Dr.) Mark A. Ediger to become the Air 
Force’s 22nd surgeon general recently.

Ediger is currently the Air Force’s deputy 
surgeon general, a position he has held 
since July 2012, and was recently noti-
fied that he will be promoted to the rank 
of three-star general.  He will replace Lt. 
Gen. (Dr.) Thomas W. Travis, who is re-
tiring this summer.

As surgeon general, General Ediger will 
serve as functional manager of the U.S. 
Air Force Medical Service. In this ca-
pacity, he will advise the Secretary of the 
Air Force and Air Force Chief of Staff, as 
well as the Assistant Secretary of Defense 
for Health Affairs on matters pertaining 
to the medical aspects of the air expedi-
tionary force and the health of Air Force 
people.  The general has authority to 
commit resources worldwide for the Air 
Force Medical Service, to make decisions 
affecting the delivery of medical services, 
and to develop plans, programs and 
procedures to support worldwide med-
ical service missions. He will exercise 
direction, guidance and technical man-
agement of a $6.6 billion, 44,000-person 
integrated health care delivery system 
serving 2.6 million beneficiaries at 75 
military treatment facilities worldwide.

From Springfield, Mo., Ediger entered 
the Air Force in 1985, as chief of fami-
ly practice, Air Transportable Hospital 
Commander, 1st Medical Group, Lang-
ley AFB, Va.  He earned a Doctorate of 
Medicine degree from the University of 
Missouri, Kansas City, in 1978, complet-
ed residency in family practice at Wake 
Forest University, Winston-Salem, N.C., 
in 1981, and completed residency in 

aerospace medicine at the USAF School of 
Aerospace Medicine, Brooks AFB, Texas, 
in 1992. 

Ediger has served as the Aerospace Med-
icine Consultant to the Air Force Sur-
geon General, commanded two medical 
groups and served as command surgeon 
for three major commands.  He deployed 

in support of operations Iraqi Freedom, 
Enduring Freedom and Southern Watch.  
He also holds a rating of chief flight sur-
geon with more than 800 flying hours, 
including 90 combat support hours and 
38 combat hours in the C-130, MH-53, 
F-15, T-38 and KC-135.

airforcemedicine.af.mil

Maj. Gen. (Dr.) Mark A. Ediger, U.S. Air Force Surgeon General
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Reserve Doctor Reflects 
on Three-Decade Rescue Career 

By 2nd Lt. Anna-Marie Wyant, 920th Rescue Wing Public Affairs

For many reservists, commuting to their assigned base is a 
monthly endeavor. While several reservists spend a couple 
hours or more on the road to attend their drill weekends, few 
travel through all four continental U.S. time zones for only two 
days of work. Dr. (Col.) Lewis Neace was one of those few.

Neace, former commander of the 920th Aeromedical Support 
Squadron here, retired from the Air Force Reserve Jan. 11 and 
thus retired from taking the long monthly commute from his 
home near Portland, Oregon, to his unit in Cocoa Beach, Flor-
ida. There are Air Force Reserve and Air National Guard units 
in the Pacific Northwest, and Neace could have saved a lot of 
hours flying coast to coast, but he didn’t. Why not?

“Rescue is something that once it’s in your blood you really 
never let it go,” said Neace, who works as an emergency room 
doctor in the Portland area for his civilian job.

Neace, who began his career in 1983 at McChord Air Force 
Base, Washington, was introduced to the Air Force combat-
search-and-rescue community at Portland Air National Guard 
Base in 1985. The PJ unit he was assigned to would eventu-
ally become the 920th Rescue Wing. After getting a taste for 
rescue, he decided to spend the next nearly three decades of 
his career almost exclusively supporting the Air Force Reserve 
pararescue mission.

Col. (Dr.) Lewis Neace receives his official retirement pin from his wife at his retirement ceremony at Patrick Air Force Base Jan. 11, 
2015. Neace completed more than 31 years of service as an Air Force Reserve physician and was most recently the commander of the 
920th Aeromedical Staging Squadron at Patrick. U.S. Air Force photo/2nd Lt. Anna-Marie Wyant
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Air Force Aims to Improve Health, Performance 

By Larine Barr, Air Force Surgeon General Public Affairs 

With the goal to move from healthcare 
to health, the Air Force Medical Service 
has created a dynamic plan, which will 
transform health and human perfor-
mance systems as they exist today. 

The Human Performance 
Concept of Operations, 
created by Air Force med-
ical planners, strives to not 
only prevent or ameliorate 
disease, but to promote per-
formance.   The plan centers 
on three pillars of human 
performance: sustainment, 
optimization and enhance-
ment, and will serve Total Force bene-
ficiaries, to include retirees and family 
members.  

According to project manager, Col. An-
thony Tvaryanas, 711th Human Systems 
Integration Directorate, Wright-Patter-
son Air Force Base, Ohio, the plan was 
driven by the emerging view that health 
is more than achieving some degree of 
health status, such as avoiding or con-
trolling communicable and chronic dis-
eases, and beneficiaries now want health 
as a resource for doing the things they 
want or need to do to perform.

“To provide the best health outcomes and 
maximal value to the nation, we must move 
from episodic, disease-centric care struc-
tures to population health oriented sys-
tems, and within these population health 
systems there must be a focus on human 
performance,” explained Tvaryanas. 

“Performance within working popula-
tions can be defined as human availability, 
being present and fit for duty,” Tvaryanas 
said. “Within many non-active duty 

populations performance may translate 
to more individually targeted goals. For 
instance, performance may mean fitness 
for work in non-military jobs, quality of 
life, or activities of daily living.” 

The new framework will reorganize 
AFMS in-garrison healthcare around 
three new and integrated systems: the 
Air Force Medical Home; Human Perfor-
mance Operations Center; and the Clinic 
Innovation, Test, and Evaluation System. 
The CONOPS lays out key components 
that will be needed to understand the per-
formance requirements of populations 
served by the AFMS, evidence-based 
interventions to sustain human perfor-
mance, and the type of delivery platform 
required to carry out the mission.    
 
“This re-design effort, conducted using 
a systems engineering approach, also 
provides a significant opportunity to ad-
dress the human systems integration of 
our medical personnel within our health 
delivery systems, thereby optimizing 
their performance,” said Tvaryanas.  

As described in the plan, beneficiaries 
will be identified as members of subpop-
ulations that have shared health and per-
formance risks and/or needs.  Future Air 
Force Medical Home primary care teams 

will be tailored to specifically meet these 
needs and address the full cycle of care.  
Similar to an Air Operations Center, the 
Human Performance Operations Cen-
ter will gather, analyze and disseminate 

information and maintain a 
strategic view of population 
health and performance.  
It will also enable teams to 
deliver integrated sets of ev-
idence-based interventions 
as well as coordinate the 
efforts of the primary care 
team with other AFMS ca-
pabilities. The Clinic Inno-
vation, Test, and Evaluation 

System will ensure that the Air Force 
Medical Home is focused on continuous 
learning and process improvement. 

Critical to the success of the Air Force 
Medical Home, is a human performance 
integration team, a voice at each in-
stallation, which will ensure two-way 
communication between the base and 
the HPOC. The integrator will maintain 
continuous situational awareness of pop-
ulation health and human performance, 
coordinate preventive and performance 
services, and facilitate a community ap-
proach to population health and human 
performance sustainment.

“Our goal is longevity with good func-
tion, and the challenge for the AFMS is 
not only preventing disease and over-
coming it when it occurs, but also help-
ing our beneficiaries achieve that goal.  
Patient and mission-driven performance 
goals become the organizing construct 
for planning and delivering health ser-
vices,” said Tvaryanas.

airforcemedicine.af.mil

Once established, the new system will help to 
change Air Force culture and lead to realizing the 

new AFMS vision: “Our supported population is the 
healthiest and highest performing segment of the 

United States by 2025.” 
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Air Force Physician Assistant Wins Recognition 

By 2nd Lt. Lauren Rogers, 35th Fighter Wing

It was her first year working as a physician assistant, and a pa-
tient had just left her exam room when she heard a burst of 
gunshots in the distance. Within seconds, screams filled the 
hospital as people scrambled for cover. In the midst of the cha-
os, a piercing silence fell over the clinic, and her heart raced as 
the sound of the gunman’s footsteps drew closer and closer to 
her office door.

The gunman walked right past her door, pivoted, and passed 
her door again — all the while spraying rounds from a semi-au-
tomatic rifle throughout the 92nd Medical Group at Fairchild 
Air Force Base near Spokane, Wash.

Almost twenty years later, Lt. Col. Melanie Ellis, 35th Medical 
Operations Squadron commander, still remembers her medi-
cal instincts kicking in once she realized she was the sole pro-
vider left in the Family Practice hallway.

“I heard the gunman exit the hospital into the parking lot, so 
I found a technician and rushed to stabilize and treat a female 
patient who had been shot just a few offices away,” Ellis ex-
plained. “There was an intercom announcement about a possi-
ble second gunman, but I didn’t have time to think about that. 
We had a patient to take care of.”

Lt. Col. Melanie Ellis examines a patient at Misawa Air Base in Japan, on Mar. 14, 2014. Ellis was recognized for her mentorship, 
experience and countless accomplishments in her 20-year career as a physician assistant. Air Force photo by Tech. Sgt. Araceli Alarcon

During his tenure with the Air Force Reserve, Neace made 
quite an impact in the rescue community. Not only was he a 
highly-qualified physician, but he also completed pararescue 
training in 1989, and that same year was named the Air Force 
Reserve Command Flight Surgeon of the Year. Neace was one 
of a very small handful of officers who became pararescuemen 
well before the combat rescue officer program was established.

Neace said he has been on more deployments than he can 
count to more locations than he can mention, and has received 
several awards and decorations along the way. But perhaps 
the biggest impacts he made on the Air Force Reserve--actu-
ally the Air Force as a whole--were his proposed changes to 
pararescue medical training.

Pararescuemen, also known as PJs, are among the most highly 
trained emergency trauma specialists in the U.S. military. They 
must earn and maintain an emergency medical technician 
paramedic qualification throughout their careers. Back in the 
80s, however, this wasn’t exactly the case.

Neace said when he entered the Reserve, PJs were not certified 
emergency medical technicians, or EMTs. He knew they were 
very good at what they did, but he was concerned they were 
not marketable in the civilian medical world.

“PJs had their own medical course which was much more ad-
vanced than EMT training, but if you try to get them into a ci-
vilian job in a trauma center, their training wasn’t recognized,” 
Neace said. “So we started doing EMT certification.”

His unit was the first to implement the training, which was ad-
opted by the Air Force Reserve and later active-duty Air Force. 
While this was a big accomplishment, Neace didn’t stop there. 
He knew the PJs were capable of more, and he was determined 
to get them the training and qualifications they needed to ex-
cel. In the early 90s, Neace found the opportunity he needed.

“I was at this meeting, and a general asked me how the PJs were 
trained, and I explained it,” Neace said. “But I said frankly, if 
a guy gets shot downtown, he’ll have a higher level of medical 
care than someone deployed. That didn’t go over very well.”

His comment both disturbed and intrigued the general, who 
then asked how to fix the problem. Neace suggested making all 
PJs certified paramedics. Reserve units began implementing 
paramedic training to get all PJs certified.

“It took a while to get everybody through the training,” he said. 
“Reservists did it first. Once the active duty picked it up, they 
started doing it right at the (PJ training) schoolhouse and have 
been doing it ever since.”

Neace clearly left his mark on the rescue community fairly ear-
ly in his career, but he didn’t stop there. When there was no 
longer a medical unit with the rescue squadron in Portland, 
Neace had a decision to make; he could either find another 

slot in Oregon or Washington, or he could commute across 
the country to remain a part of the Reserve rescue community.

It was a pretty easy decision for him — he was ready to brave 
the jetlag and earn the frequent flyer miles. Neace spent ap-
proximately a decade commuting from Portland to Patrick. 
He said all those trips through airport security, hours waiting 
in airports and flying across the country, plus the additional 
hours driving from the airport to the base, were all worth it.

“Rescue is a great mission,” Neace said. “I became a doctor to 
save lives, and that’s the overall mission.”

During his tenure, Neace was able to be part of some of the 
wing’s greatest rescue efforts, including the aftermath of Hur-
ricane Andrew, Hurricane Katrina and the San Francisco 
earthquake. In addition, he was involved in several local rescue 
missions in the Portland area, as well as caring for wounded 
warriors during military operations in the Middle East.

“When bad things happen, rescue shows up, cleans up the 
mess, takes care of people, goes home and waits to do it again,” 
he said. “It’s been an incredible career.”

Neace said his civilian and military careers have complement-
ed each other well. He is able to take lessons learned from each 
and apply them to the other, which not only makes him a bet-
ter doctor, but also a better teacher and commander. Saving 
lives is clearly one of the great benefits of both jobs, but in his 
most recent position at the 920th ASTS, Neace said the best 
part of his job is working with his Airmen and witnessing the 
great things they accomplish.

“The most rewarding part as the commander here was see-
ing the people grow and deploy and flourish in their careers,” 
Neace said.

Col. Jeffrey Macrander, 920th RQW commander, said Neace 
has been an asset to the rescue community for several years 
and leaves behind a legacy.

“Colonel Neace has touched a lot of lives,” Macrander said. 
“He’s been the go-to flight surgeon not only for this wing, but 
is highly regarded throughout the Air Force and beyond. He 
will be missed.”

During his retirement ceremony, Neace took a moment to 
thank his family, friends and fellow service members for their 
unwavering support over the years. He specifically addressed 
Airmen from the ASTS, who he called “the best of the best.”

“It’s hard to let this go,” he said. “I want to thank all of you for 
a wonderful career and a wonderful experience, and thank you 
for allowing me to be your commander.”

airforcemedicine.af.mil
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It was a tragic day for the Air Force. Four people were killed 
and 22 wounded before a security forces senior airman shot 
and killed the gunman, but Ellis played a pivotal role transport-
ing multiple victims from the base hospital to an impromptu 
helicopter-landing zone where victims were evacuated to the 
local trauma center.

Every assignment since then has offered new challenges and 
adventure for Ellis, who was recently named American Acade-
my of Physician Assistants’ Federal Service PA of the Year.

The Physician Assistant of the Year award encompasses an 
entire career of accomplishments. It honors the physician as-
sistant who has demonstrated exemplary service in the federal 
sector, defined as working for any of the uniformed services, 
the Department of Veterans Affairs, the Public Health Service 
or other related federal agencies.

Ellis’ career began as an enlisted surgical technician. She was 
selected to attend physician assistant training and was com-
missioned as a second lieutenant in 1993. Several years later, 
she became the clinical coordinator for the same training pro-
gram where she managed the medical rotations for dozens of 
physician assistant students.

Today, with more than 21 years of experience, Ellis credits her 
success to her Air Force mentors, hard work, an amazingly 
supportive family and good timing.

She tells the story of how being at the right place at the right 
time transformed a brief elevator conversation into a career 
path traveling abroad.

“It was a one-minute conversation with a retired Air Force 
Biomedical Sciences Corps chief, who simply asked me what I 
wanted to do in my career,” Ellis said. “We’d spent several days 
working together at a Human Performance Enhancement con-
ference, and I told him I’d love to work overseas one day. He 
must have made a few phone calls because the next day at work 
I received a call from my associate corps chief offering me an 
assignment in Belgium working with NATO,” Ellis said.

From there, countless opportunities arose for Ellis to showcase 
physician assistant capabilities around the world. Her short 
elevator conversation indirectly opened the door to many 
“boots-on-the-ground” experiences in Afghanistan, Germany, 
Ghana, Iraq, Japan, Korea, Saudi Arabia, Oman and Botswana.

While working as an international health specialist on a Build-
ing Partnership Capacity mission in Botswana, Ellis found her-
self mentoring the first female member of the Botswana Defense 
Force. In addition to teaching medical disaster management, El-
lis helped the first Bostwana Defense Force female develop doc-
trine that incorporated standards for female service members.

“That experience was amazing,” Ellis said. “I could have never 
imagined the second and third order effects that [that] interna-
tional health specialist mission would bring.”

On a separate assignment, Ellis co-authored the medical con-
cept of operations for the NATO no-fly zone in Libya and 
facilitated the evacuation of the wounded and dead after the 
Benghazi Embassy attack in October 2012.

During her career, she was the sole Air Force member in 
an Army flight surgeon course at Fort Rucker in Alabama, 
and later served as the executive officer to the assistant Air 
Force surgeon general for medical force development where 
she coordinated policies for 39,000 active duty medical 
professionals.

“I have never seen anyone with the same depth of experience 
evidencing her brilliance, tenacity and dedication in all my 
years of supervising physician assistants,” said Col. (Dr.) Alden 
Hilton, 35th Medical Group commander.

“She hit the ground running at Misawa [Air Base] and ad-
vanced the Air Force surgeon general’s vision of tailoring 
medical care to the unique mission requirements of our pop-
ulation, working to preserve and enhance the performance of 
our warrior airmen,” Hilton emphasized.

Since arriving at Misawa, Ellis has matched up her medical 
personnel with various high-intensity units on base, such as 
the 35th Civil Engineer Squadron Explosive Ordnance Dis-
posal and 35th Security Forces Squadron through in-depth 
briefings and face-to-face interactions.

“It’s important that our technicians never lose sight of how 
medics impact the mission,” Ellis said. “Speaking with the 
different units with strenuous jobs helps us understand their 
unique medical needs and shows the service members how 
seriously we take our role as health care providers.”

Through all the experience and accomplishments, Ellis contin-
ues to emphasize mentoring and paying it forward to the next 
generation.

“My favorite assignment until now was clinical coordinator 
for the Interservice Physician Assistant Program. Launching 
new Air Force physician assistants and growing future mili-
tary leaders is extremely rewarding,” Ellis said. “My former 
students are my ‘other children.’ I love watching them grow 
professionally and hearing about their accomplishments. I feel 
the same way about my squadron. I’m going to push them, like 
I was pushed in my early years, to achieve all the great things I 
know they are capable of accomplishing.”

health.mil
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SPECIAL FEATURES
Blood Donations Prove Useful 
for More than Just Traumatic Events
By Terrina Weatherspoon, Defense Media Activity

 

The Armed Services Blood Program is the official blood program 
of the U.S. military. As a tri-service organization, the ASBP supplies 
blood and blood products to ill or injured service members, retir-
ees and their families worldwide. While ASBP blood recipients are 
most often thought of as deployed service members injured in the 
line of duty, the program also provides blood for service members 
and their families back home and in military treatment facilities 
around the globe. Blood and blood products are used for patients 
of all ages for many reasons — from cancer patients or surgical pa-
tients, to those with battlefield injuries, military members depend 
on blood donors every day.

When something catastrophic affects the world, people take no-
tice; donating money, food and time to those affected. But there 
is often something people don’t think about donating; something 
that can save a life when the catastrophic event is more personal, 
sometimes affecting just one person — blood. 

“I think the general public imagines their blood being used for 
traumatic events like accidents, shootings, disasters or for opera-
tive procedures,” said retired Chief Hospital Corpsman Karen M. 
Reyes Benzi, an oncology registered nurse. “However, I would like 
people to know, on behalf of the folks I care for, that blood dona-
tions assist in not just saving a life but in providing a better quality 
of life for everyday patients.”

As an oncology nurse who administers blood product transfu-
sions every day, Benzi said that blood product donations are of the 
utmost importance to saving the lives of cancer and hematology 
patients, preparing them for chemotherapy, radiation and surgical 
procedures. For many of the leukemics who are transfused at her 
hospital weekly, new blood is what is keeping them alive. There 
are times when their local blood bank doesn’t have the products 
they need and they have to search banks further out. Benzi said 
it is imperative that people donate when they can; it makes all the 
difference for someone.

“Without blood products, our sickle cell anemia patients would 
die at an earlier age ... our cancer patients would not be able to 
endure the side effects of their disease or treatments ... our pa-
tients would be short of breath, weak, debilitated, and perhaps die 
prematurely,” said Benzi, who spent 25 years as a Navy corpsman. 
“Every day I witness someone getting another day and perhaps 
a better day because of a transfusion  — I have many older pa-
tients with myelodysplasia syndrome (MDS); news anchor Robyn 
Roberts had this cured with a bone marrow transplant — whose 

day-to-day life depends on frequent (sometimes several times a 
week) transfusions.” 

Benzi said it is important for donors to know that their blood will 
make it to the right place and will be appreciated by someone who 
may have never thought they’d need it.

“We had a young female professional, an office manager for a law 
firm, type A negative and always on the go,” said Benzi. “She had 
profuse vaginal bleeding for months but said she was too busy to go 
to her OBGYN. When she finally went she was told she had a few 
huge fibroid tumors causing the bleeding. Her hemoglobin (carries 
oxygen on a red blood cell) was critical at 5 (normal is 12-16.) She 
received four units of packed red blood cells and spent more than 
two days in out outpatient clinic. She finally realized how bad she 
had been feeling because she now had more energy. Continued low 
hemoglobin like that could have killed her by depriving her heart 
of oxygen. The transfusion also prepared her for her hysterectomy. 
She is doing great and is a strong advocate for blood donations.” 

For some patients, when chemotherapy and/or radiation is no 
longer a curative option, or when anemia has become a chronic 
side effect, blood products may be given as a palliative (comfort, 
not curative) treatment, said Benzi. It can enhance energy, relieve 
fatigue and shortness of breath, prolong life, and even prevent a 
heart attack or stroke. At times it may even be what is needed to 
give a hospice patient a few more quality days of life.

health.mil

U.S. Marine Corps Lance Cpl. Alexander Ramirez, assigned to 
Marine Corps Security Force Battalion, donates blood during a 
blood drive for the Puget Sound Blood Center at Naval Base 
Kitsap-Bangor, Wash., Jan. 22, 2015. 
U.S. Navy photo by Mass Communication Specialist 3rd Class Seth Coulter

January is National Blood Donor Month, 
and this year, the Armed Services Blood 
Program would like to thank you for “giv-
ing to the red, white and blue.”  

“2014 was a great year for the Armed Ser-
vices Blood Program,” Navy Capt. Roland 
Fahie, ASBP director, said. “We have you — 
our donors, volunteers, staff members and 
supporters to thank for it.”

Each year, the ASBP celebrates National 
Blood Donor Month to thank donors for 
their selfless donations. All blood collected 
by the ASBP directly supports ill or injured 
service members, retirees and their fam-
ilies worldwide – whenever and wherever 
they need it the most. 

“We couldn’t save lives without our do-
nors,” Army Lt. Col. Jason Corley, ASBP 
deputy director of operations, said. “As a 
program, we have saved thousands of lives 
this year and that happened because of our 
donor’s support.” 

Many of the Armed Services Blood Program 
blood donor centers across the nation will 
hold special ceremonies to thank the many 
men and women who have worked hard to 
ensure that blood and blood products are 
available for military families year-round. 

Joining in on the celebration is as easy as 
visiting your local blood donor center or 
www.militarydonor.com to schedule an ap-
pointment to donate blood at a local ASBP 
blood drive. 

“Thank you for your selfless donations, 
your time and your support of the mili-
tary blood program,” said Air Force Maj. 
Jerome Vinluan, ASBP deputy director of 
policy. “Donors are the heart and soul of 
the Armed Services Blood Program.”

In 2014, the support of our donors allowed 
us to accomplish so much — U.S. Military 
Academy cadets broke blood donation re-
cords, Dover Air Force Base conducted a 
very successful blood drive, and the ASBP 
provided blood for a critically wounded pa-
tient at a local hospital in the Philippines. 
Now that 2014 is behind us, we are eagerly 
looking forward to what the New Year will 
bring, and it starts now. Donating blood 
takes less than 10 minutes to complete and 
a single donation has the potential to save 
up to three lives.

“Thank you for giving to the red, white and 
blue,” Fahie said. “Without hesitation, you 
came out by the thousands to donate blood, 
platelets and plasma for our ill or injured 
service members, retirees and their fam-
ilies worldwide, and we are very grateful.”

About the Armed Services Blood 
Program
Since 1962, the Armed Services Blood 
Program has served as the sole provider of 
blood for the United States military. As a 
tri-service organization, the ASBP collects, 
processes, stores and distributes blood and 
blood products to Soldiers, Sailors, Air-
men, Marines and their families worldwide. 
As one of four national blood collection 
organizations trusted to ensure the nation 
has a safe, potent blood supply, the ASBP 
works closely with our civilian counterparts 
by sharing donors on military installations 
where there are no military blood collec-
tion centers and by sharing blood products 
in times of need to maximize availability of 
this national treasure. 

militaryblood.dod.mil
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Thank You for Giving to the Red, White and Blue: 
ASBP Celebrated National Blood Donor Month

Navy Capt. Roland Fahie (right), ASBP director, thanks Army Col. Scott B. Avery (left), 
commanding officer of the Martin Army Community Hospital on Fort Benning, Ga., for his 
support of the Armed Services Blood Program. Photo courtesy of Jenna Hughes, Public Affairs 
Specialist, Martin Army Community Hospital and USAMEDDAC
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The Corps conducted five years of planning and collaboration 
with Turner Construction, the Army’s Health Facility Planning 
Agency, and General Dynamics Information Technology to 
complete the mammoth project. Despite contractual disputes 

that delayed the start of construction in late 2009, time exten-
sions remained minimal once construction re-commenced in 
August 2010, said Bugg.

“There are always challenges and delays with a project of this 
magnitude but providing a quality facility for the soldiers and 
families of Fort Benning remained the most important goal for 
our team”  said Bugg.

The new BMACH opens as the Savannah District scales back 
on large military construction projects, said Tickner.

“This is the last large-scale project as part of the Base Closure 
and Realignment Commission,” said Tickner. “We’re in the 
beginning stages of another large Army construction project 
at Fort Gordon, but in the future, the number of military con-
struction projects will be smaller.”

The original facility, completed in 1958, boasted a price tag 
of slightly more than $8 million. The new hospital will keep 
its namesake, dedicated to the late Maj. Gen. Joseph I. Martin 
who was a pioneer of Army field medicine and implemented 
many of the medical methods still practiced today.

health.mil

Col. Scott Avery, Fort Benning Medical Department Activity 
commander, and family members of the late Maj. Gen. Joseph 
I. Martin celebrate the opening of the new and improved Martin 
Army Community Hospital at Fort Benning, Ga., Nov. 7. The original 
facility, completed in 1958, was dedicated to Martin who was a 
pioneer of Army field medicine and implemented many of the 
medical methods still practiced today. Photo by George Jumara

Active
SPECIAL FEATURES
New Fort Benning Hospital Set to Open for Business 

By Senior Airman Chelsea Smith

Hundreds gathered for the ribbon-cutting ceremony held Nov. 
7 in the atrium of the newly-constructed Martin Army Com-
munity Hospital at Fort Benning, Georgia. 

The ceremony culminated the U.S. Army Corps of Engineers’ 
$390-million construction project and signified Fort Benning’s 
commitment to provide quality healthcare to its wide-spread 
community of soldiers, families and local veterans.

The 745,000 square-foot, state-of-the-art facility doubles the 
size of its predecessor and improves the area’s medical capacity 
to provide inpatient, outpatient and ancillary services for more 
than 75,000 beneficiaries. The hospital will open its doors to 
patients Nov. 17 and employ approximately 1,500 civilians and 
800 military staff members, said Alan Bugg, Fort Benning area 
engineer for the Corps’ Savannah District.

Its features include 70 inpatient beds, 24 psychiatric beds, 24 
medical surgical beds, four acuity adaptable intensive care units 
(ICUs), four step down ICUs, five operating rooms, one ortho-
pedic operating room, two endoscopy rooms, five labor and 
delivery recovery rooms and one caesarian suite, said Bugg.

The facility’s evidence-based design integrates and supports a 
patient-centered environment, according to Col. Scott Avery, 
Fort Benning Medical Department Activity commander. It 
includes walking trails and healing gardens for patients, nat-
ural palettes and lighting to enhance the healing process, and 
a noise-reduction focus to respect the privacy of its patients.

The sustainable design showcases large illuminating windows, 
green roofs, and insulated precast exteriors to meet the U.S. 
Green Building Council’s Leadership in Energy and Environ-
mental Design silver certification requirements, a national-
ly-recognized benchmark for green building design, said Avery. 

“This new facility provides a healthier and safer atmosphere for 
its beneficiaries,” he said. “It will maximize patient and family 
satisfaction and well-being by co-locating related services into 
care centers, providing single patient rooms, providing appro-
priate levels of patient privacy, as well as places where patients 
can socially interact with family, friends and caregivers.”

“BMACH opens as the Army realigns its focus on the resilient 
warrior, transforming from a healthcare system to a system of 

care,” said Brig. Gen. Barbara Holcomb, Southern Regional 
Medical Command commanding general. 

“This facility creates opportunities to collaborate with other 
federal and civilian healthcare facilities that can receive and re-
fer patients to secondary medical specialists at BMACH,” said 
Holcomb. “I have full confidence that the Martin healthcare 
team will excel in its role at Fort Benning to ensure that the 
very best healthcare is available to our families.”

Savannah District commander Col. Thomas Tickner and 
South Atlantic Division Command Sgt. Maj. Antonio Jones, 
both in attendance at the ribbon-cutting, lauded the Corps’ 
accomplishment.

“It’s an honor to turn over the project to Fort Benning,” said 
Tickner. “It’s a great feeling for our folks who’ve seen the proj-
ect through from start to finish.”

Jones emphasized the upgraded facility’s capability to support 
changing medical requirements for deploying and returning 
soldiers. 

“We know the Army is dealing with a lot of suicide and 
post-traumatic stress disorder cases,” said Jones. “This facility 
will provide additional care that soldiers need to continue to be 
outstanding warriors.”

Martin U.S. Army Community Hospital
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DERMATOLOGY
Love Thy Feet
By Senior Airman Marcy Copeland, 56th Fighter Wing Public Affairs 

The human foot contains 26 bones, 33 
joints and more than 100 muscles, ten-
dons and ligaments that make up the 
load-bearing structure at the base of a 
human leg.

As Airmen, Marines, Soldiers and Sail-
ors put on their camouflage uniforms, 
their combat boots complete the ensem-
ble and prepares them for any environ-
ment their job takes them into.

Fungal and bacterial infections, includ-
ing athlete’s foot, corns and calluses, and 
ingrown toenails are some of the more 
common problems among military 
members. Most of these problems can be 
avoided if proper foot care is used.

“It is your body, you know your body, 
so from the moment you notice some-
thing or start having pain, try to do as 
much home care as you can,” said Senior 
Airman Yadria Wood, 56th Medical Op-
erations Squadron aerospace medical 
technician. “Do not neglect your feet. 
Perform proper hygiene and make sure 
your nails are cut straight. The moment 
you notice an infection, see a doctor as 
soon as you can.”

Athlete’s foot occurs when feet spend 
too much time in warm, dark and moist 
combat boots, which is a welcoming in-
vitation for fungal growth.

“The number one thing we see is ath-
lete’s foot,” said Maj. Robert Davis, 56th 
MDOS family practice physician assis-
tant. “It comes down to proper foot care 
when you are in a hot environment here 
or deployed. A person should have sev-
eral pairs of socks and change the socks 
a couple times a day. Keep your feet dry 

and clean and expose them to air once 
in a while.”

Corns and calluses occur when the bony 
parts of the feet rub against the front, sides 
and backs of the boot which is usually 
caused by wearing the wrong size shoe.

Lastly, there are ways to prevent ingrown 
toenails. More common in the large 
toes, these can be very painful and are 

completely avoidable when proper nail 
care is performed and the appropriate 
shoe size is worn. When a toenail is cut 
at an angle, a piece of the nail can sprout 
off and breaks into the nail bed caus-
ing swelling, redness, pain and possibly 
infection.

“One of the biggest things people can 
do is just good nail hygiene,” Davis said. 
“That means trimming them appropri-
ately. Most people trim the nail round-
ed and it needs to be squared. If you do 
start to get an ingrown toe nail, do some 
warm soaks, maybe even using Epson 
salt a couple times a day, if possible, and 
manipulation of the skin where the nail 
seems to catch on something.

“The number one thing we see is people 
who get a tear in the nail and then try to 
clip it back. It gets hung up, and they end 
up with an ingrown toenail. Sometimes 
warm soaks alone and manipulation will 
fix it, but other times the patient will 
have to come in and have a wedge resec-
tion done.”

If left untreated, an infection can occur. 
The infection can spread into the joint 
causing sepsis, and in extreme cases, 
possible amputation of the digit.

Feet get us from point A to point B and 
everywhere in between. Feet aid us in 
physical fitness tests and in performing 
daily tasks. Some feet love being buried 
in the sand and others enjoy the feel 
of grass between the toes. Love your 
feet and take care of them. Remember, 
without feet, humans would be fish ... or 
snakes.

www.af.mil

Senior Airman Yadria Wood, 56th Medical 
Operations Squadron aerospace medical 
technician, wraps a toe after a wedge 
resection is performed April 16 on Luke 
Air Force Base. U.S. Air Force photo by Senior 
Airman Marcy Copeland

The number one thing we 
see is athlete’s foot.
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Protect Your Skin During Deployment 

By Dana Crudo

The harsh conditions and extreme climates that servicewomen 
often encounter during deployment can wreak havoc on their 
skin. Military dermatologists share their best tips to help wom-
en keep their skin fit.

Military dermatologists are faced with unusual, tropical or en-
vironmental skin diseases from all over the world that require 
their unique expertise. But more often, they see the same skin 
conditions in women that occur back home, though the diffi-
cult field conditions make them more severe.

“The burden of skin disease during military operations may 
have significantly more impact than it does in civilian life,” said 
Air Force Col. (sel) Todd Kobayashi, M.D., dermatology ex-
pert for the Air Force surgeon general and a program director 
at San Antonio Uniformed Services Health Education Consor-
tium at Lackland Air Force Base in Texas.

Col. Kobayashi explained that “common or minor skin diseas-
es that are normally well-controlled or pose little threat ... back 
home may be significantly exacerbated by field conditions, 
thus limiting the effectiveness of our combat operations.”

“Skin conditions that are improperly treated, unrecognized or 
worsened by deployed environments can have drastic conse-
quences on an individual’s health, putting a unit’s mission at 
risk,” he said.

Military dermatologists are stationed at bases and deployed to 
remote locations and combat zones. They see patients in per-
son and remotely via telemedicine and give lectures to educate 
service members about skin care.

Army Maj. (Dr.) Anne Spillane, Operations Enduring Free-
dom Theater dermatology consultant in Bagram, Afghanistan, 
and Air Force Lt Col. (Dr.) Wendi Wohltmann, staff derma-
tologist at Landstuhl Regional Medical Center in Germany, 
offered tips to help women avoid the top five skin concerns 
during deployment.

Dry skin and eczema: Dry skin and eczema are frequently 
seen in Afghanistan where the humidity tends to be lower and 
the altitude higher than in the United States. “Daily moisturizing 
of the skin is imperative,” to prevent these conditions, Spillane 
said. 

Intertrigo: Intertrigo are rashes between folds of skin, 
especially between and beneath the breasts and on the abdomen. 
Low-strength topical steroids and antifungal medications can 
provide quick relief of intertrigo symptoms, Spillane said.

Acne: Spillane advises women with acne-prone skin to pack 
acne wash for daily use on their face, chest and back (a five 
to 10 percent benzoyl peroxide wash or a two percent salicylic 
acid wash).

Skin Cancer:  “Faithful use of sunscreen is of paramount 
importance to all military members,” Wohltmann said.

Athlete’s Foot (tinea pedis): Athlete’s Foot, a skin rash 
caused by fungus, is a frequent concern during deployment, 
likely related to wearing combat boots all day, Spillane said.

Spillane advises women to wear absorbent socks, use antifun-
gal powders in socks and boots and also wear flip flops in the 
shower to reduce the likelihood of developing Athlete’s Foot.

The condition can be successfully treated with topical antifun-
gal medication. Oral antifungal medication may be needed to 
treat more severe cases.

www.health.mil

Hickam Air Force Base, Hawaii — Maj. James Kahler, a physician 
assistant, makes a diagnosis with physical therapist Capt. Kendra 
Warner. Both are assigned to the 15th Medical Group here. 
Courtesy photo
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and troubleshooting.

“The boot camp is really meant to let us 
provide a one-stop shop for our patients,” 
said Casey Knapp, a disease manager in 
NMCP’s Population Health Department 
and co-organizer of the event. “It really 
helps us get our delinquent patients in 
when they know they are going to get all 
of their appointments out of the way at 
one time. While patients are here for the 
care they need, we can also take time and 
educate them on different concerns with 
their health and what to be mindful of.”

Staff from eental, endocrinology, health 
and wellness, immunizations, laborato-
ry, ophthalmology, podiatry, and pop-
ulation health manned tables to allow 
patients the opportunity to address their 
concerns with someone one on one. 
Vendors from around the area and or-
ganizations like the American Diabetes 
Association set up displays with pro-
grams, books and products that can help 
patients manage their diabetes. 

Knapp added, it is important for patients 
to know who they can talk to about their 
concerns; from eye, foot and teeth to diet 
and exercise routines.

This year, the camp offered classes on 
smoking cessation, exercises such as 
Pilates, yoga and Zumba, and personal 
time to talk to a nutritionist.

“Diet and exercise can mean the differ-
ence between someone who has their di-
abetes under control and someone who 
has to routinely take medicine to keep it 
in line,” Bautista said. “The patients we 
try to get at these events are the ones 
who need help getting it under con-
trol. But a lot do show up because they 
are extremely proactive about keeping 
healthy.”

Dorothy E. Walker, a retired chief petty 
officer who was stationed at NMCP, has 
been a diabetic for nine years and said 
she has attended the event every year 
since it began.

“I love coming to this event because it 
is a very educational experience where 
I learn about so much, from taking care 
of my feet and what shoes I should wear 
to different diets and exercise programs,” 
Walker said. “The staff here really does 
an awesome job at being a team to pro-
vide the best care for patients.”

The staff ’s current plan is to continue this 
event yearly and continue to encourage 
those patients who are having difficulty 
with their diabetes and keeping it under 
control to attend.

“Everybody knows that if you don’t 
keep your diabetes under control, your 
kidneys could fail or you have other or-
gans you could lose,” Walker said. “The 
doctors at this facility really talk to each 
other and provide some great care and 
information. I would highly encourage 
those who didn’t attend to make it next 
time. This is too good of an event to miss 
out on.” 

navy.mil

PORTSMOUTH, Va.  Dr. Priti Nath, an intern in the Internal Medicine Clinic at Naval Medical Center Portsmouth, tests foot sensation on 
a diabetic patient during the Diabetes Boot Camp.  U.S. Navy photo by Mass Communication Specialist 2nd Class Nikki Smith/Released

Naval Medical Center Portsmouth 
(NMCP) staff sponsored their 4th an-
nual Diabetes Boot Camp inside the 
endocrinology clinic and along the 
main hallway of the Charette Health 
Care Center in Portsmouth, Virginia, 
Nov. 14.

The boot camp was a one-stop shop for 
patients to complete their annual ap-
pointments and health checks.

The event was held as part of Diabetes 
Awareness Month and allowed more 
than 130 NMCP’s diabetic patients over 
age 19 to receive multiple screenings 
and gather information about methods 
of maintaining their health and living 
with the illness. 

“Some of our patients have difficulties 
getting to multiple appointments for all 
the different care and education that is 
needed when someone has diabetes,” 

said Carmina Bautista, a diabetes nurse 
in the endocrinology clinic and co-or-
ganizer of the event. “We really want to 
help our patients and make sure they 
receive the care and education they 
need. This event lets us condense every-
thing into one visit for them.”

Among the services offered were 
A1C blood sugar checks, blood and 
urine tests, dilated retinal exams, foot 
examinations, flu and pneumonia 

Active
ENDOCRINOLOGY
Naval Annual Diabetes Boot Camp 
Provides Quality Care
By Mass Communication Specialist 1st Class (SW/EXW/AW) Gary Johnson, Naval Medical 
Center Portsmouth Public Affairs
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According to the American Diabetes Association, if current 
trends continue, one out of every three Americans could be 
diabetic by the year 2050. However, one Army doctor has 
made it his mission to halt the epidemic in its tracks.

Dr. Robert Vigersky is the head of the Diabetes Institute at 
Walter Reed National Military Medical Center, in Bethesda, 
Md. With a blend of civilian and military medical experienc-
es, Vigersky has taken research, education, and technology 
related to the treatment of diabetes to a level unmatched at 
other medical facilities. A colleague, Dr. David Klonoff, of 
the Diabetes Technology Society and Medical Director of the 
Diabetes Research Institute, says, “Dr. Vigersky has designed 
many research studies that have provided important evidence 
to guide critical practice in both the civilian as well as the mil-
itary communities. His work has definitely raised the level of 
diabetes care in the US.”

“Diabetes is a major health care problem in this country,” 
Vigersky said. “It is a huge challenge to try and make a contri-
bution to stem its infestation in our population.”

Vigersky initially joined the Army in 1976 and then left in 
1984 for private practice. As a successful endocrinologist at 
Georgetown University Hospital in Washington D.C., Viger-
sky took the lessons he learned from that program and re-
joined the Army in 2000.

“The Army had more to offer than a full clinic schedule of 
more and more patients. It wasn’t fulfilling to me to grind out 
patients in the civilian world,” he said. “I wanted to do more 
with research and teaching and Walter Reed allowed me to 
do that.”

He notes that through the Diabetes Institute, he has the flexi-
bility to pursue different avenues of medicine, from teaching 
and research to patient care, all in one facility, rather than 
focusing all efforts and funds on one of those areas. This 
multi-disciplined approach is just one reason Dr. Vigersky 
thinks the Diabetes Institute is making unprecedented strides 
in medicine.

Research done at the Diabetes Institute is funded by both 
military and civilian grants. The research has led to the pub-
lishing of dozens of articles cited around the world, including 

prestigious medical journals. The institute is currently in-
volved in six active research protocols that are investigating 
innovative ways to help those who are pre-diabetic to avoid 
getting the disease altogether. The research is also playing a 
role in the progression and advancement of both pharmaceu-
ticals and the manufacturing of devices for the treatment and 
management of diabetes.

The Diabetes Institute works to share the advancements and 
discoveries through the education of other health care pro-
fessionals. Vigersky conducts workshops several times a year 
and incorporates health care professionals from all types of 
facilities. There are programs to relay discoveries in treatment 
and research to nurses. A once-a-year program helps educate 
patients in managing the disease, and teaches them about ad-
vances in treatment.

Vigersky takes a very active role in the education branch of 
the institute. According to his civilian colleague, Dr. Klonoff, 
“When he served recently as President of the Endocrine So-
ciety, the world’s leading organization of research and clinical 
endocrinologists, Dr. Vigersky championed many educational 
initiatives to encourage young physicians to go into the field 
of endocrinology and to train current endocrinologists to use 
the latest methods in their practices.” He adds, “Dr. Vigersky is 
a consistent publisher of research in top medical journals and 
he is in demand to speak at many national and international 
meetings.”

Active
ENDOCRINOLOGY 
Head of Military Diabetes Institute
Hopes to Put Breaks on Growing Epidemic
By Karri L. Moser

The Walter Reed National Military Medical Center in Bethesda, 
Md., home of the military’s Diabetes Institute. PRNewsFoto/U.S. 
Army Medical Recruiting

continued on page 30
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FIELD MEDICINE
Virginia Army National Guard Soldiers Demonstrate 
Medical Skills During Warrior Exercise 

Virginia Army National Guard Soldiers 
from the Charlottesville-based Compa-
ny C, 429th Brigade Support Battalion 
and the Winchester-based 3rd Battalion, 
116th Infantry Regiment, 116th Infantry 
Brigade Combat Team joined Soldiers 
from the 75th and 78th Training Di-
vision, U.S. Army Reserve, First Army 
Division-East, 1st Medical Training 
Brigade, 101st Airborne Division and 
Sailors from the Expeditionary Medical 
Facility, U.S. Navy Reserve to participate 
in Warrior Exercise “Arctic Lightning” 
Jan. 24, 2015, at Fort A.P. Hill, Va.

The 78th Training Division’s WAREX 
“Arctic Lightning” is specifically de-
signed to gauge a USAR unit’s readiness 
to mobilize and deploy. Approximate-
ly 4,000 Soldiers from military police, 
transportation, engineer and medical 
units participated in the exercise at Joint 
Base McGuire-Dix-Lakehurst, N.J., Ab-
erdeen Proving Grounds, Md., and Joint 
Readiness Training Center, Fort Polk, 
La., and Fort A.P. Hill.

Va. Guard Soldiers entered the simulat-
ed austere overseas environment at Fort 
A.P. Hill on Jan. 23 and remained for an 
additional two days. Serving as augmen-
tees to the 1,300-personnel contingent, 
Va. Guard combat medics, physician 
assistants, doctors, nurses and dentists 
simulated evaluating and evacuating ca-
sualties from a casualty collection point, 
establishing and operating a Forward Aid 
Station, operating a patient holding area 
and evacuating patients to a tactical med-
ical treatment facility with members of 
the USAR and 101st Airborne Division.

“As part of the exercise, we were able 
to take patients from point of injury 

through levels one, two and three med-
ical care,” explained Maj. Thomas Carr, 
senior physician assistant from Compa-
ny C, 429th BSB. “We’re training side-
by-side Soldiers from both the active 
duty and the Army reserves, Sailors 
from the Navy reserve and Airmen from 
the Air Force.”

“It really gives us an opportunity to train 
at and interact with other components 
at level three medical care, which we 
really never get to do at home station,” 
said Carr. “Anytime we [Medical Evac-
uate] someone, it’s always simulated or 
notional, here we get to actually send a 
patient to the [Combat Support Hospi-
tal] and get feedback on our evaluation 
and treatment.”

One of the many scenarios that the Va. 
Guard participated in was to support 
a squad of Soldiers from Company C, 
1st Battalion, 327th Infantry Regiment, 
101st Airborne Division as they maneu-
vered through a training lane. The Va. 
Guard provided a combat medic to sup-
port first aid needs along the route and 
to provide emergency medical support 
following any simulated engagement.

The remaining Va. Guard personnel 
established and operated a Forward 
Aid Station. Typically, manned by bat-
talion-level medical sections, the FAS 
collects the sick and wounded from the 
battlefield and stabilizes the patients’ 
condition and is designed to support 
more than one unit or care as the parent 
unit advances or withdraws.

“We got here and the ground was sog-
gy and we couldn’t set up our [Forward 
Aid Station] where we had originally 

planned, so we had to adjust and move 
further up the hill,” said Capt. Michael 
Hickey, battalion physician assistant, 
Headquarters Company, 3-116th Infan-
try. “I think we handled the adjustment 
pretty well, but then we observed incom-
ing mortar fire — and life just stopped.”

“We had an infantry squad conduct a 
simple movement to contact battle drill 
and they took a casualty about two or 
three hundred meters along their route,” 
said Sgt. Davin Ernsberger, Headquar-
ters Company, 3-116th Infantry. “This is 
a very real injury that can happen; it was 
very applicable to our mission.”

“We didn’t have security out yet, we 
didn’t have our triage areas set-up and 
all of a sudden we were getting a nine 
line [Medical Evacuation] request,” said 
Hickey. “This type of training mimics 
closer real-world scenarios; the weather, 
the types of injuries, the moulage helps 
a lot and most importantly the level at 
which we are able to operate — to be 
able to send patients up line and get 
feedback about their status is incredibly 
valuable.”

“We trained pretty hard on setting up 
the forward aid station and retrieving 
casualties from a casualty collection 
point for treatment, before they were 
evacuated back out to the [Combat 
Support Hospital],” said Sgt. Thomas 
Best, Company C, 429th BSB. “During 
our last annual training, we did some-
thing like this where we went out and 
collected casualties and did treatment, 
but we’ve never done this with other 
components.”

army.mil

“I try to actively go around to give talks and collaborate with 
colleagues to ensure they are up to date,” Vigersky said.

Susan Walker, administrative director of the Diabetes Insti-
tute, echoes the advances made by the Diabetes Institute and 
how the leadership of Vigersky has been directly responsible 
for those advancements and education programs.

“He’s innovative and a tremendous mentor to so many peo-
ple,” she said. “He pushes the envelope, and sees things as they 
can be, and brings out the best in people. He is a perpetual 
optimist.”

Technology is playing an active role in diabetes education, 
research, and treatment. Vigersky has developed a computer 
program that helps primary care physicians decide what med-
ications may be best for patients under specific circumstances. 
Information, such as lab work and blood sugar, is uploaded 
in to the program. The primary care physician can see what 
medications have been tried and what may work best for that 
individual patient. An algorithm then recommends the best 
medication.

“The program helps providers decide what to do,” he said. 
“Primary care physicians are overwhelmed and this is a way 
to overcome that.”

Treatment and management advances at the Diabetes Insti-
tute are affecting how diabetes is dealt with across all sectors. 
Dr. Klonoff explains the importance of Dr. Vigersky’s work 
related to management of diabetes, “Dr. Robert Vigersky and 
his team at the Walter Reed Diabetes Institute have been con-
ducting very high quality diabetes research for many years,” 
he said.  “Their specialty is iden-
tifying and developing practical 
monitoring technologies and 
treatments for diabetes (both for 
outpatients and inpatients).  These 
approaches include new methods 
for blood glucose monitoring, 
continuous glucose monitoring, 
assessing retinal health,  creating 
decision support software, and 
introducing a wide range of tele-
medicine tools to the practice of diabetes. One recent import-
ant study that he designed looked at the outcomes of using 
a real time continuous glucose monitor in Type 2 diabetes.  
Whereas this tool had been reserved for only Type 1 diabetic 
patients, Dr. Vigersky demonstrated that Type 2 patients also 
benefit from this technology,” Klonoff said. “He showed that 
the benefits are sustained, not only while the device is being 
used, but also after use, which is known as a legacy effect.”

Vigersky is excited about a number of advances in diabetic 
care and research across the country. One advancement he 

cites as being extremely life-changing for diabetics is the ar-
tificial pancreas. It will measure blood sugar and deliver the 
right amount of insulin automatically; it is currently being 
investigated by leading diabetes experts. Vigersky predicts it 
may come to fruition in the next five years or so.

Vigersky stresses the fact that diabetes is a major health con-
cern in this country and the Army population isn’t immune to 
the epidemic. Amongst retirees and family members, diabetes 
is prevalent at a rate that mirrors the civilian population. 

“It is devastating for quality of life and life expectancy,” he said. 

Endocrinology is the key to staving off the effects of this dis-
ease and Vigersky sees his specialty in general as an “intellec-
tual and professional challenge.”

Vigersky and his team rely on military and family member 
patients to further research, education, and diabetic care ini-
tiatives.  Vigersky prefers working with this population. 

“We are very fortunate to have willing volunteer patients. The 
military community is very geared towards giving back and 
helping out with research,” he said.

Having experienced both civilian and military medical pro-
tocol and care, Vigersky strongly believes the Army has given 
him the means of practicing medicine and pursuing research 
in a way that he just couldn’t do in the civilian world.

“You are allowed to practice medicine at its best. You can 
make decisions based on what is best for the patient, and then 
take the time to execute those decisions,” he said. “It allows 

you to do what every medical 
student intends to do. There is a 
huge amount of professional satis-
faction you don’t necessarily hear 
about in the civilian community,  
particularly in specialties,” he said.

Vigersky considers the work of his 
fellow Army endocrinologists and 
the multi-disciplinary approach of 
the Diabetes Institute to be cutting 

edge and the gold standard of care for anyone dealing with 
diabetes. Endocrinology is one medical specialty in which 
Army medical professionals are changing the way the disease 
is researched and patients are treated all over the world.

Dr. Klonoff says, “The contributions of Dr. Vigersky and other 
US Army medical professionals has improved the way that 
diabetes is treated in both military and civilian facilities in the 
U.S. and abroad.”

usarec.army.mil/mrb

continued from page 28

If current trends continue, one out 
of every three Americans could be 

diabetic by the year 2050.
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Program Provides Emergency
Medical Technician Training
By Lori Newman, Brooke Army Medical Center

 

Brooke Army Medical Center here 
currently has the only Joint Emergency 
Medical Technician Sustainment Train-
ing within the Defense Department.

Known as JEST, the joint program de-
livers emergency medical refresher 
training to more than 550 Army health 
care specialists and Air Force aerospace 
medical service technicians each year 
through a combination of classroom in-
struction and field training.

“We are proud to host this invaluable 
joint sustainment training at BAMC,” 
said Army Col. Evan Renz, BAMC com-
mander. “It helps to foster teamwork and 
keep our skills sharp.”

Training Together
Army and Air Force personnel train to-
gether to meet the annual requirement 
set forth by the Department of Trans-
portation and the National Registry of 
Emergency Medical Technicians. The 
sustainment training also meets respec-
tive Army and Air Force regulations.

“The Army does everything the Air 
Force does, and the Air Force does ev-
erything the Army does,” said Army 
Staff Sgt. Brian Cummings, noncommis-
sioned officer in charge of the course.

“Everybody gets a taste of what the other 
service is doing,” he said.

Students receive 48 credit hours for the 
training. Five days of PowerPoint, lec-
ture and hands-on in the classroom at 
BAMC and one day of field validation at 
nearby Camp Bullis.

Air Force Tech. Sgt. Heidi Quigley, 959th 
Medical Group EMT/RSV coordinator 
said she is the “go-to” training scheduler 
for almost 300 assigned Air Force med-
ics. “The JEST programs primary focus 
is more tactical field care and evacua-
tion, which I feel is a definite plus,” she 
said. “It’s more realistic. It adds that 
stress factor to it.”

Course Participants Train as 
Teams
At Camp Bullis, the students are divid-
ed into teams of four or five. They must 

move tactically through wooded terrain 
while encountering simulated artillery 
fire. Once the team reaches the casualties 
they must provide tactical field care, call 
for evacuation, move the casualties to an 
evacuation site and brief the ambulance 
team on the status of each patient.

“The goal is to get that all done and get 
each patient to any definitive care with-
in an hour. We call it the golden hour of 
care,” Cummings said.

defense.gov

Army Sgt. Rashaid Irvin, left, treats a simulated casualty Feb. 18, 2015, at Camp Bullis, 
Texas, as part of the Joint Emergency Medical Technician Sustainment Training field 
validation, as Army Staff Sgt. Brian Cummings, noncommissioned officer in charge of the 
course, looks on. Courtesy photo by Robert Shields  
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An Army virologist using diagnostic tools found traces of Eb-
ola virus in patient samples in West Africa — a region thought 
to be untouched by the disease — seven years before the larg-
est, deadliest Ebola outbreak took the world by surprise in 
Guinea, Liberia and Sierra Leone.

The traces he found were antibodies, made by the body’s im-
mune system and very specific to each invader, like Ebola vi-
rus, that enters the bloodstream, blood plasma, blood serum 
and other body fluids.

Dr. Randal J. Schoepp is chief of the Applied Diagnostics De-
partment in the Diagnostic Systems Division at the U.S. Army 
Medical Research Institute of Infectious Diseases, or USAM-
RIID, here.

He recently returned from Liberia and Sierra Leone, where he 
spent twelve weeks helping to set up an Ebola testing lab and 
training local personnel to run Ebola diagnostic tests on clin-
ical samples. Schoepp is part of a USAMRIID team that has 
been in West Africa since March.

Building Host-country Capacity
“My interest has always been arthropod-borne diseases — in 
other words, mosquito-borne and tick-borne viruses, and 
hemorrhagic fever viruses,” Schoepp said during a recent DoD 
News interview at USAMRIID.

In 2006, Schoepp was working in Sierra Leone at the Kenema 
Government Hospital in Eastern Province, helping a collab-
oration of USAMRIID and Tulane University scientists who 

Active
INFECTIOUS DISEASES
Army Scientist Uses Diagnostic Tools
to Track Viruses
By Cheryl Pellerin

Dr. Randal J. Schoepp with the U.S. Army Medical Research Institute of Infectious Diseases at Fort Detrick, Maryland, inspects packing 
cases filled with laboratory supplies before departing for Liberia to support Ebola virus diagnostic efforts. 
U.S Army photo by William F. Discher

continued on page 38
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Ebola virus disease is a big focus among scientists at the U.S. 
Army Medical Research Institute of Infectious Diseases, 
where the mission since 1969 has been to protect warfighters 
from biological threats and to investigate disease outbreaks 
and other public-health threats.

But Ebola is just one of the lethal pathogens on U.S. lists of 
high-priority bioterrorism agents that pose a risk to national 
security, and USAMRIID scientists conduct research on many 
of them, whether the pathogens appear on the battlefield or 
in nature.

At USAMRIID last week, DoD News interviewed Dr. Travis 
K. Warren, principal investigator in the Division of Molecular 
and Translational Sciences; Dr. John M. Dye Jr., Viral Immu-
nology branch chief; and Army Maj. (Dr.) Matthew Cham-
bers, chief of field studies in the Division of Medicine.

All discussed the USAMRIID mission and their work beyond 
Ebola.

“We are not the U.S. Army Medical Research Institute of 
Ebola, but we feel like it now. We are the U.S. Army Medi-
cal Research Institute of Infectious Diseases,” Dye said. “And 
although we’re focused on Ebola, we have programs on all 
Category A and Category B [bioterrorism] agents, and we’re 
looking at [those pathogens] for therapeutics, vaccines and 
diagnostics, trying to get ahead of the curve for the next bug 
that comes out to bother us.”

He added, “That’s what our job is here -- to be prepared and 
to look ahead, and have the foresight to develop those assays 
ahead of time.”

Medical countermeasures
Chikungunya virus, dengue virus, Crimean Congo hemor-
rhagic fever virus, Lassa virus, Venezuelan equine encephalitis 
virus, Eastern equine encephalitis virus and many others are 
among the viruses for which USAMRIID is creating medical 
countermeasures for warfighter and public-health protection. 
All of these pathogens can be classified as creating emerging 
or re-emerging infectious diseases in people, and most origi-
nate in animals and cross over to people.

Nearly 75 percent of new emerging or re-emerging diseases 
that affect humans are zoonotic, meaning they spread from 
animals to people, according to the Centers for Disease Con-
trol National Center for Emerging and Zoonotic Infectious 
Diseases.

Emerging infectious disease outbreaks, Chambers explained, 
tend to happen in countries with unstable governments, en-
croachments by people on forests and other wildlife habitats, 
increased commercialization and trade, and a huge increase 
in transportation in and out of the country.

“Bam! An outbreak happens” when these factors collide, 
Chambers said, snapping his fingers for emphasis.

Many of these circumstances, along with weak health care sys-
tems, contributed to the historic Ebola virus disease outbreak 

Active
INFECTIOUS DISEASES
Research Institute Targets Ebola,
Other Infectious Diseases
By Cheryl Pellerin

This digitally colorized transmission eletron micrograph shows 
numerous Chikungunya virus particles that are composed of a 
central dense core surrounded by a viral envelope. Each virion is 
about 50 nanometers in diameter. CDC photo by Cynthia Goldsmith

were there to develop and refine Lassa fever diagnostic tests 
and build host-country diagnostic capacity.

Lassa is a hemorrhagic fever illness that occurs in West Afri-
ca and is hyperendemic in Sierra Leone, Liberia and Guinea, 
meaning its incidence is high and continuing. The number 
of West African Lassa virus infections is 100,000 to 300,000 
a year with about 5,000 deaths, according to the Centers for 
Disease Control and Prevention.

“One reason I was interested in Sierra Leone is because, for 
those of us who work with hemorrhagic fevers … this is the 
only place you can study them because you know they’re go-
ing to show up and you know where they’re going to be,” the 
virologist said.

At the Sierra Leone study site, Schoepp and his colleagues 
were testing their diagnostics and working to build diagnostic 
capacity for the country.

Detecting the Virus
The scientists were testing samples of blood plasma and blood 
serum using immunodiagnostics, or diagnostic tests that 
“use antibodies to detect the actual virus or virus products, 
or antibodies that result from infections with those viruses,” 
Schoepp explained.

On the other side of the diagnostics house, the virologist said, 
is testing by polymerase chain reaction technology to look for 
genomic material.

“PCR is exquisitely sensitive, very specific. That’s a really good 
thing when you know what’s there. When you don’t know 
what’s there it can be misleading, because if what’s in the area 
doesn’t match exactly, you’ll get a false negative,” he said.

“Immunodiagnostics are not nearly as sensitive as PCR, but 
they have a broad specificity, so you pick up all kinds of genetic 
variants and related viruses,” Schoepp said, adding that using 
both kinds of diagnostics at the same time is a perfect system 
“if you go into an area and you don’t know what’s going on.”

He added, “In this time of molecular, hurry up, fast, fast, fast, 
immunodiagnostics has fallen out of favor because it’s time 
consuming, laborious and the reagents are difficult to make. 
But they’re very useful, and in certain situations they’re vital.”

Diagnosing Lassa in Sierra Leone
As the work continued in Sierra Leone, the scientists found 
that, of the 500 to 700 samples a year submitted to the Ken-
ema Government Hospital Lassa Diagnostic Lab from Sierra 
Leone, Liberia and Guinea, only 30 percent to 40 percent were 
actually Lassa. Schoepp said he got interested in the 60 per-
cent to 70 percent that weren’t Lassa.

The aim of his study, he explained, was to find out which other 
viruses caused serious illnesses in the region and to help medical 
and technical personnel there learn how to detect the illnesses.

The samples Schoepp looked at already had been screened for 
Lassa and malaria, and he and his colleagues ended up with 
about 400 samples, taken from 2006 to 2008, that represented 
253 patients, he said.

In these samples he looked for other arthropod-borne viruses 
— “dengue, Rift Valley fever, West Nile virus, yellow fever vi-
rus, all the ones you would expect to see in Africa,” he said — 
as well as hemorrhagic fever viruses such as Crimean Congo 
hemorrhagic fever, Marburg, Ebola and others.

Looking For Lassa, Finding Ebola
Out of all that, he said, the most significant finding “was that 
8.6 percent of the samples had the earliest antibodies to Ebo-
la,” called immunoglobulin M, or IgM, antibodies.

IgM is the first antibody to be made by the body to fight a new 
infection, Schoepp said, “so if you find IgM antibodies it tells 
you that you’re very close to the original infection.”

Looking further into the Ebola antibodies with the plaque re-
duction neutralization test, which many scientists consider the 
“gold standard” for detecting and measuring antibodies that 
can neutralize many disease-causing viruses, Schoepp saw that 
most of the Ebola antibodies were against the Zaire strain.

Ebola Zaire is the most virulent of the virus’s five strains, Schoepp 
said, and the one that is now causing the West African outbreak.

In a region supposedly untouched by Ebola except for a single 
case of the Tai Forest strain reported in Cote d’Ivoire in 1994, 
Schoepp said, this was big news that at the time could have 
been unwelcome in the three countries.

Medical Diplomacy
“I spent over a year going back to Sierra Leone, talking to 
the regional medical officers, talking to the ministry, making 
them understand that this is what we found,” in a careful pro-
cess of medical diplomacy, Schoepp said.

Afterward, in August 2013, he submitted a scientific paper 
about the West African Ebola finding to CDC’s Emerging In-
fectious Diseases journal. After nearly a year and reviews by 
two sets of scientists, the final reviewer told Schoepp, “I don’t 
believe there is Ebola virus in West Africa.”

A week later, Schoepp said, the West African Ebola outbreak 
was announced to the world and, after an email from Schoepp 
to the journal editor, “Undiagnosed Acute Viral Febrile Ill-
nesses, Sierra Leone,” was published in July 2014.

defense.gov

continued from page 36
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INFECTIOUS DISEASES
When It Comes to HIV Therapy, 
the Earlier the Better

A study of HIV-infected service members and their benefi-
ciaries found that those who received antiretroviral therapy 
soon after infection — within a year — were half as likely to 
develop AIDS, versus those who waited longer. They were also 
more likely to achieve and maintain a normal level of infec-
tion-fighting CD4 T cells.

The results, appearing in the Jan. 1, 2015, issue of JAMA Inter-
nal Medicine, contradict traditional HIV treatment methodol-
ogy, which often encourages physicians to wait until patients 
reach certain infection thresholds before recommending an-
tiretroviral therapy.

“We used to use T-cell counts as a guideline for therapy,” says 
Dr. Sunil K Ahuja, staff physician and director of the Center 
for Personalized Medicine at the South Texas VA Healthcare 
System. “First we were supposed to treat patients when their 
CD4 count reached 200. Then later it went up to 350. It’s 
changed. The results of this study say regardless, the sooner 
you can start treatment, the better the probability of achieving 
a normal count again.”

According to Ahuja, also a professor of medicine at the Uni-
versity of Texas Health Science Center at San Antonio, a nor-
mal CD4 count in a healthy individual would be close to 800.

Findings have ‘major public health implications’
The study used data from more than 1,000 service members 
and beneficiaries who had already been diagnosed with HIV-1. 
Ahuja and his team checked to see how long after contracting 
the virus they began treatment and identified what the odds 
were that they would show normal CD4 counts.

“We found that if you treat within 12 months of infection, you’d 
have much better odds of achieving a normal T-Cell count,” 
says Ahuja. “The difficult thing, of course, is to initiate testing 
as early as possible after exposure,” something that is notorious-
ly hard to do with HIV. Ahuja suggests increasing testing for 
at-risk populations — intravenous needle users, for example.

“This has major public health implications,” says the researcher. 
“Most infections are transmitted during the acute infection sta-
tus, when the amount of the virus in the blood is very high. If 
we had frequent testing, followed by rapid initiation of antiret-
roviral therapy, it could have a major effect on the number of 
transmissions and on the long-term health of infected people.”

To Ahuja, the benefits of the study go beyond just public health 
policy and testing design: They apply to patients themselves. 
“With this knowledge,” he says, “patients can advocate for 
themselves. If a doctor wants them to wait to start therapy, they 
can say no. You need to start me now. That would be a major 
advantage for them.”

research.va.gov

Dr. Sunil Ahuja (left) of VA consults with study collaborator Dr. 
Matthew Dolan of the Henry M. Jackson Foundation for the 
Advancement of Military Medicine. Photo by Lupe Hernandez

Capt. Anita Ayers, Army Public Health Nursing interim chief, and 
HIV-sexually transmitted infections educator, counsels a patient 
about the dangers of unprotected sex at the Preventive Medicine 
Outreach Clinic at RACH. The program sees Soldiers and other 
patients on a walk-in basis and STD testing can be done, if needed. 
For more information call 580-442-2061 or 580-558-3360.

in West Africa, for which the World Health Organization re-
ports more than 10,000 confirmed and suspected cases and 
nearly 5,000 deaths.

“Viruses have a very high mutation rate, especially RNA vi-
ruses,” Dye said. “Therefore, their genetic material constantly 
changes, allowing them the possibility to mutate and [acquire 
the ability] to infect a new species.”

RNA viruses have ribonucleic acid as their genetic material 
and so are less genetically stable than DNA, or deoxyribonu-
cleic acid, viruses, such as smallpox, herpes and chickenpox. 
For example, Dye said, the constantly mutating flu viruses are 
RNA viruses.

At USAMRIID, scientists are keeping their eyes on, among 
others, alphaviruses such as Chikungunya and Eastern equine 
encephalitis virus, and arenaviruses such as Lassa virus. All of 
these are RNA viruses, and all are zoonotic.

Warren said Eastern equine encephalitis virus occurs on the 
U.S. East Coast, and CDC says most cases of Eastern equine 
encephalitis have been reported from Florida, Georgia, Mas-
sachusetts and New Jersey. People get this virus from mosqui-
tos that have bitten infected horses.

CDC says most people infected with the virus have no appar-
ent illness, but for those who get encephalitis, or brain inflam-
mation, Eastern equine encephalitis is one of the most severe 
mosquito-transmitted diseases in the United States. It has 
about a 33 percent mortality rate, and most who survive have 
brain damage. There’s no specific treatment for the disease.

“There’s a Western version, there’s a South American version 
of it,” Warren said. “We haven’t discovered them all yet.”

Another alphavirus, Chikungunya virus, is transmitted to 
people by mosquitoes that picked up the virus by biting chim-
panzees or other animals. The most common symptoms are 
fever and joint pain. The virus can be imported to new areas 
by infected travelers, and there is no vaccine to prevent it or 
medicine to treat it.

Since its discovery in Tanganyika, Africa, in 1952, Chikun-
gunya outbreaks have occurred in countries in Africa, Asia, 
Europe and the Indian and Pacific oceans. In late 2013, it 
was found for the first time in the Americas on islands in the 
Caribbean.

From 2006 to 2013, an average of 28 people per year in the 
United States had positive tests for recent Chikungunya virus 
infection. All were travelers visiting or returning to the United 
States from affected areas, mostly in Asia, CDC said.

Beginning in 2014, cases were identified in travelers returning 

from the Caribbean. As of Oct. 21, 1,482 Chikungunya virus 
disease cases have been reported from U.S. states to ArboNET, 
a national surveillance system for arthropod-borne viruses in 
the United States, according to CDC.

Arenaviruses, also of interest to USAMRIID, often come from 
rodents and include Lassa virus, discovered in 1969 when two 
missionary nurses died in Nigeria. Its host is a West African 
rodent called the multimammate rat.

In some areas of Sierra Leone and Liberia, 10 percent to 16 
percent of people admitted to hospitals have Lassa fever, CDC 
said. Ribavirin, an antiviral drug, has been used successfully 
in Lassa fever patients.

“Viruses basically usurp your own cellular machinery and 
take over your own cells, [turning them into] virus-producing 
factories,” Dye said. “It’s brilliant, actually, because they don’t 
have to have all the encumberments of other proteins.”

Most viruses just need an opportunity to infect people, War-
ren added.

“Once the Ebola outbreak has been controlled,” Dye said, 
“what’s important for people to realize is that … we’re still go-
ing to be here, working not just on filoviruses [such as Ebola], 
but all the other viruses.”

“A year from now when the last Ebola patient … recovers in 
the hospital, the work goes on here,” Chambers added, “and 
thank goodness it does, because we were doing it for years be-
fore the Ebola outbreak happened, and we’ll be doing it after 
the outbreak [is over], and for that reason, we’ll be a little bit 
more prepared than we were this time.”

defense.gov

http://www.research.va.gov/currents/winter2015/winter2015-4.cfm
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NEUROLOGY
March is Brain Injury Awareness Month
Concussions Most Common Brain Injuries Sustained By U.S. Military Members

In the U.S. military, from 2000-2012, 
266,810 service members have sustained 
traumatic brain injuries (TBI). Approx-
imately 82 percent of those injuries, 
according to the Defense and Veterans 
Brain Injury Center (DVBIC), were mild 
TBIs, otherwise known as concussions, 
from which recovery is usually complete 
within seven to 10 days.

Another key fact about military brain 
injuries is that more than 80 percent of 
them occur in non-deployed settings, 
meaning outside of the combat envi-
ronment. Similar to the cause of injury 
in the civilian population, the most 
common causes of concussion in service 
members are athletic events, training ac-
tivities, falls or accidents.

As the military health system’s (MHS) 
operational component for TBI, 
DVBIC’s mission is to gather and share 
information on TBIs occurring in the 
military, care for service members who 
have sustained TBIs, advance and share 
scientific knowledge, and educate ser-
vice members, their families and the 
public about TBI. DVBIC is comprised 
of a central headquarters in the nation-
al capital region and network sites at 11 
military treatment facilities, five Vet-
erans Affairs (VA) medical centers and 
two neurorehabilitation, community 
reintegration centers.

DVBIC offers free information to ser-
vice members and veterans, family and 
friends, and medical providers (civil-
ian and military). At DVBIC.dcoe.mil, 
visitors can find answers to common-
ly-asked questions such as, what hap-
pens when a military member sustains 

a TBI? What are the differences in some 
levels of severity used to describe TBIs 
— mild, moderate, severe, and penetrat-
ing? Can service members participate in 
research efforts that might help others 
with recovery in the future? What symp-
toms do service members with concus-
sions typically experience? DVBIC also 
offers free webinars, online courses for 
health care providers, and links to other 
training opportunities.

The MHS has a decades-long track 
record of caring for what some have 
deemed the most important organ in 
the body, the brain. The Department 
of Defense’s (DoD) first major study of 
head injuries was conducted by DVBIC 
with veterans of the Viet Nam conflict. 
During this past decade, the DoD has 
expanded its efforts to care for wound-
ed warriors with TBIs while promoting 

research to improve diagnosis and treat-
ment. Since 2007 the military has tripled 
the number of studies related to TBI in 
its research portfolio and invested over 
$600M on TBI treatments, diagnostic 
tools and studies to understand how a 
brain injury may affect a service member 
over time.

Brain Injury Awareness month offers 
the public many opportunities in the 
Washington, D.C. area and nationally 
to learn more about TBI. Local DVBIC 
representatives will be onsite at military 
treatment facilities, VA medical centers, 
and at community events to provide in-
formation and resources in our military 
communities across the U.S.; represen-
tatives can be found online at DVBIC.
dcoe.mil/locations.

dvbic.dcoe.mil



D
oD

 H
ealth A

ffairs

53

D
oD

 H
ea

lt
h 

A
ff

ai
rs

52

Arm
ed Forces M

edicine 2015Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
01

5 Active
NEUROLOGY
Increasing Resilience through Promotion of
Healthy Sleep among Service Members
By Eric R. Pedersen, PhD, Wendy M. Troxel, PhD, Regina A. Shih, PhD, Evette Pinder, PhD, MPH, 
LCDR Dana Lee, USPHS, and CPT Lily Geyer, MA

Since 2001, over 2.5 million U.S. service members have been 
deployed to combat areas in Iraq and Afghanistan. Given the 
recent military drawdown, there is increasing concern regard-
ing the enduring effects of deployment on service members’ 
psychological and physical health, as well as on operational 
readiness in the post-deployment period. Sleep problems, in 
particular, are the most commonly reported health symptoms 
in the post-deployment period1–3 and are associated with nu-
merous indicators of health and readiness. For instance, ap-
proximately three-quarters of service members report less than 
7 hours of sleep per night and nearly 9 in 10 service members 
and veterans are classified as poor sleepers during the time pe-
riod since deployment.4,5 Research with post-deployed service 
members further suggests that sleep problems are not only a 
key symptom of many mental and physical health conditions, 
but can also predict the onset of chronic health conditions, 
including diabetes, depression, posttraumatic stress disorder 
(PTSD) and suicidal thoughts and behaviors.6–8

While increasing attention from both the research community 
and the media has focused on the consequences of sleep prob-
lems, research has generally neglected the flip side of this issue: 
healthy sleep and its role in promoting physical and psycho-
logical health, operational readiness, and overall resilience to 
stress after deployment. Resilience is of utmost importance to 
the military and its returning service members and it is defined 
operationally as the ability to withstand, recover, and grow in 
the face of stressors and changing demands9 and as the process 
of coping with or overcoming exposure to adversity or stress.10 
As sleep disturbances have strong implications for concurrent 
and future psychological, physical, and operational conse-
quences,11 it is suggested that the converse may also be true: 
healthy sleep behaviors may have implications for enhancing 
resilience to current and future stressors and adversities. To 
date, however, there are very few studies within military or 
civilian samples which have considered the connections be-
tween sleep and resilience.

Shifting the research focus from the consequences of sleep dis-
orders and sleep deficiency to the value of maintaining sleep 
health has recently been articulated as an important heuristic 
framework for future sleep research in civilian studies.12 Simi-
larly, we propose that a research agenda focused on promoting 
sleep health offers opportunities to identify: 1) strategies to 

preserve sleep even in the context of operational demands of 
the military; 2) practices and programs to help service mem-
bers recover during post-deployment periods from prolonged 
sleep loss in situations (e.g., combat) when it may be unavoid-
able; 3) opportunities for military leaders and policymakers to 
raise awareness and recognition of the benefits of sleep health 
for promoting service member resilience and population 
health. To help shift the focus of sleep research to establish 
these proposed benefits to policymakers and service members 
themselves, we recommend the following research areas:

1. Examine the benefits of preserving or “banking” sleep and 
learn how allowing adequate sleep recovery after a period 
of prolonged poor sleep (e.g., deployment) promotes fu-
ture resilience to psychological, physical, and operational 
stress. Studies of civilians suggest that sleep extension (e.g., 
sleeping over 8 hours in a night), “banking sleep” in terms 
of having longer periods of time dedicated to sleep in bed, 
and napping after periods of sleep deprivation can decrease 
daytime sleepiness, improve mood and cognitive function-
ing, sharpen reaction times, and improve physical perfor-
mance.13–17 The research suggests lengthy sleep one night 
establishes a sleep reserve in case sleep is lost one night in 
the future.11 Longitudinal studies with military samples are 
needed to understand how to preserve healthy sleep patterns 
by banking sleep or establishing healthy patterns pre-de-
ployment, as well as how recovery after deployments can 
strengthen resilience.

2. Evaluate how current military policies and programs to 
promote healthy sleep during deployment and post-de-
ployment are effective in addressing current and future 
sleep problems. The military is making concerted efforts to 
prioritize sleep and promote sleep health through programs 
such as the Army’s Performance Triad,18 innovative oper-
ational strategies (e.g., changing shift schedules for ship-
board NAVY sailors)19 and by promoting post-deployment 
programs that address poor sleep as a natural consequence 
of deployments warranting attention upon return home.20 
However, to date, there remains scant research on the de-
velopment and evaluation of programs, policies, and exper-
imental studies to promote healthy sleep patterns among 
post-deployed service members.

3. Understand the role of personal and public stigma on help 
seeking for sleep problems and how engagement in early 

Active
NEUROLOGY
New Clinical Recommendations to Treat Sleep 
Problems Following a Concussion Released

The Defense and Veterans Brain Injury 
Center (DVBIC) has released new clinical 
recommendations and support tools to as-
sist in the identification and treatment of 
a sleep disturbance occurring in patients 
after a concussion (mild traumatic brain 
injury or mTBI). The suite of products 
assists health care providers in the iden-
tification of a sleep problem and provides 
recommendations for its treatment.

“Sleep disorders are common after a per-
son sustains a concussion,” said Army Col. 
Sidney Hinds, II, M.D., DVBIC’s national 
director. “The prompt identification and 
treatment of sleep disorders are an im-
portant part of the recovery process for 
concussion. Sleep is critical to the brainÆs 
healing and recovery processes. Research 
shows that if sleep is regular and adequate, 
restorative processes are promoted.”

Since 2000, more than 300,000 U.S. ser-
vice members have sustained a traumatic 
brain injury.

Common sleep disorders associated with 
TBI include insomnia, circadian rhythm 
sleep wake disorder and obstructive sleep 
apnea. Insomnia is the most common 
sleep disturbance after concussion.

The new Management of Sleep Distur-
bances following Acute Concussion/Mild 
TBI Clinical Recommendations suite is 
composed of clinical recommendations, a 
clinical support tool, a provider education 
slide deck and a patient education fact 
sheet.

“These clinical recommendations advise 
that all patients with concussion symp-
toms should be screened for the presence 
of a sleep disorder,” said U.S. Public Health 

Service Capt. Cynthia Spells, DVBIC’s 
clinical affairs officer. “Patients should be 
asked if they are experiencing frequent 
difficulty in falling or staying asleep, ex-
cessive daytime sleepiness or unusual 
events during sleep. The initial step in the 
diagnosis of a sleep disorder includes a fo-
cused sleep assessment.”

Non-pharmacological measures to treat 
insomnia that focus on stimulus control 
and good sleep hygiene are the preferred 
methods of treatment. Short-term use 
of sleep medication may be necessary in 
addition to these measures if they are not 
effective by themselves.

Spells said stimulus control means con-
trolling your environment to help pro-
mote sleep. Examples of stimulus control 
measures include relaxing before bedtime, 
going to bed only when sleepy, getting out 
of bed when unable to sleep, removing 
electronics (TV, smart phone, computer) 
from the bedroom and using the bedroom 
only for sleep and intimacy.

Sleep hygiene habits include avoiding 
caffeine and other stimulants close to 

bedtime, daily physical activity but not 
exercising close to bedtime, arising at the 
same time every morning, getting natural 
light exposure every day, and avoiding 
alcohol, nicotine and large meals close to 
bedtime.

Spells said the new sleep disturbance clin-
ical recommendations and support tool 
product suite was developed by the De-
partment of Defense in collaboration with 
the Department of Veterans Affairs and 
civilian medical professionals.

“Although tailored for the military and VA 
health care systems, these recommenda-
tions may be used by civilian health care 
providers treating concussion associated 
sleep disorders,” Spells said. “Many ser-
vice members and veterans, especially 
those serving in the National Guard and 
Reserve, receive care from civilian health 
care specialists.”

DVBIC serves as the Department of De-
fense subject matter expert on TBI and 
manager of the TBI pathway of care.

dvbic.dcoe.mil
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treatment for sleep disturbances may have implications 
for prevention of long-term (more stigmatized) psycho-
logical disorders. There is stigma in the military around 
seeking care for many psychological health problems, yet it 
is unknown how service members would view behavioral or 
pharmacological treatments for sleep problems. In addition, 
research with civilians and veterans suggests that targeting 
sleep disorders such as insomnia or nightmares may also re-
duce PTSD and depressive symptoms.21–23 Given the stigma 
related to seeking help for psychological concerns,24 promo-
tion of sleep treatments ostensibly targeted toward improv-
ing a health behavior (i.e., sleep) that may indirectly improve 
resilience to PTSD, depression, or suicidality may be more 
acceptable for the military population (e.g., seeking help for 
nightmares instead of PTSD specifically).

4. Examine the role of healthy sleep on other areas of resilience 
beyond the individual, such as the family, the unit, and the 
community. For example, adequate sleep may support in-
terpersonal functioning within the family and the unit, by 
influencing mood, cognitive flexibility, and frustration toler-
ance. It can also facilitate learning and the retention of new 
information (important for operational readiness) and help 
one function as a reliable and trustworthy asset to a team and 
community both during and outside military operations.

5. Better understand the role of leaders and peers in promo-
tion of healthy sleep patterns and referral for treatment. 
Leaders are in a unique position to champion sleep health 
efforts, through modeling healthy sleep behaviors for others, 
modifying schedules to provide more opportunities for ad-
equate sleep environments without noise, light, and disrup-
tion, promoting and supporting programs for those needing 
help with sleep disorders, and counteracting direct or inci-
dental messages that “sticking it out” despite feeling tired is a 
sign of mental toughness. Little is known about how leaders 
and peers can be used to promote healthy sleep, help identify 
those at risk for current and prolonged consequences from 
lack of healthy sleep, and encourage help seeking among 
those indicating need for evidence-based approaches to pre-
serve sleep and promote healthy sleep patterns.

6. Develop and validate assessment tools to facilitate self-iden-
tification of sleep problems. Development and validation of 
such tools, including electronic applications, could facilitate 
self-monitoring of healthy sleep behaviors and could iden-
tify sleep problems in their acute phases, when they may be 
more amenable to treatment. Early recognition of an issue is 
the necessary first step to seeking help and conversely, fail-
ure to recognize symptoms in self- or others likely delays 
action toward help-seeking. Acute sleep disturbances are 
common after significant life events and may be an adaptive 
part of the recovery process following traumatic experiences 
(e.g., combat-related deployments); however, maladaptive 
thoughts and behaviors that are used to compensate for acute 
sleep disturbances (e.g., use of alcohol or sedatives) may end 
up perpetuating the problem. Recognition of these cogni-
tions and behaviors through self-assessment and education 

may assist with self-initiation of healthier sleep practices and 
reduced maladaptive behaviors prior to the onset of chronic 
problem development. There is also a need for research to 
demonstrate whether such electronic self-monitoring tools 
may also enhance treatment compliance and increase treat-
ment response rates for sleep disorders treatments.

7. Identify biomarkers associated with both sleep health and 
sleep problems. It is important for researchers to learn about 
the environmental, genetic, epigenetic, and neural mecha-
nisms that may predispose to poor sleep or facilitate healthy 
sleep patterns and that are also implicated in downstream 
health and functioning. For example, recent work with mili-
tary samples has identified biomarkers to resilience in areas 
of mental health such as PTSD (e.g., C-reactive protein),25 
with experimental work demonstrating the negative impact 
of sleep deprivation on biomarkers for stress and cardiovas-
cular morbidity.26 This work has important implications for 
tailored prevention efforts for those identified at risk; with 
efforts focused on overcoming predisposing factors through 
behavioral or pharmacological intervention to prevent de-
velopment of chronic sleep problems.

8. Evaluate implementation of research-informed practices and 
programs, as well as understand how promotion of programs 
is adopted and diffused throughout the military. It will be 
necessary to promote the results of research studies through 
leadership and among service members, their families, provid-
ers and leaders alike, so findings can be incorporated into poli-
cies and practices, and can ultimately promote cultural changes 
regarding sleep among service members and leadership.

Conclusion
A focus on defining and measuring sleep health may enhance 
efforts to promote resilience in service members by: (1) pro-
viding education opportunities for line leaders so they may 
practice and educate their service members; (2) increasing 
self-identification through increased awareness at the indi-
vidual level; (3) providing concrete and modifiable targets for 
education, health promotion, and prevention at the individual, 
unit, and population-level; (4) providing new opportunities for 
research which could help to identify biomarkers of resilience 
across the continua of sleep health; (5) informing the develop-
ment and enhancement of policies that have a direct impact on 
sleep. Ultimately, this shift in focus from sleep deficiencies or 
disorders to the promotion of sleep health may help to over-
come barriers such as stigma, or military cultural beliefs that 
have historically undermined the importance of sleep. Though 
military sleep research is generally focused on the post-de-
ployment period due to implications of poor sleep on chronic 
sleep problems and downstream mental and physical health 
consequences, sleep health research, development of sleep 
health policies, and evaluation of sleep health programs should 
focus on promoting sleep health throughout the deployment 
cycle and in training environments to aid in prevention as well 
as intervention efforts.
ncbi.nlm.nih.gov
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Pain medicine specialists at Naval Medical Center Ports-
mouth (NMCP) officially took the reins of a telementoring 
project called “Pain ECHO” Nov. 18.

The project brings primary care providers from different areas 
together to collaborate on treatment plans for patients with 
complex, chronic pain.

ECHO, or Extension for Community Healthcare Outcomes, 
uses telehealth technology to bring primary care providers 
throughout the Navy Medicine East (NME) region face to 
face with the team of pain specialists for a multidisciplinary 
consultation.

The providers can be from clinics at NMCP, such as the Family 
Medicine or Internal Medicine clinics, from NMCP’s branch 
health clinics throughout Hampton Roads, Virginia, or from 
any medical treatment facility within NME, which includes 18 
Military Treatment Facilities from Texas to Bahrain.

During the Pain ECHO clinic, providers present cases of pa-
tients who need additional treatment to help manage their 
pain. The goal is to help primary care teams develop the 
treatment plans in the primary care setting, reduce referrals 
to the pain clinic and standardize comprehensive pain care. 
Recommendations for treatment come from pain psycholo-
gists, pharmacists, physical therapists, addiction specialists 
and pain medicine specialists.

The Navy Bureau of Medicine and Surgery started the rollout 
of ECHO for pain medicine in April. The rollout was assisted 
by staff at the University of New Mexico, where the concept 
was developed about a decade ago. Specialists at NMCP are 
now able to conduct Pain ECHO clinics independently from 
the university staff, a first within Navy Medicine.

“Today, the team is moving from a role of being mentored and 
guided in the processes to actually standing up an independent 
team,” said Cmdr. Mathew Loe, program manager for Com-
prehensive Pain Management at Navy Bureau of Medicine and 
Surgery (BUMED). “Our goal is to augment the quality com-
ponents of care that are provided to our chronic pain patients. 
We have the capability to do five to six clinics per month, and 
focus on subspecialties within pain management or a different 

specialty altogether, from hepatitis to dermatology.”

Lt. Lindsay Gleason, a clinical psychologist at Naval Hospital 
Jacksonville, was the first provider to present a case during the 
Nov. 18 clinic.

“The pain clinic is very valuable in that a provider is able to get 
different perspectives and treatment recommendations from 
providers and clinicians from various specialties,” Gleason 
said. “It allows a provider to develop the capacity and skills of 
these providers to more confidently treat their chronic pain 
patients. The clinic incorporates a didactic which facilitates 
learning and allows us to increase capability to handle chronic 
and complex cases.”

“There are many treatment options that may not be known 
to the primary care team,” said Cmdr. Anthony Tucker, the 
Navy Medicine East lead for the program and a pain medicine 
specialist. “We are able to better coordinate care and increase 
the efficiency of care.”

Gleason was seeking recommendations that did not involve 
additional medications and considered the feedback from the 
panel to be helpful.

Active
PAIN MANAGEMENT
First Telementoring Program in Navy Medicine 
Launches at  Naval Medical Center Portsmouth 
By Rebecca A. Perron, Naval Medical Center Portsmouth Public Affairs

Recent Tele-Pain training at Naval Hospital Camp Pendleton, 
attended by providers from Family Medicine, Internal Medicine, 
Physical Therapy and Mental Health.

continued on page 60
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Fulfilling the duties of U.S. Air Force 
Special Tactics Airmen is no easy task. 
Every day, these operators put their 
bodies through extremes to accomplish 
their mission:  enabling global access, 
precision strike and personnel recov-
ery, anywhere, anytime.

However, this constant strain often 
leads to injuries, requiring operators to 
be temporarily removed from the fight. 
That’s where two 96th Medical Group 
doctors come in.

Dr. Garry Powell, a neurosurgeon, and 
Maj. Jason Capra, a pain specialist, 
focus on treating spinal and back inju-
ries for all beneficiaries at Team Eglin. 
When a Special Tactics operator comes 
in from training or a deployment with 
a debilitating back injury, Powell and 
Capra are brought in to find a solution 
to ending their pain.

“These guys are exceptionally motivat-
ed to get back out there,” said Powell. 
“I’m often surprised some of them can 
even walk in the condition their bodies 
are in when they arrive for treatment. 
This is a testament to their character 
and drive for success.”

The Special Tactics Airmen are brought 
to the Eglin team by medical specialists 
at the 23rd Special Tactics Squadron, 
24th Special Operations Wing, at Hurl-
burt Field. These Airmen are the U.S. 
Special Operations Command’s tacti-
cal air and ground integration force, 
and the Air Force’s special operations 
ground forces, which means a high de-
ployment cycle and high risk for injury 
for Special Tactics Airmen. Due to the 
demand for their specialized skill sets, 

many of the injured operators cannot 
follow the standard timeline for acutely 
wounded warriors.

“The operators’ teams rely on their spe-
cial skills and need them back as quick-
ly and as safely as possible,” said Powell. 
“As soon as I get a phone call from their 
team, I get the ball rolling in terms of 
diagnostic studies and treatment plans. 
Given the sacrifices these operators 
make through their service, we are will-
ing to stay late or come into the hospital 
at odd times to make sure we get them 
back to the best they can be.”

The typical treatment plan for these 

operators includes identifying and doc-
umenting the extent of the problem, 
then deciding how best to implement 
the treatment with careful consider-
ation to their mission, according to 
Powell.

“Our goal is to have our guys come 
home and recover as soon as they are 
able,” said Maj. Danielle Schnitker, a 
physical therapist for the 23rd STS. 
“There is a narrow window of oppor-
tunity for them to get the proper care 
they deserve, and thanks to Dr. Powell 
and Maj. Capra, we are able to make it 
happen.”

Active
PAIN MANAGEMENT 
Eglin Doctors Give Special Operators
Jumpstart Back to Service
By Sara Vidoni

Dr. Garry Powell, a neurosurgeon, and Maj. Jason Capra, a pain specialist, treat spinal 
and back injuries for all beneficiaries of the 96th Medical Group at Eglin Air Force Base, 
Fla. When a Special Tactics operator comes in from training or a deployment with a 
debilitating back injury, Powell and Capra are brought in to find a solution to ending their 
pain. They have helped treat more than a dozen special operations patients with these 
types of injuries. U.S. Air Force photo/Sara Vidoni

continued on page 64

“Several suggestions were things that had not been consid-
ered,” Gleason said. “By gaining the perspectives and recom-
mendations from providers of different specialties, it allows us 
to have better continuity of care and care coordination within 
Medical Home Port and improves patient satisfaction.”

That coordination and efficiency extends beyond the specific 
case presented at the Pain ECHO clinic. Providers can use the 
experiences with telementoring to expand their knowledge of 
that specialty to future patients.

“Everyone who attends the clinic is exposed to the learning 
from that case,” Tucker said. “So even if it’s not their pa-
tient, they might eventually be able to apply the principles to 
that future patient. Each person who attends the clinic can 
reach out to their fellow primary care providers and Medical 
Home team and share that knowledge, which is called force 
multiplication.”

“From a quality standpoint, these evaluations help augment 
access to state-of-the-art chronic pain care,” Tucker said. “The 
evidence shows that a multidisciplinary approach is the stan-
dard of care.”

The University of New Mexico started the ECHO program 
to treat patients who had hepatitis C. With few hepatitis spe-
cialists in New Mexico, patients were driving long distances 
to seek care. University specialists used VTC to consult with 
primary care providers throughout the state, offering options 
for care that patients could receive locally.

Since then, the ECHO program has been adopted by more than a 
dozen civilian hospitals across the country, and recently by Army 
Medicine and the Department of Veterans Affairs. BUMED is 
working to launch the program next within Navy Medicine West 
and expand the program to other health care specialties. 

navy.mil

As a Family Practitioner at Naval Hos-
pital Camp Pendleton (NHCP), I divide 
my time between patient care and being 
a faculty member for the Family Med-
icine Residency program. Here at the 
NHCP Family Medicine and Internal 
Medicine departments we take care of 
1,000 active duty members and 19,000 
dependents, many of whom suffer from 
chronic pain. Managing patients with 
chronic pain is often complex. It can 
be challenging for both providers and 
patients.

I recently became involved in the U.S. 
Navy Bureau of Medicine and Surgery 
Navy Comprehensive Pain Manage-
ment Program’s (NCPMP) Tele-Pain 
lecture series. The NCPMP uses multi-
disciplinary methodologies to manage 

chronic pain. This new approach in-
cludes a Tele-Pain support project 
that leverages Video Tele-Conference 
(VTC) technology to increase access 
to pain consultations and trainings for 
patients and providers. When Christo-
pher Spevak, MD, MPH, JD, NCPMP 
director of Communication, Consul-
tation & Curriculum, asked if NHCP 
might benefit from the Tele-Pain lec-
tures, my immediate answer was an 
enthusiastic yes! 

The Tele-Pain ECHO lecture series has 
been helpful to remind me that care 
of patients with chronic pain often re-
quires therapies from many disciplines.  
The lectures are well rounded and re-
view traditional medical services as 
well as complementary services, such as 

acupuncture and therapeutic massage.  
As word has spread about the series, 
providers from many disciplines have 
been eager to participate.  At our most 
recent lecture, we had providers from 
Family Medicine, Internal Medicine, 
Physical Therapy and Mental Health.

NHCP is also the training site for 36 
Family Medicine residents.  It is import-
ant that our residents graduate from the 
program feeling comfortable taking 
care of patients with pain.  To borrow 
a phrase, “it takes a village” to train a 
resident.  It has been great to be able to 
add this lecture series to their training.

For information on the NHCP Family 
Medicine Residency Program:
www.med.navy.mil

Tele-pain Training Helps Providers Serve Patients 
Suffering from Chronic Pain
By Karen Muchowski, MD, FAAFP – Family Medicine Residency, Naval Hospital Camp 
Pendleton & Assistant Professor, Uniformed Services University of the Health Sciences 

continued from page 57

http://www.navy.mil/local/NMCP/


As an interventional pain physician located in Plymouth, 
Massachusetts, I am routinely faced with the challenges of 
treating patients with symptomatic disc herniations that don’t 
always respond favorably to conservative treatment strategies 
such as physical therapy, pain medication, and epidural ste-
roid injections. This can present challenges regarding other 
options available to my patients when conservative therapy 
fails or when the lasting benefit of first-line therapies begins 
to diminish. 

Over the last four years, in an effort to bridge the gap between 
failed conservative treatment and surgery, I have employed a 
technology called Hydrodiscectomy. Hydrodiscectomy utilizes 
a high-speed non-thermal stream of saline to remove approxi-
mately 2 to 3 grams of disc nucleus, thereby relieving the nerve 
pressure that causes back and leg pain. This technology is ex-
ceptional in that it allows for minimally invasive disc decom-
pression that results in a measurable amount of disc material 
being removed in only 20 minutes of operative time (only 3 
minutes of run-time once the access needle is positioned in 
the disc). The procedure involves a needle-based discography 
approach to the lumbar disc that can be accomplished in an 
out-patient setting without the need for general anesthetic, 
muscle trauma, bone removal, ligament cutting or nerve root 
exposure. As a result my patients typically recover within two 
to three weeks at which time they are free to resume full daily 
activity. In my opinion this technology is the most effective 
and safest of its kind in that it is extremely difficult to advance 
the resector beyond the margins of the annulus. Clinical re-
sults to date from several studies affirm the effectiveness of the 
technique when the procedure is properly indicated. 

The following cases outlines examples of Hydrodiscectomy ef-
fectiveness on two of my patients: 

Patient 1: 
Patient 1 a 38 year old National Guard Reservist who had been 
deployed once to Iraq. The patient experienced long standing 
issues with recurrent back and right leg pain as a result of an 
L5-S1 disc protrusion. The patient had been treated by myself 
many times conservatively with good results for 6-8 months. 
After his first deployment to Iraq, he returned to me with ex-
acerbation of his back and right leg pain. His symptoms had 
expanded to include paresthesias and some right foot dorsi-
flexion weakness. A repeat lumbar spine MRI was performed 
which revealed progression of a disc protrusion between L5-
S1 with impingement of the right nerve root. At that point 
the patient planned on a return to the battlefield as a combat 
engineer. Hydrodiscectomy was discussed with him and after 
weighing his options he opted for the procedure. Hydrodis-
cectomy was performed at L5-S1 and the patient was placed 
in a LSO brace and told to restrict his physical activity for 2-3 
weeks. He was seen in follow up 3 weeks later at which time his 

symptoms had essentially resolved. He did not use any further 
analgesics. He then underwent conditioning training with his 
National Guard unit and was deployed shortly thereafter. He 
returned to duty symptom free. 

Patient 2: 
Patient 2 a 68 year old fisherman who presented to me with 
complaints of back and left leg pain and weakness exacerbated 
by sitting. The patient was evaluated and found to have a L4-5 
disc protrusion with impingement of the left L4 and L5 nerve 
roots. He underwent physical therapy and other conservative 
care modalities for several months. Interventional treatment 
included a transforaminal L4 epidural injection which af-
forded him 2 months of pain relief. Fifteen months later he 
presented with exacerbation of his symptoms. Re-evaluation 
revealed L4 radiculitis and radiculopathy. A repeat interven-
tional procedure was performed that afforded him relief for 
an additional four months. At that point it was decided that a 
Hydrodiscectomy procedure might afford him more of a long 
term benefit. That month the patient underwent the procedure 
at the L4-5 level under direct fluoroscopic guidance. He was 
fitted for an LSO brace, which he wore for two weeks following 
the procedure. Postoperatively he noticed immediate resolu-
tion of his symptoms, weakness, and the paresthesias in his left 
leg resolved within one week. Three weeks after the procedure 
the patient returned to his full level of activity and avocation of 
his commercial fishing. He has been pain free since.

Interventional Pain Management 
Dave Gannon, MD , Cape Cod Pain Management Center, Plymouth, Massachusetts 

Dr. Dave Gannon leads a Hydrodiscectomy training course for 
interventional pain physicians at HydroCision headquarters in Boston.

Advertorial
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SURGERY
Event Highlights Importance of Patient Safety
by Lori Newman, BAMC Public Affairs

Col. Evan Renz, Brooke Army Med-
ical Center commander, presents Dr. 
Charles Holshouser Jr., the co-found-
er of the Louise H. Batz Patient Safety 
Foundation, a certificate of appreciation 
for speaking at the Patient Safety Aware-
ness event March 12 in the medical 
mall.

Brooke Army Medical Center staff and 
visitors highlighted the importance of 
patient safety during an event March 12 
to commemorate Patient Safety Aware-
ness Week.

“The fact that we are all here talking 
about patient safety is critical,” said Col. 
Evan Renz, BAMC commander. “We 
can’t talk about it enough. In fact, the 
point of almost every one of our safety 
programs is that it has to be inculcated in 
everything that we do, constantly.”

The event featured guest speaker Dr. 
Charles Holshouser Jr., the co-found-
er of the Louise H. Batz Patient Safety 
Foundation, who spoke about his sister’s 
death due to errors after the surgery at a 
community hospital.

Holshouser said his sister went into the 
hospital in 2009 for knee replacement 
surgery. Even though the surgery went 
well, a combination of preventable med-
ical errors led to her death.

“It was a terrible loss … she never got 
to see her grandchild born two months 
later. She missed out on watching her 
four grandchildren grow up, play volley-
ball and football and all the things that 
grandchildren do,” Holshouser said. “It 

was a significant loss for her husband 
and for our family.”

Afterwards, Louise’s daughter Laura 
tried to understand how and why this 
happened to her mother.

“As we told our story, almost every per-
son who heard it could recount a similar 
personal story of a family member or 
friend,” Holshouser said.

After the loss of their loved one, the 
family started the Louise H. Batz Patient 
Safety Foundation.

There are a staggering number of inju-
ries and deaths related to preventable 
medical errors each year in the United 
States. 

According to a 2013 study in the Jour-
nal of Patient Safety, the true number 
of premature deaths associated with 

preventable harm to patients was esti-
mated at more than 400,000 per year.

According to the foundation’s website, 
the goal is to open the pathways of 
communication between patients, doc-
tors, nurses and hospitals in an effort 
to enhance hospital safety and prevent 
adverse events. The foundation aims 
to create awareness and literature that 
is accessible and easy for the patient to 
understand.

Holshouser, who was in the Army, re-
counted the time he spent at BAMC. He 
also praised the quality of care our mili-
tary community receives on a daily and 
hourly basis at BAMC.

I want to express my gratitude to all of 
you for what you do every day, because 
it means a lot to a lot of people and fam-
ilies,” he said to the hospital staff. “We in 
the civilian community in San Antonio 
feel closely connected to you all. We 
know what you all do and we appreciate 
it, and don’t ever forget that.”

BAMC continues to strive to become a 
High Reliability Organization putting 
safe, quality care at the forefront. This 
Army Medicine-wide journey is a com-
mitment to continuous improvement 
and compliance, with an expectation of 
achieving zero preventable harm.

This commitment extends to person-
al and workplace safety, which leads 
to increased patient safety and quality 
outcomes.

army.mil

Col. Evan Renz, Brooke Army Medical 
Center commander, presents Dr. Charles 
Holshouser Jr., the co-founder of the 
Louise H. Batz Patient Safety Foundation, a 
certificate of appreciation for speaking at the 
Patient Safety Awareness event March 12 in 
the medical mall.  Photo by Robert Shields

According to Capra, most of the oper-
ators they see deal with injuries to the 
cervical and lumbar spine, including 
disk herniations and conditions where 
the spine becomes unstable, causing 
pain and weakness.

One such case involved a Special Tac-
tics Airman who came to the Hurlburt 
team in August 2013 with low back 
pain and symptoms in his leg.

“Due to significant findings on the MRI 
and the patient’s symptoms, we sent the 
Airman to consult with Dr. Powell right 
away for possible neurosurgery treat-
ment,” explained Schnitker.

The operator underwent a success-
ful surgery just two weeks later, then 

immediately returned to physical thera-
py.  Only two months later, the Airman 
returned to full-duty status to include 
jump operations, and by January he was 
ready to deploy again.

“This operator has made a full recovery 
and is in as good of shape now as he has 
ever been,” Schnitker said. “Without the 
relationships established between Hurl-
burt and the 96th MDG, this Airman’s 
treatment would have taken months 
longer, which would have prevented 
him from being able to get back to his 
job.”

Since 2012, the doctors have helped 
treat more than a dozen special opera-
tions patients with spinal injuries.

“Dr. Powell and Maj. Capra have gone 
above and beyond to treat our Airmen’s 
injuries as quickly as possible and with 
great success,” said Schnitker.

Powell and Capra contribute the suc-
cess of their efforts to the Airmen them-
selves, who often deploy and embed 
with U.S. Navy Seals and Army Special 
Forces for some of the most dangerous 
missions the U.S. military performs.

“Their motivation and resiliency is in-
credible,” said Powell. “If I could have 
just 10 of these patients, I could con-
quer the world. It’s an honor to do what 
we do, and see that we can get them 
back in the fight.”

airforcemedicine.af.mil

The Air Force Medical Operations 
Agency has recently directed all Air 
Force Military Treatment Facilities to 
establish direct access physical therapy 
clinics for active duty members. The 
policy shift will now allow an active 
duty member with an acute musculo-
skeletal injury to make an appointment 
directly with a physical therapist.

For three of the past five years, muscu-
loskeletal injuries, such as knee sprains, 
have been the number one reason for 
an active duty Airman to seek care at an 
MTF. In addition, musculoskeletal in-
juries are the largest reason for limited 
duty profiles in the Air Force, causing 
more than 47 percent of the profiles in 
2013. Typically, Airman sought care 
within the Family Practice or Flight and 
Operational Medicine Clinics and may 
have received a referral to a Physical 
Therapy clinic.

“Air Force physical therapists are 
trained and credentialed to provide 
independent practice, to include med-
ication prescription, order appropriate 
diagnostic imaging, place patients on 
profiles, and refer to other practitioners 
as appropriate,” said Col. Joseph Rog-
ers, Physical Therapy Consultant to the 
Air Force Surgeon General.

Rogers also cited recent military re-
search that showed “patients who re-
ceived early physical therapy had total 
lower healthcare costs, fewer medical 
appointments, and fewer invasive pro-
cedures than those with delayed phys-
ical therapy addressed more than 14 
days after injury. 

With early access to care, physical ther-
apists can provide tailored treatments to 
each patient. “Treatment may consist of 
manipulation, dry needling, exercise, or 

modalities,” said Lt. Col. Brian Young, 
Assistant Professor at US Army-Baylor 
University Doctor of Physical Program 
and Air Force Physical Therapy Clinical 
Operations Chair. “In today’s fiscally 
constrained environment and expo-
nential increase in healthcare costs, ear-
ly access to physical therapy is key for 
early return to duty and function after 
musculoskeletal injuries,” he said.

According to Rogers, with the recent 
policy release, each MTF will imple-
ment these changes over the next few 
months. “We expect each physical 
therapy clinic to establish appointment 
availability for acute injuries by the end 
of the summer,” he said. 

Active duty members should contact 
their local MTF for more information.

airforcemedicine.af.mil

MTFs Establishing Direct Access
Physical Therapy Clinics
By Air Force Surgeon General Public Affairs

continued from page 61
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Surgeons and nurses from the U.S. Air 
Force, Army and Navy underwent a 
three-day training course at the Wilford 
Hall Ambulatory Surgical Center to pre-
pare for the various perils they may face 
in a deployed environment, Feb. 10-12, 
2015.

The Emergency War Surgery Course has 
been conducted at Wilford Hall since it 
was established back in 2004. Currently, 
Wilford Hall is the only location that 
hosts the course, which is mandatory for 
general or orthopedic surgeons and is 
optional for nurses.

“The purpose of the Emergency War 
Surgery Course is to give deploying sur-
geons some of the basic trauma skills 
they will need when they deploy down-
range,” said U.S. Army Col. (Dr.) John 
Garr, commander of the Defense Med-
ical Readiness Training Institute.

Sherrilee Demmer, 59th Medical Wing 
Trauma Education and Injury Preven-
tion coordinator, explained how the 
Emergency War Surgery Course was 
formulated.
“The Department of Health Affairs 
formed a combat surgery committee 
composed of members from all the 
branches of service to decide on what 
deploying members needed to know,” 
said Demmer.

Trauma coordinators from all services 
went to forward operating bases in 
theater to collect data,” Demmer said. 
“They then attended the Emergency 
War Surgery Course and started making 
performance improvements based on 
the data.”

Although surgeons are required to at-
tend the courses within two years of a 
deployment, the course is optional but 
highly recommended for nurses. Feed-
back has shown that there are substantial 
differences in the readiness and capabili-
ties for nurses who attend the course.

“Early on we were hearing from people 
downrange that it was sometimes tak-
ing six weeks for the nurses to get up to 
speed,” said Demmer. “The nurse that 
comes through this course is way up to 
speed compared to the nurse who does 
not.”
Another benefit of having a single 
tri-service course with standardized 
curriculum is the opportunity to ex-
plain how each service differs in a de-
ployed environment. Students received 

instruction on medical joint operations 
and ways in which they could better 
assist each other, which will ultimately 
increase patient care.

“It is important to have specialized 
training because the types of situations, 
patients and injuries these surgeons and 
nurses will encounter are much different 
from those seen in the civilian sector,” 
said Garr.

“In the end it’s all about the wounded 
troop,” Demmer said. “From the be-
ginning, the focus of the course was to 
provide doctors and nurses with the best 
training possible so they can take care of 
the patient; that remains our focus today.

jbsa.af.mil

Active
SURGERY
Multi-Service Life-Saving Training Course 
Prepares Medics for Combat Operations
by Staff Sgt. Michael Ellis, 59th Medical Wing Public Affairs

Surgeons in the Emergency War Surgery Course at Wilford Hall Ambulatory Surgical 
Center on Joint Base San Antonio-Lackland, Texas, listen to the advanced surgical skills 
for exposure in trauma lesson, Feb. 11, 2015. The Emergency War Surgery Course has 
been conducted at Wilford Hall since it was established back in 2004. U.S. Air Force 
photo/Staff Sgt. Michael Ellis
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ADDICTION
Diet, Disordered Eating, or Eating Disorder?
By Lynda C. Richards, General Leonard Wood Army Community Hospital 

While eating disorders may begin with preoccupations with 
food and weight, they are most often the result of complex 
conditions that arise from a combination of long-standing be-
havioral, biological, emotional, psychological, interpersonal, 
and social factors.

That’s why the Behavioral Health Division at the General 
Leonard Wood Army Community Hospital will be observing 
Eating Disorder Awareness Week, Feb. 24 through March 2, 
with an informational booth at the Healthy Community 2013 
Wellness Fair and Volksmarch slated for Feb. 26 from 9 a.m. to 
3 p.m. at the Nutter Field House.

For some, dieting, bingeing and purging may begin as a way to 
cope with painful emotions and to feel in control of one’s life, 
but ultimately, these behaviors will damage a person’s physical 
and emotional health, self-esteem, and sense of competence 
and control. 

People with eating disorders often use food and the control of 
food in an attempt to compensate for feelings and emotions 
that may otherwise seem overwhelming. 

“You can’t control everything, you’re not perfect, you don’t 
have to be, you can ask for help,” said Capt. Smith, a local pa-
tient with a history of Bulimia. “Good soldiers are being dis-
charged for being overweight,” she said.

Eating disorders are serious emotional and physical problems 
that can have life-threatening consequences for both females 
and males. 

“The military needs to be made aware of [the presence of] eat-
ing disorders,” said Sgt. First Class Stephanie Cobb, a Soldier 
assigned to the Warrior Transition Unit here. Cobb has strug-
gled with eating disorder for nine years and refers to it as “the 
silent killer.” 

In the United States, as many as 10 million females and 1 mil-
lion males are fighting a life and death battle with an eating 
disorder such as anorexia or bulimia. 

Approximately 25 million more are struggling with binge eat-
ing disorder. 

Because of the secretiveness and shame associated with eating 
disorders, many cases are probably not reported. 

In addition, many individuals struggle with body dissatisfac-
tion and disordered eating attitudes and behaviors. For exam-
ple, 80 percent of American women are dissatisfied with their 
appearance. 

Anorexia nervosa has the highest premature fatality rate of any 
mental illness. For females 15-20 years old, the mortality rate 
associated with anorexia nervosa is twelve times higher than 
the death rate of all other causes of death. 

Girls who diet frequently are 12 times as likely to binge as girls 
who don’t diet.

Anorexia Nervosa is characterized by self-starvation and ex-
cessive weight loss. 

Bulimia Nervosa is characterized by a secretive cycle of binge 
eating followed by purging. Bulimia includes eating large 
amounts of food, more than most people would eat in one 
meal, in short periods of time, then getting rid of the food and 
calories through vomiting, laxative abuse, or over-exercising. 

Binge Eating Disorder is characterized primarily by periods 
of uncontrolled, impulsive, or continuous eating beyond the 
point of feeling comfortably full. While there is no purging, 
there may be sporadic fasts or repetitive diets and often feel-
ings of shame or self-hatred after a binge. 

Eating disorders, such as anorexia, bulimia, and binge eating 
disorder, include extreme emotions, attitudes and behaviors 
surrounding weight and food issues. 

People who overeat compulsively may struggle with anxiety, 
depression and loneliness, which can contribute to their un-
healthy episodes of binge eating. Body weight may vary from 
normal to mild, moderate or severe obesity.

When was the last time you looked in the mirror and liked 
what you saw? Do you weigh yourself every day? Skip at least 
one meal a day? Do you count calories and fat grams every 
time you eat? 

continued on page 74

Active
WOMEN’S HEALTH
Women’s History Month: 
From Flight Nurse to Chief of Medical Doctrine, 
Air Force Major’s Career Soars

As an Air Force flight nurse, Maj. Julie 
Skinner found adventure and rewards 
she never could have imagined as a ci-
vilian registered nurse on the ground. 
She calls flight nursing the best job she’s 
ever had in a military career that has 
included improving medical processes 
and tending warriors wounded in Iraq. 

Last year Skinner was named chief of 
medical doctrine, an Air Force leader-
ship position focusing on the Air Force’s 
guiding principles, at the Defense Health 
Agency Headquarters in Falls Church, 
Virginia. 

She has traveled a long way from life as a 
New York state college student who had 
a dream of becoming a flight nurse. 

“The best part of flight nursing and my 
service in Iraq was the privilege of car-
ing for our wounded warriors. I tried 
my best to keep them comfortable as we 
moved them to a safe place where they 
could recover,” she said. “Those injured 
were suddenly put in a system foreign to 
them, shuttled to a temporary medical 
facility, moved from helicopters to am-
bulances to planes and buses. I helped 
them relax and eased their pain and 
confusion.” 

During her flight missions at the patient 
bedside, Skinner noticed opportunities 
for change, ways to do things better 
and more cost effectively. While she 
didn’t feel she could voice those views 
at the time, as her career progressed, she 
gained the education and authority to 
improve care. 

Skinner’s unfolding career path  
Following college graduation and two 

years as a medical/surgical registered 
nurse at a civilian hospital in upstate 
New York, Skinner entered the U.S. Air 
Force through direct commission, start-
ing basic officer training in 2000. She 
spent the next three and a half years as 
a medical/surgical nurse at Wilford Hall 
Medical Center in San Antonio. 

After completing a flight nurse course on 
“how to turn the back of an aircraft into 
a hospital suite,” she was off to Ramstein 
Air Base, Germany, on medical air evac-
uation missions with patients who suf-
fered mostly from burns, blast injuries 
or service-related mental health issues. 
They flew on several different types of 
aircraft — from small Lear jets (C-21s) 
to large cargo planes (C-17s). 

“Often, in the fog of war, our patient 
load changed significantly from the time 
we prepped for the mission to the time 
the patients actually loaded the plane. 

We sorted through paperwork after we 
took off to pull together the story of a 
patient and determine what we needed 
to do for him or her during the flight. 
Sometimes we’d have a really critical pa-
tient, but we couldn’t find a summary of 
his operation report or an X-ray report. 
Problems with documentation during 
flight led me to pursue a master’s degree 
in nursing informatics so I could be part 
of the solution,” she said. 

Skinner completed a two-year program 
offered by the Air Force Institute of 
Technology that allowed her to study 
full-time and earn a double master’s in 
business administration (MBA) and in 
nursing administration and informatics 
from the University of Maryland. 

In 2013 she was chosen for a special Air 
Force education program at Air Com-
mand and Staff College Maxwell Air 
Force Base, Alabama. 

From there, she has applied Air Force 
principles specifically to medical doc-
trine, which includes how health care 
is provided and how professionals are 
trained. 

Life has come full circle for Skinner, 
who, at 41, is expecting her first baby in 
April with her husband, a military med-
icine nurse practitioner. Weighing this 
major change ahead, she mused, “Before 
this my life was all about my career. Now 
I will need to refocus things to maintain 
a work-life balance. 

After 15 years in the Air Force, I still 
really like what I’m doing. I love being 
part of the Air Force and being able to 
change. This is my career for life.”

airforcemedicine.af.mil

Maj. Julie Skinner
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ADDICTION
Military Health Officials Take Aim at Tobacco
By Marie-Reine Maroun

Military health officials have set an am-
bitious goal: to have all Department of 
Defense installations tobacco-free by the 
year 2020.

That’s one part of a larger effort to cut 
tobacco use among service members 
and veterans, said Col. John Oh, Health 
Promotion chief at the Air Force Medi-
cal Support Agency.

He was speaking during a webinar last 
week on smoking cessation hosted by 
the Defense Centers of Excellence for 
Psychological Health & Traumatic Brain 
Injury.

Tobacco has long been known to cause 
lung cancer and heart disease, and its use 
within the military has decreased over 
time. Yet many service members con-
tinue to use some form of nicotine, and 
about24 percent are current smokers, 
according to the 2011 Department of 
Defense Health Related Behaviors Sur-
vey of Active Duty Military Personnel.

There are large disparities in tobacco 
use between officers and enlisted ser-
vice members, Oh explained. Those who 
start using tobacco are usually younger 
and at the low end of the pay scale. To-
bacco products sold at commissaries are 
taxed at a discounted rate, making them 
easy for service members to purchase 
and affordable.

“When looking at a comprehensive 
tobacco control program, it includes 
several elements working together,” 
Oh said. The military’s four lines of 
approach include reforming tobacco 
pricing at commissaries, expanding 
tobacco-free environments with a goal 

that all DOD installations will be tobac-
co-free by 2020, sustaining an effective 
counter-promotional tobacco campaign, 
and improving the effectiveness of clini-
cal tobacco cessation efforts.

The DOD has already implemented a va-
riety of programs to help service mem-
bers and veterans quit tobacco or keep 
them from starting the habit. The Quit 
Tobacco campaign, for example, edu-
cates the military community and pro-
vides help with quitting tobacco. Service 
members and veterans also have access 
to tobacco clinical services that include 
counseling, a 24-hour quit (phone) line 
and various medications.

Mental health professionals are “well 
poised to be agents of change” in the war 
against tobacco, said Dr. Miles McFall, 

director of outpatient mental health 
services at the VA Puget Sound Health 
Care System, who also spoke during the 
webinar.

“They are already trained to treat behav-
ioral and substance use disorders, which is 
applicable to nicotine dependence,” he said.

Tobacco use can worsen symptoms in 
people with post-traumatic stress disor-
der, said McFall, who has researched the 
topic of tobacco cessation among vet-
erans with PTSD. Veterans with PTSD 
smoke at twice the national rate and 
have a more difficult time quitting. Help-
ing them quit tobacco reduces their risk 
of depression, suicide, anxiety and stress, 
while improving their quality of life.

health.mil

Emphasizing their shared commitment to tobacco-free living, USAPHC Commander 
Maj. Gen. Dean G. Sienko and Acting U.S. Surgeon General Rear Adm. Boris Lushniak 
sanction the USAPHC’s tobacco-free campus initiative.

If you can relate to these questions, you could be on your way 
to an eating disorder. 

So, what can you do to help prevent eating disorders? Learn all 
you can about eating disorders.

Awareness will help you avoid judgmental or mistaken atti-
tudes about food, weight, body shape, and eating disorders. 

Discourage the idea that a particular diet, weight, or body size 
will automatically lead to happiness and fulfillment. 

Choose to challenge the false belief that thinness and weight 
loss are great, while body fat and weight gain are horrible or 
indicate laziness, worthlessness, or immorality. 

Avoid categorizing foods as “good/safe” vs. “bad/dangerous.” 
Remember, we all need to eat a balanced variety of foods. 

Decide to avoid judging others and yourself on the basis of 
body weight or shape. Avoid conveying an attitude that says, “I 
will like you better if you lose weight, or don’t eat so much, etc.” 

Become a critical viewer of the media and its messages about 
self-esteem and body image. 

If you think someone has an eating disorder, express your 

concerns in a forthright, caring manner. Gently but firmly en-
courage the person to seek trained professional help. 

Be a model of healthy self-esteem and body image. Recognize 
that others pay attention and learn from the way you talk about 
yourself and your body. 

Choose to talk about yourself with respect and appreciation. 
Choose to value yourself based on your goals, accomplish-
ments, talents, and character. 

Avoid letting the way you feel about your body weight and 
shape determine the course of your day. Embrace the natural 
diversity of human bodies and celebrate your body’s unique 
shape and size.

The Behavioral Health Division at General Leonard Wood 
Army Community Hospital offers services, from a certified 
eating disorder specialist, to individuals who are struggling 
with eating disorders. 

If you, or someone you care for, is struggling with disordered 
eating or an eating disorder, you can contact our clinic at (573) 
596-0522 to request an appointment or have your physician 
submit a consult. 

army.mil

Warning Signs of Binge-Eating Disorder

People with binge-eating disorder regularly consume large 
quantities of food followed by feelings of guilt, shame and loss 
of control. Unlike bulimia, there’s no attempt to get rid of the 
calories consumed. Binge eaters often eat when they’re not 
hungry and continue eating when they feel full. Binge-eating 
disorder signs and symptoms include:

• Hiding or stockpiling food to eat in secret

• Eating normally around others but gorging when alone

• Feeling depressed, disgusted or embarrassed over the 
amount eaten

• Feeling helpless to control weight and eating habits

The most serious effect on the body of long-term binge eat-
ing is obesity. Obesity has many well-known complications 
including type-two diabetes, high blood pressure, high cho-
lesterol, heart disease, osteoarthritis, gallbladder disease and 
sleep apnea.

continued from page 69
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Because tobacco use is harmful to military 
readiness, the Defense Department has an 
added responsibility to curb its use, the assis-
tant secretary of defense for health affairs said 
today, noting that service members are more 
likely to use tobacco products than civilians.

Tobacco use can lead to excess oral cavity 
disease and morbidity, Dr. Jonathan Wood-
son said. “It affects dental readiness, which is 
very important in making sure that we have a 
healthy force ready to deploy for the nation’s 
defense,” he explained.

“We know that tobacco use figures prominent-
ly in development of cancers, but also there 
are many other health related consequences 
— [decreased] lung function, heart function, 
excess heart attacks and strokes,” Woodson 
said. “And so it’s something that we really do 
need to concentrate on as a public health issue 
for the services.”

In the coming decades, 171,000 of the person-
nel currently serving are likely to die prema-
turely due to tobacco use, he added.

“We have an extra responsibility to address 
this problem,” Woodson said. “The way I look 
at it is, just as we would leave nobody behind 
in the combat zone [and] we expend every ef-
fort to save the life of a battle buddy that’s on 
our right or on our left, we need to do the same 
with tobacco use.”

The Military Health System is partnered with 
tobacco cessation programs Action to Quit 
and U Can Quit 2 and has developed Oper-
ation Live Well, all in an effort to provide en-
couragement and resources to tobacco users 
looking to quit, he said.

The campaigns are more than just buzzwords, 
Woodson said. “It’s about a concentrated effort 
to support the health of the men and women 

who serve — both immediately and long-term 
— by reducing the use of tobacco products,” 
he said.

This effort isn’t about denying the rights of ser-
vice members, Woodson stressed, rather ““it is 
about encouraging and creating environments 
to make healthy choices.”

Yet, “it’s also about protecting the nonsmok-
er,” he added. “We know the issues that occur 
in terms of health-related effects from ambi-
ent smoke for nonsmokers and so we need to 
look at the issue of smoking in housing and 
smoking on installations, again, to protect the 
health of the entire force.”

Tobacco use is pernicious, Woodson said. “In-
dividuals start and then they get addicted to 
it and then it becomes a lifelong habit,” with 
terrible health consequences, he said.

“You know, at one point in our history when 
we didn’t know so much about tobacco and its 
health effects, we actually supplied cigarettes 
in our rations,” Woodson said. But, he noted, 
as science demonstrated the harmful effects 
of tobacco use, the department reformed its 
policies to better serve the health of service 
members.

And concern for the health of the entire force 
is at the heart of the Military Health System’s 
efforts, Woodson said.

“We need to address all potentially health-re-
lated habits that adversely affect the health of 
our servicemen and women,” he said. “...We 
want to encourage the development of more 
smoke-free installations, particularly where 
children learn, work and play — that’s very 
important for their health — but also we want 
to encourage ... healthy behaviors.”

www.defense.gov

TRICARE
ADDICTION
Tobacco Use Harms 
Military Readiness
By Claudette Roulo

The proverb “the enemy of my enemy is my friend” applies 
hands down to two of the top uniformed public health officials 
in the United States, both of whom are at war with harmful life-
style behaviors.

Acting U.S. Surgeon General Rear Adm. Boris Lushniak and 
Maj. Gen. Dean G. Sienko, commander of U.S. Army Public 
Health Command, shared a recent strategy session at Aberdeen 
Proving Ground, Maryland, the home of the USAPHC. Tobacco 
use, obesity and inactivity are likely to suffer from the encounter.

The two leaders hope to join forces to increase the impact each 
of their organizations has on reducing preventable deaths in the 
United States. 

Lushniak, who leads the National Prevention Council, pointed 
out that tobacco use is the No. 1 preventable cause of death in 
the U.S., and obesity and low activity are tied for No. 2.

Unfortunately, the Army owns an unhealthy share of the nation’s 
health problems.

Sienko responded that only 23 percent of American youth can 
meet the weight qualification for entering military service. He 
frequently cites statistics that indicate about 31 percent of Sol-
diers use tobacco, and 69 percent of Soldiers are either over-
weight or obese, as well as two-thirds of retirees and adult family 
members.

Joining forces would seem to make sense.

“We want to find where we can work together to better the pub-
lic health infrastructure of our nation,” Lushniak said. “As well, 
our skill sets and goals are as closely aligned as they can be.”

In the fight against chronic lifestyle diseases like high blood 
pressure, diabetes, heart attack and stroke — diseases that 
are preventable — Lushniak emphasized the need for broad 
partnerships.

“It takes more than a village, it takes business, government, 
faith-based organizations, healthcare — everyone,” he said. 
“Our priorities aren’t anything novel, they’re a reemphasis of the 
familiar.”

In the work of prevention and health promotion, Lushniak ad-
vocates a return to simple lifestyle changes.

“Let’s go retro,” he said. “Let’s begin to walk again, let’s start 
cooking again, let’s start breastfeeding again. Let’s do the things 
we know are good for our nation’s health. It’s not as complicated 

as people think. 

The Army, through its Performance Triad effort, shares the goal 
of building good health by making it simple to understand what 
to do to achieve it.

The USAPHC leads the charge in implementing the Army’s 
Performance Triad initiative. This initiative aims at teaching 
Soldiers and retirees, their families and Army civilians how to 
achieve the three elements of good health: getting enough sleep, 
engaging in activity and eating well.

Lushniak thinks that people want to be empowered to take con-
trol of their health, and the goal of public health professionals 
should be to “get them the right information and let them make 
the right decision.”

The Public Health Service he leads is one of our country’s seven 
uniformed services. It consists of career professionals who care 
for the nation’s vulnerable populations, respond to routine and 
emerging public health threats, and protect and promote the 
health and safety of the U.S. population.

Additionally, Lushniak, a physician certified in preventive medi-
cine and in dermatology, fills the role of our country’s top doctor.

“My portfolio includes not just the uniformed service but also 
the role of ‘the nation’s doctor,’ he explained. “The nation’s doctor 
component includes science and communication — taking the 
best science available and communicating it or translating it for 
the American public.”

He is passionate about this role.

“No one is necessarily going to know the surgeon general’s 
name, but they know the brand. When the surgeon general is-
sues a warning or a call to action, it means something,” he said. 
“I am overwhelmed with humility that everyone — the press, 
the public — picks up on that. That power — we call it the bully 
pulpit — still exists.”

Those who attended the Aberdeen Proving Ground meeting can 
attest both to the strength of his conviction that prevention is 
the best way to health (he is an avid cyclist, runner and hiker), 
and his ability to use the bully pulpit to challenge his hearers to 
contribute.

“We have to be symbols of health and fitness. In the U.S. Public 
Health Service, for example, there’s no smoking in uniform,” he 
said. “You who wear the proud uniform of the U.S. Army, should 
you also not be an example of health and fitness?”

Acting U.S. Surgeon General Visits Army Public Health Command
By Lyn Kukral, Public Affairs Office, U.S. Army Public Health Command 
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DOD transplant patients travel from 
as far away as Landstuhl, Germany, to 
Bethesda, for the life-saving surgery at 
WRNMMC. “The furthest kidney we’ve 
brought in was [from] Hawaii,” Gage 
said. 

Using the perfusion machine, organs 
can be sustained up to 80 hours after 
recovery from the donor, remain viable, 
and often begin working immediately 
after transplant to the recipient. 

Whittled down in size from Belzer’s 
four-feet wide, eight-feet long apparatus 
that ran on two 12-volt car batteries in 
1967, the portable kidney perfusion ma-
chine Gage and his team use to recover 
organs is smaller than some suitcases, 
about 18 inches by 24 inches and weighs 
about 35 pounds. Gage’s kidney pump is 
small enough to fit in a passenger seat on 
an airplane.

“It’s portable to the point that it has two 
motorcycle batteries in it so it has eight 
hours of travel time,” said Gage, who 

explained extra batteries are packed for 
longer distances. 

A trip on a plane carrying Gage and a 
kidney in the perfusion machine could 
mean a shorter flight for other passen-
gers. “They’ll give you a straight flight if 
the pilot will declare it a life flight,” he 
said. “And they will even clear the run-
ways when you’re landing so that you’re 
first to land.”

Benefits Now, Future Hopes

Gage said the kidney perfusion machine 
allows his team to evaluate, potentially 
resuscitate the kidneys and fine tune 
them using an adenosine triphosphate 
substrate, a modified sugar module, to 
energize the organ’s cells, so that when 
the kidneys are transplanted, they’ll 
receive normal blood flow and begin 
functioning immediately. “You’re in-
cluding different additives in there. The 
kidney stores all that up,” he explained. 
The process increases the chance that 
the transplanted kidney will work, and 

begin working sooner. 

“It allows us the opportunity to service 
our military brothers and sisters more 
effectively,” Gage added.

Surgeons at WRNMMC have performed 
18 kidney transplants since the two hos-
pitals integrated, the first within a week 
of moving the WRAMC department to 
Bethesda. All DOD transplants were 
performed at WRAMC prior to the 
move. 

The WRAMC transplant service per-
formed an average 30 kidney transplants 
per year, according to Transplant Coor-
dinator Caroline Acker. She said about 
100 or more of the hospital’s DoD and 
VA patients await kidney transplants. 
The WRNMMC transplant service 
achieved a clinical score of 100 percent 
during a recent review by the United 
Network of Organ Sharing. Participa-
tion in a nationwide kidney swap chain 
is slated for the hospital later this year.

Fred Gage, far left, a clinical research coordinator at Walter Reed National Military Medical Center in Bethesda, Md., instructs organ 
recovery team members Sgt. Candice Westbrook, Caroline Acker, Sgt. Zachary Johnson and Spc. Michael Douglas on how to use the 
new kidney perfusion machine.

TRICARE
NEPHROLOGY
Rebirth of Old Technique Gives Kidney 
Transplant Patients New Lease on Life
By Sharon Renee Taylor, Journal staff writer for the Journal newspaper at Walter Reed National 
Military Medical Center in Bethesda, Md.

It was midnight when retired Navy Petty 
Officer Second Class Joyce Brillantes re-
ceived the call in Chula Vista, Calif., that 
a kidney was waiting for her at Walter 
Reed National Military Medical Center 
in Bethesda, Md. She had spent more 
than a year on the transplant list and ad-
ministered peritoneal dialysis infusions 
to herself at home four times a day to 
clean her blood like her kidneys should. 

Brillantes scrambled to make flight ar-
rangements. Airline delays caused the 
30-year-old to miss a connecting flight 
by 18 minutes and forced her to wait 
seven hours in a Salt Lake City, Utah air-
port. “It was nerve-wracking,” Brillantes 
said. 

A phone call to Sgt. Candice Westbrook 
in the transplant services department at 
the medical center assured her it would 
be okay. The team that would perform 
the life-saving surgery was waiting for 
her in Bethesda, and her kidney was 
waiting, too — on a kidney perfusion 
machine, a first for WRNMMC.

Kidney perfusion places a donor organ 
in a system, which preserves kidneys 
outside of the donor’s body until they 
are transplanted. The perfusion process 
enables doctors to ensure the viability of 
the donor kidney, energize the kidney as 
it waits on the machine, and buys time 
for the recipient and surgeons to prepare 
for transplant surgery. 

The kidney Brillantes received spent al-
most 17 hours on the perfusion machine 
and began working immediately after it 
was transplanted on Jan. 30 — not the 
case for some kidneys that don’t receive 
perfusion on the machine. Commonly 
kept on “ice,” kidneys preserved in static 

cold storage must “unthaw” from this 
static or suspended state, and may take 
up to three months to begin functioning 
normally, requiring some kidney trans-
plant patients to continue dialysis until 
the kidneys can work on their own.

Brillantes’ transplanted kidney was 
stored outside of the donor’s body for 
about seven hours before it was placed 
on the perfusion machine, also called a 
pump, for another 16 hours — nearly 
24 hours of organ preservation before 
surgery.

“When you get over about the 24-hour 
period of storage, you have more of 
problems with the kidney function-
ing right away,” explained transplant 
surgeon Lt. Col. Edward Falta, chief of 
Transplant Services at WRNMMC. “The 
kidney perfusion machine was key in the 
success of our patient.”

New, Again
Clinical Research Coordinator Fred 
Gage and his team in the new kidney 
perfusion lab at WRNMMC resurrect-
ed a technique more than four decades 
old to give retirees, active-duty service 
members and their beneficiaries a new 
lease on life.

Gage, who has worked in the field for 
30 years, began assembling resources 
for the kidney perfusion lab in October 
2011, soon after the transplant programs 
at the former Walter Reed Army Medical 
Center and former National Naval Med-
ical Center integrated when the hospitals 
joined to form WRNMMC in August. 
Staffers there performed the first kidney 
perfusion in the new lab Jan. 30, for Bril-
liantes’ transplant, and a second Feb. 15, 

for another patient. 

The technique, honed over the last 40 
years, will enable WRNMMC, the only 
Department of Defense military treat-
ment facility that performs organ trans-
plants, to move more patients off the 
waiting list, allow more military families 
to donate organs to loved ones and fur-
ther organ preservation research.

Human kidney perfusion became a re-
ality August 1967, when Dr. Folkert O. 
Belzer placed a recovered kidney on a 
perfusion machine in his University of 
California, San Francisco laboratory. 
The organ was transplanted in a recip-
ient 17 hours after preservation efforts 
were initiated and began working im-
mediately, according to the International 
Society for Organ Preservation.

Some civilian hospitals chose to aban-
don the kidney perfusion technique 
beginning in the 1980s, as air transpor-
tation costs began to climb, according to 
Gage. He explained that the organ recov-
ery program at WRNMMC can opt to 
fly commercial or hop a military flight, 
cutting costs. 

Finding trained personnel to perform 
kidney perfusion is also a challenge for 
transplant programs. Gage began train-
ing members of the WRNMMC organ 
recovery team in September 2011. 

“It’s an older technology. It’s been 
around, but it’s fallen away for several 
reasons: more so economical and logis-
tical, but we brought it back to life here 
at Bethesda because of our situation, our 
travel times that [are] involved with both 
our patients and our kidneys,” Falta said. 
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Know the Warning Signs of Kidney Disease
By Brian Badura, US Navy Bureau of Medicine & Surgery Public Affairs

According to the National Kidney Foun-
dation (NKF), 4 percent of the American 
population is at risk for kidney disease, 
yet most people don’t even know they 
may be in danger until their disease 
reaches an advanced stage.

The kidney’s main function is to act as 
a filter to remove waste products and 
excess fluid from your blood. As noted 
earlier, the kidneys process 200 quarts of 
fluid per day, with about two quarts leav-
ing the body in the form of urine. 

Other key kidney functions include 
releasing hormones that help regulate 
blood pressure, controlling red blood 

cell production and making vitamins 
that control growth.

In the United States, uncontrolled diabe-
tes and high blood pressure are the two 
leading causes of kidney failure. Accord-
ing to the NKF, together they account for 
about 60 percent of new cases of kidney 
disease reported each year.

“The most important thing people can 
do to help prevent kidney problems is to 
have their blood pressure checked regu-
larly, eat a healthy diet and exercise reg-
ularly to maintain overall good health,” 
said Capt. John Bestoso, Medical Corps, 
the Navy’s nephrology specialty leader.

One of the primary indicators of kidney 
disease is an increase of creatinine in the 
blood. Creatinine is a protein produced 
by muscle. Diseased kidneys aren’t as 
efficient as healthy kidneys in “clearing” 
this protein. Recent studies have also 
shown that 11 million Americans have 
elevated creatinine levels.

So what are some of the warning signs of 
kidney disease?

• Blood or protein in the urine;

• High blood pressure;

• A creatinine blood level greater than 
1.2 for women and 1.4 for men;

• Burning or difficulty during 
urination;

• More frequent urination, particularly 
at night;

• Puffiness around the eyes, or swelling 
of the hands and feet, especially in 
children.

Early detection is critical in helping to 
maintain optimal kidney health. Ac-
cording to Bestoso, Sailors, Marines 
and other healthcare beneficiaries get 
a urinalysis screening to look for blood 
or high levels of protein, warning signs 
of possible kidney problems, as part of 
routine physicals.

navy.mil

Spc. John Chase sits in a chair as he undergoes kidney dialysis treatment at the Aurora 
Dialysis Clinic, Grand Forks, N.D. Photo by Senior Master Sgt. David H. Lipp, North Dakota 
National Guard

In the United States, 
uncontrolled diabetes and high 

blood pressure are the two 
leading causes of kidney failure. 

New Life
For service members like Brillantes, who 
once lived her life around the dialysis she 
needed 28 times per week, the advances 
in transplant surgery and kidney perfu-
sion at WRNMMC offer new opportuni-
ties, too. “I’m feeling great,” she said, two 
months after receiving her new kidney.

Brillantes said her energy is up and she 
has returned to walking her 3-year-old 
chihuahua/beagle Luie — up to more 
than two miles, recently. And her appe-
tite has returned: before her transplant, 
Brillantes said she ate like a bird, with 
restrictions on what she could eat. On 
the third day after her operation, she or-
dered shrimp pasta in the ICU. 

“Let’s say I demolished it,” Brillantes said.

The swimmer looks forward to laps in the 
pool once again, and traveling abroad to 
visit relatives in the Philippines and Aus-
tralia. For now, she’s returned to online 
coursework in health administration, 
but Brillantes hopes to one day become a 
nurse for a transplant team, dialysis unit 
or nephrology department. She thinks it 
would be an inspiration to her patients 
to see her healthy and working. 

“So they can believe there is a chance and 
there is hope,” she said.

The former Sailor said all she knows 
about her organ donor is that she was a 
43-year-old woman, who perished. 

“She was able to give me new life,” said 
Brillantes, who elected to become an organ 

donor herself at age 17 when she earned 
her driver’s license, not knowing she 
would need an organ nearly 15 years lat-
er after she was diagnosed with stage five 
Advanced Chronic Renal Disease in 2010. 

“I planned to stay in the Navy for 20 
years,” she said, and become a “lifer” like 
her father, retired Chief Jesse Brillantes, 
a Vietnam veteran who spent 22 years in 
the Navy. 

Brillantes said she became a donor be-
cause she knew that if there was any 
chance to help someone, it would be 
worth it. “Being a donor means that if 
you can do it, you want the other person 
to live,” she said.

www.army.mil

A Fort Bliss spouse traveled across the 
country to save a life. April Scott, the 
wife of Chief Warrant Officer 2 Jeffery 
Scott, traveled to Piedmont Hospital in 
Atlanta to donate a kidney to her son’s 
former fifth grade teacher, Stephanie 
Barnes. The transplant will give Barnes 
a second chance at life.

The surgeries were conducted May 9. 
The donated kidney started working 
immediately, and the doctors were 
pleased with the results. Jeffery Scott 
said the surgery was a success and April 
was released on May 11. The post-sur-
gery recovery will keep April out of 
work and her Army Reserve commit-
ment for about six months.

Jeffery  said he was shocked when April 
told him that she wanted to volunteer to 
be a donor. After some deliberation and 
some counsel from the brigade chap-
lain, he changed his tune and applied 
for leave to accompany his wife.

“Once I saw how passionate she was 

about [the donation], I was behind her 
100 percent,” he said. His brigade was 
quick to approve his leave request and 
lend their support.

“When Chief Scott told me his wife was 
donating a kidney, I knew we need-
ed to support him and his wife,” said 

Col. Terry Cook, 4th Armored Brigade 
Combat Team commander.
April, an Alabama native and a staff ser-
geant in the Army Reserves, remained 
close to Barnes after moving from Ala-
bama to Texas. 

While visiting friends and family in 
Alabama, April heard that Barnes was 
having health issues and in need of a 
kidney transplant. After test results 
showed she was a valid donor match, 
April jumped at the chance to help a 
friend.

April said she hopes that her willing-
ness to help will inspire other soldiers 
and civilians to perform unconditional 
acts of selfless service.

“We as human beings, if we see some-
one with a need, you need to meet that 
need. If it’s not going to put you in 
danger and you do your research, you 
should help out,” April said.

health.mil

April Scott, wife of Chief Warrant Officer 
2 Jeffery Scott, shakes the hand of Dr. 
Harrison Pollinger, a surgeon at Piedmont 
Hospital in Atlanta, on May 9, 2014. Scott 
was at the hospital to donate a kidney to 
friend Stephanie Barnes, a former teacher 
of one of her children. Photo courtesy of 
Jeffery Scott

Army Spouse Donates Kidney
By Sgt. Michael Grimm, 4th Brigade Combat Team, 1st Armored Division
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CHERP Investigator Leads Study of Depression 
and Pain in Patients on Dialysis 

A new study of patients on dialysis exam-
ines the association over time between 
depression and pain and the likelihood 
that patients will not complete their di-
alysis treatments as recommended and 
will experience various negative health 
outcomes.

Steven Weisbord, MD, CHERP Core 
Investigator and physician at VA Pitts-
burgh Healthcare System, was the lead 
author of a recent article about the study, 
titled “Associations of Depressive Symp-
toms and Pain with Dialysis Adherence, 
Health Resource Utilization, and Mor-
tality in Patients Receiving Chronic He-
modialysis.” It was published ahead of 
print in July 2014 in the Clinical Journal 
of the American Society of Nephrology 
CJASN.

Patients suffering kidney failure require 
regular dialysis treatments. These pa-
tients also frequently experience chronic 
pain and depression.

The study had 286 dialysis patients com-
plete monthly surveys over a period of 
up to two years to assess patient pain and 
depression and to determine if patients 

with high levels of pain and depression 
were more likely to:

 •  Miss or end dialysis treatments early. 

 •  Visit an emergency department.

 •  Be hospitalized.

 •  Die.

After accounting for other factors, the 
study found that depression and pain 
were associated with poorer compliance 
with dialysis treatments and the various 
other negative outcomes. 

Because the study was observational, it 
did not determine if depression and pain 
were the causes of the adverse outcomes.

“Patients undergoing regular dialysis of-
ten have multiple physical and emotion-
al symptoms. While not all symptoms 

are easily treated, there are effective ther-
apies for depression and pain,” said Dr. 
Weisbord. “These findings underscore 
the need for further research to deter-
mine whether the effective treatment 
of pain and depression, in addition to 
making patients feel better, can improve 
patient outcomes and reduce utilization 
of healthcare resources.”

cherp.research.va.gov

Steven Weisbord, MD leads study finding 
depression and pain are associated with 
poor compliance with dialysis treatments. 

The study found that depression 
and pain were associated with 
poorer compliance with dialysis 
treatments and the various other 

negative outcomes. 
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U.S. Army Spc. Anthony Bryant, 688th Rapid Port Opening Element. 597th Transportation Brigade motor vehicle operator, provides a 
DNA sample to Spc. Ashley Saahir, 688th RPOE information technology specialist, at Fort Eustis, Va., Jan. 30, 2015. The sample will be 
tested and screened in Rockville, Md., against DNA results of patients waiting bone marrow and stem cells transplants. U.S. Army photo 
by Loran Doane/Released

TRICARE
ONCOLOGY
JBLE Soldier Gives Gift of Life
Through Bone Marrow Program
by Loran Doane, 597th Transportation Brigade Public Affairs

Each year, more than 12,000 people are diagnosed with leuke-
mia, lymphoma, severe aplastic anemia or other blood-based 
diseases, where often the best or only treatment option avail-
able is a bone marrow transplant.

To help patients afflicted by these diseases, U.S. Army Spc. 
Ashley Saahir, 688th Rapid Port Opening Element, 597th 
Transportation Brigade information technology specialist, 
made it her mission to recruit volunteers for the Department 
of Defense’s C.W. Bill Young Bone Marrow Program at Joint 
Base Langley-Eustis, Virginia.

“I’ve always tried to help others,” Saahir said. “I’ve recruited for 
blood drives, collected and distributed clothing to families in 
need, and this just seemed like the right thing to do.”

Named after the legislator who wrote the program into law, 
the DoD’s C.W. Bill Young Bone Marrow Program, also known 
as the DoD Marrow Donner Program and Salute to Life, was 
established in 1991 and works exclusively with Active Duty 
personnel and their dependents, DoD civilian employees, 
Reservists and National Guard members to match potential 
donors to thousands of patients with life-threatening diseases 
waiting for bone marrow transplants. 

While family members are typically looked to first for an ap-
propriate match, more than 70 percent of patients are unable 
to find a suitable donation within their own family and require 
an unrelated stem cell donor. That’s where the National Mar-
row Donor Registry comes into play.

continued on page 91
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“Registration for the program is quick and easy,” Saahir ex-
plained. “There is a five-minute history questionnaire that must 
be completed by potential donors, then a simple cheek swab to 
collect DNA from the mouth, and that’s it.”

Once collected, the DNA samples are mailed to a laboratory in 
Rockville, Maryland, where they are tested and the results re-
corded into a registry.

“I think it is a great mission she was chosen to take on,” said 
U.S. Army Capt. Michael McCrary, 688th RPOE executive offi-
cer.  “She approached [leadership], asking if she could take the 
lead in the initiative and we wholeheartedly agreed; it is a great 
example of Soldiers looking out for fellow [Service members].”

So far Saahir has signed up 24 Soldiers in her current unit and 
said she is looking for more within the JBLE community. 

“I would like to do this on a bigger scale,” said Saahir.  “It would 
be great to manage this program at the post or installation level.”

Saahir said that in the end, she truly wants to help her brothers 
and sisters in arms across the globe.

“I’ve had people ask me what I get out of this, and why I do it,” 
Saahir said.  “This isn’t about personal benefit, it’s about paying 
it forward to those inside and outside our military community.”

jble.af.mil

U.S. Army Spc. Anthony Bryant, 688th Rapid Port Opening Element, 
597th Transportation Brigade motor vehicle operator, provides a 
DNA sample at Fort Eustis, Va., Jan. 30, 2015. Since its inception, 
more than 800,000 individuals have joined the program’s registry, 
supplying more than 6,000 marrow and stem cell donations. U.S. 
Army photo by Loran Doane/Released

continued from page 85
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OPTHAMOLOGY
Vision Center of Excellence Opens Eyes
on Best Care Practices

New fact sheets give providers working with vision-impaired 
patients better information on how to provide customized 
care. The Military Health System’s Vision Center of Excellence 
(VCE) recently updated training materials for health care pro-
viders who care for the large number of service members with 
visual impairments, as well as the estimated 165,000 blinded 
veterans and aging baby boomers in the military and veteran 
health care systems.

“Doctors, nurses, hospital administrators, receptionists — 
anyone who engages with patients — need to feel comfortable 
in helping the patient where they are, be it an aging veteran 
who is self-sufficient or an injured service member adjusting to 
reduced vision,” said JoAnn Egan, the center’s Vision Care Ser-
vices coordinator and a registered nurse. “We recognized that 
there was a gap in information on how to properly provide care 
for patients with low vision or blindness, and we hope these 
tips will empower them to provide the best care possible.”

“Caring for Patients Who are Blind or Visually Impaired” fact 
sheets are now available with tips for both in- and out-patient 
care staff. These are collaborative products developed by the 
VCE, Department of Veterans Affairs (VA) Office of Nurs-
ing Services, clinical nurse advisor for the VA Polytrauma 

Rehabilitation Field Advisory Committee, and national direc-
tor of the VA’s Blind Rehabilitation Services.

Some of the suggestions from the new fact sheets include:

• Communicating directly with the patient regarding medical 
care, procedures and instructions 

• Offering clear information about the hospital or clinic 
environment, including introducing staff and providing 
physical orientation to the room 

• Encouraging patients to use their own personal assistive 
technology as needed (e.g., magnifiers, smart phones that 
scan, image and speak text aloud) 

• Learning to safely assist patients when helping them walk 
by using the “Human Guide” technique, a process that in-
cludes asking the patient which side he or she would prefer 
to be approached and guided, extending the arm so that it 
touches the patient’s, and while the patient is holding the 
arm, walking at a pace that is comfortable for him or her

We hope the information contained in these fact sheets will en-
able caregivers to give blind or visually-impaired veterans care 
that provide comfort and the highest quality of life,” said Egan.

health.milStaff Sgt. Shane Lahaie receives an eye exam during an 
occupational health exam Jan. 10, 2014, at Nellis Air Force Base, 
Nev. An eye exam assesses vision and ability to focus on and 
discern objects. Lahaie is a 820th REDHORSE power production 
journeyman. U.S. Air Force photo/Senior Airman Brett Clashman

Maj. (Dr.) Michael Osterhoudt performs an eye exam on Tech. 
Sgt. Melkys Richards at the Langley AFB Optometry Clinic. August 
is Cataract Awareness Month, and Airmen are advised to protect 
their eyes against ultraviolet rays and see their optometrist 
normally to reduce the risk of cataract formation. Dr. Osterdout 
and Sergeant Richards are with the 633rd Aerospace Medicine 
Squadron. U.S. Air Force photo/Airman 1st Class Jason J. Brown

TRICARE
OPTHAMOLOGY
Caring for Patients Who are Blind or Visually 
Impaired
A Fact Sheet for the Inpatient Care Team

This fact sheet is intended to assist all who provide direct in-
patient care to blind or visually impaired Service members or 
Veterans. The bullets below suggest best practices for caring 
for blind and visually impaired Service members and Veterans 
while safely maintaining or regaining his or her independence 
and quality of life during hospitalization. 

• Knock on the door and ask to enter the room; address the 
patient by name and identify yourself. 

• Ask the patient how he or she performs activities of daily 
living and how you can help while in the hospital. Include 
the patient, family and hospital team in the plan. 

• In a normal, natural tone of voice, face the patient directly 
and if possible, make eye contact and explain what you’re 
going to do in detail before you do it (e.g., taking blood or 
vital signs); ask permission or notify the patient before you 
touch him or her. 

• Always address the patient directly, even if family members 
are present. Don’t worry about saying the words “look,” 
“see” or “blind.” 

• Describe the room layout including dimensions. Use 
compass directions to describe the location of objects in 
relation to the bed (e.g., “you are facing north in the bed”, 
“the door is to the west”). 

• Place the phone, call bell and bedside table within the pa-
tient’s reach and let the patient know where they are. Place 
the item in the patient’s hand, or the patient’s hand on the 
item, if needed. 

• Once you’ve oriented the patient to the room, alert staff 
to leave things in position. Notify the patient before you 
move, take or add any objects (e.g., furniture, trash can). 

• Refer to your hospital’s policy regarding service dogs. If a 
service dog is present, do not feed or pet the dog without 
permission and ask the patient about the dog’s care plan 
(e.g., food, water, relief, exercise). 

• Use the “Human Guide” technique to assist the patient with 
ambulating: 

– Ask the patient from which side he or she would prefer to 
be approached and guided 

– Extend your arm so that it touches the patient’s; he or she 
can grasp and follow your elbow 

– While the patient is holding your arm, walk to his or her 
side, one step ahead, at a pace that is comfortable for him 
or her 

• Use clock coordinates to describe the location of food on 
the plate and all items on the tray. Ask the patient what 
assistance is needed. 

• Indicate to the patient when you are leaving the room. 

• Encourage the patient to bring assistive devices (e.g., talk 
clocks/watches, radios, books/tapes on CD, digital devic-
es) with them, if preferred. Encourage the patient to use 
reading technology for educational materials. 

• Tailor education and discharge material to meet patient needs: 

– Keep it simple 

– Provide information via audio tape or digital recording, 
if preferred 

– Provide written material in large black and white print 

• Don’t forget to use the resources at your local hospital. If 
you would like more information from nurses with exper-
tise in treating blind and visually impaired patients, please 
contact: 

– Department of Veterans Affairs Blind Rehabilitation 
Services (BRS) at 202-461-7317 

– Department of Veterans Affairs Polytrauma Rehabilita-
tion Field Advisory Committee at 708-202-5140 

– The Vision Center of Excellence (VCE) at 301-400-1130 

vce.health.mil



I was 33 years old when I found out I 
was going to be blind. After two years of 
ophthalmologist visits and testing, my 
doctor finally diagnosed me with Retini-
tis Pigmentosa.  He sat across from my 
wife, Jerry, and I and explained that it 
was a degeneration of cells in the retina; 
they didn’t know the cause and there was 
no cure for it. He then quietly closed my 
patient folder and left us alone to absorb 
the news. 
 
After several moments of stunned silence 
my wife said, “Larry, together we can do 
this.” I responded, “And I’m going to do 
everything in my power to keep things 
normal.” Normal is a relative term, of 
course. About three years later I reached 
a point that I didn’t think it was safe to 
drive, so I gave up my driver’s license 
and thus, my independent travel.  Still, 
I helped coach my son’s football teams, 
attended my daughter’s dance recitals, 
and stayed active in my church and the 
family’s tire business. 

I have always been grateful that as a 
young soldier in the United States Army 
I spent two years posted to Heidelberg, 
Germany. Not only did I perform unique 
work, Jerry and I were also able to travel 
extensively. Only later did we realize just 

how unique all of those visual memories 
would be in my life. 

In March of 2013, Jerry was reading the 
newsletter from the Foundation Fight-
ing Blindness and told me there may be 
something for me. Second Sight Medical 
Products had recently received FDA ap-
proval for the Argus II Retinal Prosthe-
sis. I slept very little that night, anxiously 
waiting to call their offices in the morn-
ing and find out if I might be a candidate 
for this revolutionary new device.

The next morning, Second Sight con-
firmed that I may be a candidate, and 
told me to be patient while they set up 
Duke Eye Center to perform my pro-
cedure. On September 10, 2014, Paul 
Hahn, MD, PhD gave me my bionic eye. 
A small electrode array was implanted 
on the back of my eye, which provides 
electrical stimulation that induces visu-
al perception. I now wear glasses con-
taining a miniature video camera that 
capture the scene in front of me. This 
video is sent to a small computer I wear 
at my waist where it is processed, and 
then becomes instructions that are sent 
wirelessly to the antenna in my retinal 
implant. The electrode array emits small 
pulses of electricity which transmit visu-
al information along the optic nerve to 
my brain which allows me to see objects 
with high contrast and movement.  If I 
knock my cell phone onto the floor, I can 
find it. I can tell if the lights in the room 
are on and need to be turned off. I can 
hold my hand out to meet someone with 
confidence. It’s simply amazing to me.

Those small moments are punctuated 
by bigger moments. Like the day I was 
in the den, enjoying the flashes of light 
across the television screen and listen-
ing to a football game, when I turned 

towards my wife. She was sitting in a 
dark recliner and the Argus II picked up 
her face and it started flashing like crazy. 
These pixilated flashes of light were all 
around her face and for once in my life, 
I could reach out and touch her cheek 
gently without poking her in the eye.  I 
hold my little granddaughters cheeks in 
my hands, and while I have never seen 
their faces, I now experience the flashes 
of light off their little noses and chins, 
and it is like nothing I could ever see be-
fore. Second Sight has given me a second 
chance to see, and it is awesome. 

Although the Argus II is currently avail-
able only to those who have lost their 
vision due to Retinitis Pigmentosa, I’m 
told that Second Sight is developing a 
product that they call Orion, a cortical 
stimulator that bypasses the eye and the 
optic nerve altogether to address nearly 
all forms of blindness.  I’m excited about 
that prospect because it means that there 
will be many more people that will have 
access to this truly amazing, life-chang-
ing technology in the near future.

A Second Chance at Sight 
Larry Hester 

Advertorial
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ORAL CARE
Prosthodontics: The Complex 
Science Behind a Simple Smile
By Sarah Marshall, Walter Reed National Military Medical Center

Prosthodontists at Walter Reed National Mil-
itary Medical Center (WRNMMC) and the 
Naval Postgraduate Dental School (NPDS) 
employ sophisticated technology to provide 
patients with quality care and complete oral 
rehabilitation.   

April 12-18 is National Prosthodontics 
Awareness Week. It’s not an easy specialty 
to pronounce, but prosthodontists play an 
important part in the well-being of military 
patients.  

“A prosthodontist is a dentist who specializes 
in the restoration and replacement of teeth,” 
explained Navy Capt. Robert Taft, chairman 
of the Prosthodontics Department at NPDS, 
located at Walter Reed Bethesda. “There’s a lot 
that goes into your smile — your teeth, your 
cheeks, your lips. Everything owns some space. 

The biggest complexity to what we do is when 
that is out of alignment ... we have to work with 
all those features, to realign everything. We’re 
responsible for the rehabilitation, at all levels 
of complexity, to re-establish one’s smile and 
function.”   

The complex nature of a simple smile requires 
prosthodontists to be highly trained. They 
complete four years of college, four years of 
dental school, and then work as dentists for at 
least five years before going on to complete an 
additional three years of specialized training, 
he added. 

Their role involves creating oral prostheses 
or surgical implants to replace missing teeth, 
or to correct a deformation of the mouth and 
jaws, where teeth are missing, he continued. 
It could be from trauma, cancer, or the way a 
person was born, he explained.   

“To meet the needs of their patients, prostho-
dontists also interact throughout the hospital 
with a number of other specialties in dentistry 

and medicine, such as neurology and plastic 
surgery, depending on the individual’s needs,” 
said prosthodontist Cmdr. Tony Petrich.   

“It’s a team effort between us and other spe-
cialties,” Petrich said. Prosthodontists are 
considered the “bus driver” or the “hub,” as 
a referral specialty, sending patients to other 
specialists for further types of treatment, he 
said.   

Advanced technology now available allows 
them to be at the cutting-edge in their field, 
working with digital x-rays, 3D printing tech-
nology, and ceramic milling machines to make 
veneers, bridges and crowns. They also use 
computer-aided design programs to produce 
oral prostheses, dental implants and dentures.   

“We have the capability to digitally manipulate 
a reconstruction before the patient even shows 
up, and have everything pretty much worked 
out, say if they were injured in the field,” Taft 
explained. “We can make all the manipulations 
of bone and soft tissue that we need to, and then 
design either a surgical template, or actual res-
toration, to rehabilitate. It’s all done remotely.”   

In addition to seeing patients with varying 
needs and complexities, they’re busy training 
residents, Taft added. These include dental 
officers preparing for their board certification 
while conducting research and training to 
manage specialty or advanced general den-
tistry practices.   

The eight prosthodontists on staff at the den-
tal school and Walter Reed Bethesda share 
similar sentiments as to why they enjoy their 
work — using their ingenuity to help solve 
problems. Petrich said it’s like an “evolution,” 
working with the patient to find the best solu-
tion and “making it work for every person 
who comes in the door.”   

health.mil

TRICARE
ORAL CARE
USU Fellow Puts a New Face on Dental Medicine
By Christine Creenan-Jones, Uniformed Services University of the Health Sciences

Cancer, congenital disease, gunshot wounds and other trauma 
can transform faces into unrecognizable visages. Often, treatment 
— or the injury itself — leads to missing eyes, noses, ears and 
jawbones. Moreover, disfiguring facial wounds can also signifi-
cantly impair daily functions, like talking, eating and breathing.

Treating these types of facial injuries can be challenging. It 
requires multidisciplinary collaboration between physicians, 
dentists, engineers and technicians who join forces to piece 
their patients back together.

Army Lt. Col. Cynthia Aita-Holmes — a dentist who earned 
her master’s degree from the Postgraduate Dental College at the 
Uniformed Services University of the Health Sciences here as 
part of her maxillofacial prosthodontics fellowship at the Naval 
Postgraduate Dental School — is part of this elaborate process at 
Walter Reed National Military Medical Center, also in Bethesda.

Aita-Holmes creates synthetic body parts from molds cast into 
silicone that are painted to match the unique characteristics of 
a person’s face. In best-case scenarios, the transition from skin 
to silicone is nearly indiscernible.

“I try to make my prostheses as close to perfect as possible be-
cause my patients have already endured so much by the time I 
see them. Hopefully, fitting them with a natural, comfortable 
prosthesis brings a little solace to their difficult recovery pro-
cess,” she said.

Creating eyes that twinkle, ears that dip and fold in all of the 
right places and noses with the perfect bridge is equal parts 
science and artistry. That’s why Aita-Holmes uses both the left 
and right sides of her brain to make prostheses that are func-
tionally sound but visually appealing.

“I had a patient who had the tendency to place her hand on the 
corner of her mouth to improve her speech with her prosthe-
sis,”  Aita-Holmes said. “One day, while out at her local grocery 
store, the cashier told her it was difficult to hear what she was 
saying with her hand over her mouth.

“My patient was happy when the cashier told her she couldn’t 
tell she was wearing a prosthesis,” she continued. “As her pro-
vider, I was thrilled, too. I want my patients to feel comfortable 
in their skin — real or silicone.”

Across the country, a handful of military dentists like Ai-
ta-Holmes are maxillofacial students or practicing in military 

hospitals around the world. The field has become especially 
important over the past 12 years because thousands of service 
members have sustained facial wounds while serving in Iraq 
and Afghanistan. Although most combat veterans have been 
fitted with their first prosthesis already, a new one has to be 
made annually because daily wear-and-tear lessens function-
ality and authenticity.

Furthermore, cancer and congenital disease strike without 
restriction, making the need for maxillofacial prosthodontists 
imminent.

“I absolutely love what I do because I’m part of a team that de-
livers life-changing treatment,” Aita-Holmes said. “Personally, 
I can’t imagine a more rewarding and fulfilling career.”

defense.gov

Army Lt. Col. Cynthia Aita-Holmes -- a maxillofacial prosthodontist 
who earned her masterís degree from the Postgraduate Dental 
College at the Uniformed Services University of the Health Sciences 
in Bethesda, Md. -- creates synthetic body parts from molds cast 
into silicone that are painted to match the unique characteristics of 
a personís face. In best-case scenarios, the transition from skin to 
silicone is nearly indiscernible. DoD photo by Thomas C. Balfour
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ORTHOPEDICS
Boning Up: Lab Tests Show Promise for
Bone-Regenerating Injection

For older Veterans, the symptoms associated with rheumatoid 
arthritis can prove debilitating. 

A chronic inflammatory autoimmune disease, rheumatoid ar-
thritis, or RA, leads to bone loss around inflamed joints, as well 
as a progressive loss of bone density across the entire skeleton 
that can lead to osteoporosis. 

Osteoporosis leaves patients at higher risk of fractures and oth-
er injuries.

The key to preventing or reversing bone loss in RA, according 
to Dr. M. Neale Weitzmann, a research biologist at the Atlanta 
VA Medical Center, is understanding the way the immune sys-
tem drives bone formation and breakdown. 

Lymphocytes are white blood cells responsible for protecting 
the body from invaders. In osteoporosis caused by inflamma-
tory conditions such as RA, lymphocytes secrete a hormone 
that stimulates the production of cells, called osteoclasts, that 
break down the patient’s bones.

Drug triggered new bone formation in mice
Weitzmann, also an associate professor of medicine at Emory 
University School of Medicine, wanted to see if by blocking 
a specific receptor on T cells, a type of lymphocyte, he could 
alter their effect on bone turnover.

“The CD28 receptor on a T cell provides the stimulation neces-
sary for them to activate,” says Weitzmann. “In effect, we want-
ed to see if we could suppress them temporarily to keep them 
from degrading a patient’s skeletal system.”

Over 12 weeks, Weitzmann and his team studied the effects 
on mice of a pharmacological anti-inflammatory drug called 
CTLA-4-Ig, which reduces T cell activation. CTLA4-Ig was 
indeed found to increase bone density, but surprisingly, bone 
accrual was a consequence of an increase in new bone forma-
tion, rather than reduced bone breakdown.

“Almost all the drugs currently in use for osteoporosis work 
by preventing further bone breakdown,” says Weitzmann, “but 

they do not function effectively in regenerating the skeleton. 
So these findings were of great interest.”

‘Standard of care could change completely’
The results, published in April 2014 in the journal Arthritis & 
Rheumatology, suggest that bone loss associated with RA and 
multiple other diseases could be stopped, and possibly even 
reversed, by suppressing CD28 signals to T cells.

Though the study involved only mice, and many challenges 
remain, not the least of which is to identify the long-term con-
sequences of blocking T-cell activation, Weitzmann remains 
confident.

“If everything goes as we plan, we could provide effective re-
generative measures to repair damaged bone, rather than just 
preventing further bone loss,” he says. “The standard of care 
for osteoporosis could change completely.”

research.va.gov

Dr. M. Neale Weitzmann, a research biologist at the Atlanta VA 
Medical Center, studies how the immune system drives bone 
formation and breakdown.  Photo by Adam Hernandez

http://www.research.va.gov/currents/fall2014/fall2014-21.cfm
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PEDIATRICS
Former Military Child Cares for Military Children
By Senior Airman Sarah Hall-Kirchner , 375th Air Mobility Wing Public Affairs

At the 375th Medical Group, four pedi-
atricians and a nurse practitioner work 
each day to ensure the health of military 
children is maintained.

One of those pediatricians, Capt. 
Chauncey Tarrant, 375th Medical Oper-
ations Squadron General Pediatrician, is 
a military child herself.

“Being from a military family, I really 
wanted to give back to the families who 
helped to raise me and helped to take 
care of me,” said Tarrant.

She said that when deciding what to do 
with her life, she wanted to do a job that she 
would do even if she weren’t getting paid.

“I love children for their innocence, and 
I want to help them,” she said. “I would 
definitely take care of children for no pay, 
so I decided to go into pediatrics, because 
I knew I would enjoy it every day. This is 
also a low stress job, and you get to help 
children. What could be better?”

She joined the Air Force to go to college 
and get training as a pediatrician.

“Medical school is really expensive,” said 
Tarrant. “The Air Force offers scholarships 
like the Health Professions Scholarship 
Program, which is the program I partici-
pated in. It allowed me to finance medical 
school and serve my country at the same 
time, which was a win-win for me.”

Tarrant has already begun to make an 
impact on the medical technician who 
works with her, Senior Airman Allison 
Medina.

“Dr. Tarrant is knowledgeable,” said 
Medina. “She is willing to teach me and 
to show me how to do everything with 

the patients. She answers my questions 
patiently. She has an encouraging per-
sonality, and I like her positive attitude.”

Through her work as a pediatrician, Tar-
rant helps military families and children 
to maintain a healthy lifestyle.

Capt. Chauncey Tarrant, 375th Medical Operations Squadron General Pediatrician, 
examines a patient at the 375th Medical Group at Scott Air Force Base, Illinois, April 1, 
2015. Tarrant, along with four other pediatricians, takes care of the health needs of military 
children at Scott. U.S. Air Force photo by Senior Airman Sarah Hall-Kirchner/Released

TRICARE
PEDIATRICS
Celebrating Military Children in April
By Karen S. Guice, MD, MPP, Principal Deputy Assistant Secretary of Defense for Health Affairs

Dear Military Health System Team:

This month we are celebrating our smallest team members  
— the more than two million military children in the United 
States and overseas. During the month, we will highlight how 
the Military Health System (MHS) supports military children 
with specific programs and resources. Investing in the health 
of military children ensures a strong future force and enables 
service member parents to successfully complete their mission. 

Parents are children’s first and best role models. Eating healthy, 
being active, sleeping sufficiently, avoiding tobacco, and 

managing stress sets the examples for children to follow. With 
the understanding that frequent deployments and moves can 
be especially stressful on service members’ children, the MHS 
provides programs and tools on health.mil to help military 
families cope with their unique challenges.  

One example is the 5-2-1-0 program which encourages parents 
to promote healthy behaviors to their children. It recommends 
that each day children eat five servings of fruits and vegetables, 
get two hours or less of “screen time,” exercise vigorously for 
one hour, and drink zero sweetened beverages. We also have 
a host of fact sheets, articles and videos that cover everything 
from deployment to healthy living tips.

TRICARE covers well-child care from birth to age six, includ-
ing newborn care; history and physical examinations; mental 
health assessments, developmental and behavioral appraisals; 
routine immunizations; heredity and metabolic screening; and 
a host of other examinations. 

Through Operation Live Well families can access healthy rec-
ipes and meal planners, find helpful fitness resources, get tips 
on proper sleep habits, and learn more about the importance 
of mental and emotional well-being.

Because the strength, resilience, and readiness of our service 
members rely on the support of their families, the MHS re-
gards the health care of military children as a top priority.  

Join me as we celebrate military children around the world by 
recognizing the important role these youngsters play in help-
ing our service members achieve their mission by contributing 
to the strength of the military family.

Respectfully,

Karen S. Guice, MD, MPP
Principal Deputy Assistant Secretary of Defense 
for Health Affairs

health.mil

Karen S. Guice, MD, MPP
Principal Deputy Assistant Secretary of Defense for Health Affairs
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“A lot of what we do in pediatrics is preventative medicine,” 
said Tarrant. “It is really important for people to have their 
kids seen on a regular basis so that we can ensure that they are 
growing and developing appropriately.”

Well-child visits, conducted at set intervals during a child’s ear-
ly life, and then yearly visits throughout childhood and adoles-
cence, can help doctors to more easily track a child’s wellness.

“We, as a care team, stress the importance of good follow up care 
and good rapport with your provider and team,” said Tarrant. 
“We try our best to incorporate your family into ours as a clinic. 
It’s important to follow up with your provider. If there is a good 
relationship then it is easier to feel like you can reach out.”

Getting children into the doctor on a regular basis to be looked at 
for common illnesses, or for preventative care, is important, be-
cause it can lead to wellness and a healthier child overall she said.

“It is really a key thing to stay on top of well visits, even if your 
child is doing great, just to check in with us to make sure there 
is nothing else we need to be doing to make sure they develop 
in a better way and make sure there is nothing else that is mak-
ing them fall behind,” said Tarrant.

If a child is not meeting developmental milestones, the pedi-
atricians at Scott are able to get them the care that they need. 

Pediatricians can refer children directly to the specialists in the 
local community that can care for their specific needs.

“Pediatric care plays a big part in making sure military chil-
dren have gotten everything they need as far as vaccines, spe-
cialty care, and care for any other illnesses that come up along 
the way,” she said. “We help guide parents through the whole 
thing to keep their children well, or to get them on the road to 
wellness.”

The pediatric clinic hopes to create an open environment 
where families feel like they can be seen and get answers to 
their questions she said.

“We are here to nurture and usher your child through child-
hood and adolescence without any problems,” said Tarrant. “If 
you have any questions, I tell all of my families, no concern is 
a bad concern, so even if your child is well or if they are not 
doing great and may be ill, ask those questions.”

Through her work as a pediatrician, Tarrant hopes she can 
make a difference.

“Hopefully when it’s all said and done and they leave pediatrics, 
we’ve helped to nurture a healthy young adult into society.”

amc.af.mil
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ONCOLOGY
“Miracle” Mom Sees Baby’s First Birthday
By Elaine Sanchez, Brooke Army Medical Center 

When a terminally ill Army wife gave birth to a healthy boy 
here, doctors called it a modern-day medical miracle.

A year later, Yesenia Ruiz-Rojo is still alive and sharing quality 
time with her son, Luke, and doctors are hard-pressed to come 
up with another description.

“To me, it is nothing short of a miracle,” said Lt. Col. (Dr.) Raul 
Palacios, chief of interventional radiology at Brooke Army 
Medical Center, or BAMC. “I sincerely doubt I will ever again 
witness what we’ve seen with Yesenia.”

Ruiz-Rojo arrived at BAMC in September 2013. She was 21 
years old, four months pregnant, and had just discovered she 
was facing aggressive liver cancer. Doctors gave her four to six 
months to live.

Ruiz-Rojo gave no thought to herself; she begged her doctors 
to save her baby. “The only thing I could think about was my 
baby,” she said. “Just have the baby, I told myself, and the rest 
will figure itself out.”

The odds were against her, Palacios recalled. Based on current 
literature and case reports, a pregnant woman with this type 
of aggressive cancer had not lived very long, let alone long 
enough to deliver a healthy child.

“There was nothing out there we found in conventional medi-
cine that would offer her any hope,” Palacios said. “We weren’t 
aware of anything in the past that had been tried successfully.”

Unwilling to give up, BAMC experts from more than a doz-
en specialties met to explore every possible treatment option. 
They decided on a therapy called selective internal radiation 
therapy with Y-90, which places tiny radioactive particles in 
the patient’s artery that feeds the liver tumors. The tumor con-
sumes the particles and either shrinks or dies, Palacios said.

The team felt Y-90 would offer the least risk to mother and 
baby, so “we held our breath, acknowledged Mrs. Ruiz-Rojo’s 
desires, and made the best educated decision with what we 
knew at the time,” he said.

After a six-week treatment and early encouraging signs, 
Ruiz-Rojo gave birth to a premature, but healthy baby at 
BAMC on Jan. 10, 2014. 

Her providers grew attached to this young mom and her baby 
over the course of her stay. “It was truly an honor and a privi-
lege to care for Yesenia,” said Kimberly Hatfield, clinical nurse 
officer in charge of 5 East, an inpatient ward at BAMC. 

Once recovered from the delivery, Ruiz-Rojo moved to Cali-
fornia to stay with her family. 

She cared for her son for about a month, but her mom and 
sister soon took over as her health declined. Yearning to spend 
time with Luke, Ruiz-Rojo despaired at the bouts of sickness 

continued on page 108
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SPECIAL FEATURES
Remarks by VA Secretary Robert A. McDonald
Institute of Medicine Annual Meeting October 20, 2014

Distinguished members of the Institute 
of Medicine, ladies and gentlemen:

Good afternoon. It’s a privilege to join 
you.

As the Nation’s foremost advisory body 
in medicine and healthcare, you know 
that the Department of Veterans Affairs 
is in the midst of overcoming problems 
involving access to healthcare. We own 
them, and we’re fixing them.

But I know you also know that VA has 
a legacy of excellence, innovation, cut-
ting-edge research, and achievements in 
healthcare delivery that is as broad and 
historically significant as it is profound 
— and often unrecognized.

There’s something else. Right now, VA 
has before it perhaps its greatest oppor-
tunity to enhance care for Veterans in its 
history.
Others know that truth, as well. Last July, 
Sloan Gibson — VA’s deputy secretary, 
my West Point classmate, and a friend 
for almost 40 years now — met with 
Harvey Fineberg, distinguished clini-
cian, healthcare leader, and your former 
president. When Sloan commented that 
VA could accomplish more in the next 
two-to-three years than we could have 
in two-to-three decades, Dr. Fineberg 
immediately corrected him — “No!,” he 
said, “VA can accomplish things now it 
never could have accomplished!”

He’s right: We’re in an extraordinary 
position. We have an opportunity to 
not only right wrongs, but to reframe 
perceptions about VA by lengthening 
our lead in areas where we’ve always ex-
celled, taking the lead in service delivery 

areas that are lagging, and charting new 
ground in emerging or evolving areas of 
healthcare.

The problems we face are serious. The 
President, Congress, Veterans service 
organizations, taxpayers, and VA’s rank 
and file all understand the need for 
immediate reforms to achieve three 
non-negotiable goals—goals we set for 
ourselves more than two months ago 
on our “Road to Veterans Day.” This 

initiative outlines what we intend to 
accomplish by Veterans Day 2014. It 
begins with our mission and immediate 
objective: To better serve and care for 
those who have “borne the battle” and 
for their families and survivors. From 
there, we developed a series of goals and 
actions that enable the Department to 
move quickly and decisively to:

• Rebuild trust with Veterans and 
stakeholders.

VA Secretary Robert A. McDonald

that made her too weak and in pain to hold him. “I’d stay to 
myself because I didn’t want him to see me that way,” she said. 
“It hurt me so much to do that.”

Last March, she became so violently ill, doctors called her 
family in to say their goodbyes. Beating the odds again, she 
survived that and nearly two dozen other hospitalizations.

Unsure if she would make it to a year, she threw Luke a 
6-month-old birthday party. “I went all out,” she said. “I wanted 
him to see pictures of me and him and have happy memories.”

With illness and weakness taking their toll, Ruiz-Rojo became 
bed-ridden and depressed. It took a wake-up call from her be-
loved aunt to shake her out of her sadness. “She told me, ‘You 
have to start living for yourself and your son.’”

That day was a turning point. Ruiz-Rojo slowly began building 
her strength. She did her makeup and hair, helped out around 
the house, and, most importantly, began to care for her son. 
“I do everything now but change his diapers,” she said with a 
laugh. “He’s too wiggly for me at this point.”

Ruiz-Rojo’s voice softens when she speaks of Luke. He loves 
to bang on pots and pans, she said, and to listen to her sing 
nursery rhymes to him in Spanish. She swears in the midst of 
his baby babbling, she has heard him say “I love you.”

“It makes me sad that there are moms who take this gift for 
granted,” she said. 

On Jan. 10, Ruiz-Rojo celebrated Luke’s birthday surrounded 
by family and friends. And, a month later, she celebrated her 
23rd birthday. 

Her phone is packed with pictures of herself, smiling and hair 
flowing, holding her curly-haired son, something she was un-
able to do just a few months before.

While she is on the liver transplant list, Ruiz-Rojo prefers to 
focus on living a normal life, not one riddled by fear. “I honest-
ly didn’t think I’d live to see another birthday,” she said. “This 
past year has been a journey, but it’s made me appreciate what 
I have so much more.”

Palacios said there are “no words to describe the joy” he feels 
when patients do well.

“In my heart, I feel Yesenia was in the right place at the right 
time with the right people,” he said. “BAMC had a chance to 
help and did, it says a lot for the [Department of Defense].”

Veronica Dominguez, a 5E staff nurse, called her time with 
Ruiz-Rojo “humbling.” 

“As a nurse, you always want to touch someone’s life,” Domin-
guez said. “To see her baby growing and Yesenia still able to 
care for him … it makes what we do every day so worthwhile.”

army.mil

According to a CDC study published 
in Morbidity and Mortality Weekly 
Report, the most common cancer sites 
continue to be cancers of the prostate 
(128 cases per 100,000 men), female 
breast (122 cases per 100,000 wom-
en), lung and bronchus (61 cases per 
100,000 persons), and colon and rectum 
(40 cases per 100,000 persons). Among 
these common cancer sites, 5-year rela-
tive survival was 97 percent for prostate 
cancer, 88 percent for breast cancer, 63 
percent for colorectal cancer, and 18 
percent for lung cancer.

“We are pleased to include cancer sur-
vivor data in this report for the first 
time. We will review these data annual-
ly to track our progress,” said Jane Hen-
ley, epidemiologist in CDC’s Division 

of Cancer Prevention and Control and 
lead author of the study.

The cancer survivor estimates are from 
CDC’s National Program of Cancer 
Registries. CDC scientists reviewed the 
most recent data on cases of invasive 
cancers reported during 2011. With the 
exception of urinary bladder cancer, in-
vasive cancer is defined as cancer that 
has spread to surrounding normal tis-
sue from where it began.

The authors noted that disparities in 
cancer incidence still persist, with great-
er rates among men than women and the 
highest rates among blacks. Additionally, 
5-year relative survival after any cancer 
diagnosis was lower for blacks (60 per-
cent) than for whites (65 percent).

Data by state show incidence rates for 
all cancer sites ranged from 374 cases 
per 100,000 persons in New Mexico to 
509 cases per 100,000 persons in the 
District of Columbia.

“These data are an important remind-
er that a key to surviving with cancer 
is making sure everyone has access to 
care from early diagnosis to treatment,” 
said Lisa Richardson, M.D., director of 
CDC’s Division of Cancer Prevention 
and Control.  “We know, for example, 
that early detection of colorectal cancer 
has had the largest impact on long-term 
survival rates.”

cdc.gov

Two Out of Three People with Invasive Cancer are Surviving 5 Years or More

continued from page 106
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Right now, one of the biggest challenges 
we face is the shortage of clinicians and 
other healthcare professionals. It was an 
underlying reason for the problems that 
occurred in Phoenix and elsewhere.

And that’s why, as part of a national re-
cruitment effort, I’ve been going to the 
Nation’s medical and nursing schools 
— Duke, UC Davis, San Francisco, 
Dartmouth, University of Vermont, and 
Johns Hopkins last week, Howard Uni-
versity later this week, and many others 
in the coming months — to personally 
tell students about VA’s great mission 
and encourage them to join a revitalized 
Team VA in caring for those who defend 
us. Audiences everywhere have been 
welcoming and interest is high.

Here’s what I tell them: At VA, we have 
the most inspiring mission in govern-
ment and the best clients in the field of 
healthcare — great reasons to work at VA.

Beyond our noble and respected mis-
sion, and the exceptional people we 
serve, VA offers practical reasons to 
work for Veterans.

• The recently-enacted Veterans Access, 
Choice, and Accountability Act (VA-
CAA) of 2014 doubled the amount 
of our education debt reduction pay-
ment—from $60,000 to $120,000!

• We offer student loan repayments of 
up to $10,000 annually, with a lifetime 
cap of $60,000, as well as scholarships 
and recruitment, relocation, and re-
tention incentives.

• And, as part of the drive to recruit 
the best and brightest, we’ve eased the 
pay disparity with the private sector 
— always an issue — through sala-
ry increases for VA’s physicians and 
dentists.

The demand for VA care will not de-
crease any time soon. The Nation’s been 
at war for over a decade, and we’ll contin-
ue to be caring for many of our severely 
wounded and ill Veterans for decades to 
come, if not a lifetime.

In a still recovering economy, the num-
ber of Veterans seeking our services 

continues to grow steadily, and we con-
tinue to serve a population that is older, 
with more chronic conditions, and less 
able to afford care in the private sector.

The issue of non-VA care has garnered 
a lot of attention over the past months. 
Yet, for all its potential in solving our 
current access problems, purchased care 
is not a replacement for a strong and vi-
tal Veterans’ healthcare system. Veterans 
need VA, and Americans everywhere — 
indeed the global community — benefit 
from VA. 

• In VA research leading to major break-
throughs and advances in medical sci-
ence and care — PTSD and Traumatic 
Brain Injury, TBI, being only two of 
many.

• In training 70 percent of America’s phy-
sicians — 62,000 medical students and 
residents, 23,000 nurses, and 33,000 
other health professionals —each year.

• And VA has the highly-specialized 
knowledge and know-how to deliver 
clinical and rehabilitative care to those 
who have “borne the battle.”

The fact is, whether in prosthetics, 
geriatrics, PTSD and TBI treatment, or 
polytrauma care — to say nothing of 
disability and education benefits, home 
loans or homeless rescues, and final 
honors in our national cemeteries — 
there’s no other one institution like VA 
positioned to deliver a broad spectrum 
of Veteran-specific care and services to 
the 1 percent of our population that cur-
rently serve in uniform.

The Veterans Access, Choice, and Ac-
countability Act, or “Choice Act,” goes 
a long way toward enabling VA to meet 
the current demand for care. It provides 
authorities, funding, and other tools to 
better serve Veterans in the short term, 
and support the large-scale reforms 
we’re making for long-term excellence.

The law provides $5 billion to hire phy-
sicians and other medical staff, and $10 
billion to fund additional purchased care 
while VA builds the internal capability to 
meet current demand.

But as most of you know, VA has always 
sponsored non-VA care where its been 
needed to respond to extraordinary cir-
cumstances: Like geography, where rural 
Veterans can’t easily get to a VA facility; 
technology, where it makes sense to refer 
Veterans to great providers for certain, 
highly-specialized procedures; and, in 
times like now, when we face a shortfall 
in clinicians, patient support staff, space, 
information and technology resources.

What’s changing with the Choice Act is 
the volume of that care. Since last May, 
VA has authorized almost 1.2 million re-
ferrals for Veterans to receive care in the 
private sector — 369,000 more Veterans 
than in the same period in 2013. This 
growth in purchased care sets the stage 
for re-envisioning new relationships 
and reenergizing existing partnerships 
between VA and the private sector — as 
well as other parts of the public sector — 
for better care, better health, and better 
value. Providing seamless Veterans’s care 
is a “team sport,” and we need your help.

Purchased care addresses some of VA’s 
current problems but, as important, it 
opens the doors to other transformative 
aspects of patient care. In care coordina-
tion and interoperability, for example — 
challenges common to both public and  
private sector healthcare providers.

If VA and private providers are caring 
for the same Veteran-patient, we’re in 
a position to collaborate, to share in-
formation and knowledge. There’s a 
potential to leverage improvements in 
electronic health records by develop-
ing a public-private infrastructure and 
platform to generate new ways of using 
patient information and data, new ideas, 
new approaches, and new solutions for 
better patient care.

Increased purchased care also has the 
potential for increasing high-value 
care — particularly in reducing medi-
cal waste and redundancies. Here again, 
because we’re working in tandem, 
there’s practical, real-time opportunity 
to ask ourselves, “How do we prevent 
costly redundancies in x-rays, MRIs, 
blood tests, and countless other tests?” 

• Improve service delivery, focusing on 
Veteran outcomes.

• And set a course for long-term excel-
lence and reform.

Toward that end, I’ve been on the road 
traveling to 35 VA facilities in 18 cities, 
meeting with hundreds, if not thousands 
of Veterans, VA employees, VSOs, and 
other stakeholders, and discussing the 
issues with Members of Congress, VSOs, 
unions, and myriad other partners.

Based on what we’ve heard — and the 
lessons I’ve learned about mission-driv-
en corporations, strong institutional 
values, and good management practices 
during my 33-years at Procter & Gamble 
— we’ve wasted no time in developing a 
healthcare “Blueprint for Excellence.”

This blueprint is critical to achieving part 
three of our Road to Veterans Day ini-
tiative — setting a course for long-term 
excellence and reform. It is VA’s template 
to re-establish the Department’s pre-
eminence and leadership in American 
healthcare. It could not have been pro-
duced by better, more knowledgeable 
people, including VA’s former Under 
Secretary for Health, Jonathan Perlin, 
who has completed a short-term assign-
ment at VA — and Interim Under Secre-
tary, Carolyn Clancy, whom most of you 
know. Their input to this blueprint, and 
their professional advice on the optimal 
ways to accomplish this goal, have been 
invaluable since I became VA Secretary.

The Blueprint lays out four broad 
themes and supporting strategies for 
transformation.

First, we must improve the performance 
of healthcare now. There’s a lot at stake: 
We deliver 240,000 episodes of care each 
day — more than 90 million scheduled 
appointments in 2013 alone. And do 
400,000 surgical procedures annually — 
nearly 1,100 per day.

Second, it’s imperative that we re-set VA’s 
culture to put a high premium on job 
performance and the strong VA institu-
tional values that support it — Integrity, 
Commitment, Advocacy, Respect, and 

Excellence. These attributes go to the 
heart of our mission and dictate how 
employees act, relate to Veterans and 
each other, and treat the almost 6.5 mil-
lion patients we see each year. By “living” 
VA’s core values, we can go a long way 
toward overcoming the challenges be-
fore us.

Third, VA must transition from “sick 
care” to “healthcare” in the broadest 
sense. And fourth, we must develop ef-
ficient, transparent, accountable, agile 
business and management processes 
to support the span of care, services, 
and programs we deliver. Above all, it’s 
imperative that VA regain and retain a 
laser focus on its customer base — that 
means everyone from the 90-year-old 
Veteran who crossed Omaha Beach, to 
the 19-year-old who battled insurgents in 
Afghanistan’s Korengal “Valley of Death.”

That said, VA’s vision for change is not 
only Veteran-centric, but Veteran-driv-
en — putting our customers in control 
of their VA experience. The healthcare 
industry, itself, is moving toward a more 
customized, consumer-centric version 
of primary care access.

We call our patient experience solution, 
MyVA. It, too, is part of our overarch-
ing Road to Veterans Day strategy. It’s 
called MyVA because that’s how Veter-
ans should view us — as an organization 
that belongs to them and provides qual-
ity care in the ways they need and want 
to be served.

Let me give you an example of what I 
mean. Recently, at a national press con-
ference, I gave out my personal cell phone 
number. The reason? Because Veterans 
struggle to connect with VA. Then, when 
they finally get connected, they discover 
they’re connected with only one of nine 
VA lines of business. Procter & Gamble 
was the first company to put 1-800 num-
bers on the back of its packages. We did 
so because we sought feedback — and 
we want to establish a similar customer 
service relationship at VA.

First and foremost, it means deliver-
ing quality medical care and providing 

Veterans the very best medical outcomes 
possible. But it also means:

• Shaping VA through a better un-
derstanding of Veterans’ needs and 
preferences.

• Providing a single-entry, user-friendly 
access so they can effortlessly navigate 
VA care and services.

• Removing cumbersome processes and 
procedural obstacles that frustrate 
users.

• Providing the full spectrum of resources 
— financial, human, and otherwise — 
to serve them efficiently and effectively.

• And, last, empowering employees at 
the lowest level possible to respond 
and react quickly and knowledgably to 
Veterans at each point of interaction.

To do this, we’re looking at ways to re-
structure and reorganize, combine func-
tions, simplify operations, make process 
improvements, leverage technology, and 
enhance efficiency and productivity. It’s 
a 360-degree effort designed to present 
Veterans with a seamless, integrated, 
and responsive VA — no matter whether 
they come to us digitally, by phone, or 
in person.

Our goal is simple: Provide quality med-
icine and first-rate healthcare delivered 
with the same proactive, real-time, cour-
teous, coordinated service as the top-
ranked customer service companies in 
the country.

The fact is, VA already has that type of 
service excellence in many areas. For the 
past decade, the American Customer 
Satisfaction Index, the ACSI, has ranked 
VA’s National Cemetery Administration 
as the top customer-service organization 
in the Nation — public or private. Better 
than Google, Lexus, and all the rest.

And since 2004, the ACSI has consis-
tently shown that Veterans receiving 
both VA inpatient and outpatient care 
give VA higher satisfaction ratings than 
patients at private hospitals. With the 
right strategies and action plans in place, 
there’s no reason why we can’t scale that 
performance excellence VA-wide.



Veterans H
ealth A

dm
inistration

113

Ve
te

ra
ns

 H
ea

lt
h 

A
dm

in
is

tr
at

io
n

112

Arm
ed Forces M

edicine 2015Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
01

5 Veterans
SPECIAL FEATURES
Care and Benefits for Veterans
Strengthened by $164 Billion VA Budget

Continuing the transformation of the Department of Veterans 
Affairs (VA) into a 21st century organization, the President 
has proposed a $163.9 billion budget, a 6.5 percent increase 
over Fiscal Year 2014, that will support VA’s goals to expand 
access to health care and other benefits, eliminate the disabil-
ity claims backlog, and end homelessness among Veterans.  
The budget includes $68.4 billion in discretionary spending, 
largely for healthcare, and $95.6 billion for mandatory pro-
grams — mostly disability compensation and pensions for 
Veterans.

The $68.4 billion total in discretionary spending includes 
approximately $3.1 billion in medical care collections from 
health insurers and Veteran copayments.

With a medical care budget of $59.1 billion, including collec-
tions, VA is positioned to provide care to 6.7 million patients in 
the fiscal year beginning Oct. 1.  The patient total includes over 
757,000 people whose military service began after Sept. 11, 2001.

Major spending categories within the health care budget are:

• $7.2 billion for mental health;

• $2.6 billion for prosthetics;

• $561 million for spinal cord injuries;

• $229 million for traumatic brain injuries;

• $238 million for readjustment counseling; and

• $7.0 billion for long-term care.

Lt. Col. Marcia Potter, 436th Medical Group chief nurse with WWII Veteran Army Nurse, Dorothy Lewis. 
U.S. Air Force photo / Roland Balik

More than that, asking, “How do we 
reduce unnecessary testing, period?” It 
gives us the opportunity to tackle these 
types of issues and develop answers and 
solutions that have import across the 
medical community.

It all comes down to what Dr. Fineberg 
said — we have an unique opportu-
nity before us at VA to “accomplish 
things now [we] never could have 
accomplished.” 

In addition to non-VA care, the Choice 
Act covers a lot of ground — everything 
from expanding survivor benefits, to 
improving the delivery of care for Vet-
erans struggling with TBI and the effects 
of military sexual trauma, to increasing 
by up to 1,500 the number of residents 
working in VA hospitals, to executive 
accountability, and more.

Employees across the Department have 
rolled up their sleeves, and work is 
underway to make the changes to VA 
systems, procedures, and culture that 
the law requires. We’ve done a lot, but 
there’s a lot left to do if we’re to right the 
wrongs, institute reforms and employee 
accountability, modernize, and recruit 
the numbers of healthcare professionals 
we need.

We are committed to doing the right 
thing — delivering the right programs, 
in the right way, at the right time, for 
those special Americans we serve.

As we go forward, one thing’s clear. VA 
cannot do what needs to be done and ac-
complish its goals without a full comple-
ment of partners — public, private, and 
volunteer. We don’t have all the answers. 
We can’t operate in a vacuum — no 21st 
century organization can. That’s why 
we’re aggressively leveraging our existing 
relationships and affiliations and forging 
new ones. Here are a few examples:

• VA’s partnering with the Institute of 
Medicine in a study of access stan-
dards and wait time metrics.

• We’ve entered into a first-of-its-kind 
partnership with Walgreens to provide 
vaccinations to Veterans — Walgreens 
will share its immunization records 

with VA to ensure we have complete 
patient medical records.

• We’re collaborating on a new nursing 
academic partnership focused on psy-
chiatric and mental healthcare — a 
key area of care for the Department  
and for DoD.

• We’re partnering with DoD Health 
Affairs to improve recruitment of re-
cently or soon-to-be discharged mili-
tary healthcare professionals.

• Expanding a pilot program to bring 
combat medics and corpsmen into VA 
facilities as clinicians.

• Partnering with the Northern Virgin-
ia Technology Council to establish a 
pro-bono technology task force to re-
view VA’s scheduling system and make 
recommendations for improvement.

• Setting up a consulting Board of Phy-
sicians — comprising the foremost 
medical minds in the Nation — to 
advise me on industry best practices.

And there is another critically important 
reason partnerships are important — 
much in the news lately — the emerg-
ing situation with Ebola. As part of our 
healthcare mandate, VA ensures the care 
of victims of emergencies or national di-
sasters that would otherwise overwhelm 
local healthcare systems and responders. 

In point, we’ve responded to every pres-
identially-declared disaster since 1992, 
including the 9/11 attack in New York, 
the H1N1 influenza pandemic, Haiti 
earthquake relief, and recently, Hurri-
cane Katrina.

Just last week, I attended an emergency 
Cabinet meeting before I left Washing-
ton on Wednesday afternoon, and an 
Ebola drill at VA’s West Roxbury facility 
in Boston on Friday afternoon. Circum-
stances demonstrate the power, value, 
and need for an integrated, prepared 
system when anyone with a possible 
diagnosis arrives at a medical facility. 
Equally important, as the Ebola situa-
tion has borne out, is the responsibility 
to protect our healthcare workers across 
the Nation. Partnerships are important 
to making sure this happens.

In my less than three months at VA, one 
thing stands out as I’ve traveled around 
the country — the goodwill and support 
shown by the medical community to VA, 
its mission, and its achievements. 

Ken Kizer, Jim Madara, Harvey Fine-
berg, the Surgeon General of the Navy, 
Matt Nathan, Jonathan Perlin, and so 
many others from both the public and 
private sectors, have all expressed their 
willingness to publicly speak out and 
“right the record” in telling the VA story.

We’re taking advantage of their offer. 
Right now, VA’s in the process of creating 
a VA Alumni Group — a “Friends of VA” 
committee of sorts. 

Our thought is to gather interested 
leaders in medicine and the healthcare 
industry, brief them regularly on VA 
operations, initiatives, and performance, 
and solicit their input and assistance.

One of our objectives is to insert a degree 
of balance and truth to the one-sided 
conversation about VA care and services. 

And so, I’d like to invite members of the 
Institute of Medicine to consider becom-
ing a part of this initiative. We want and 
need your authoritative advice. We seek 
your input as we move forward in im-
plementing the Veterans Access, Choice, 
and Accountability Act. 

We welcome your participation and col-
laboration across the spectrum of care, 
and I personally look forward to collab-
orating with you.

In closing, I’d like to thank you, Victor, 
for giving me this important opportu-
nity to speak with you and your distin-
guished colleagues this afternoon. 

I want to thank the Institute for its re-
cord of work in improving the health 
of Americans, and people around the 
world. And I look to your recommen-
dations and influence in improving VA 
healthcare for Veterans.

Thank you, ladies and gentlemen.

va.gov
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The President’s proposed budget would ensure that care and 
other benefits are available to Veterans when and where they 
need them.  Among the programs that will expand access un-
der the proposed budget are:

• $567 million in telehealth funding, which helps patients 
monitor chronic health care conditions and increases 
access to care, especially in rural and remote locations;

• $403 million for health care services specifically-designed 
for women, an increase of 8.7  percent over the present 
level;

• $534 million for the activation of new and enhanced health 
care facilities;

• $562 million to continue on-going major construction 
projects;

• $86.6 million for improved customer service applications 
for online self-service portals and call center agent-assisted 
inquiries; and

• $3.6 million to open two new national cemeteries in Flor-
ida and prepare for the opening of two new rural national 
Veterans burial grounds.

Eliminating Claims Backlog
The President’s proposed budget provides for full implemen-
tation of the Veterans Benefits Administration’s (VBA) robust 
Transformation Plan — a series of people, process and tech-
nology initiatives — in FY 2015.  This plan will continue to 
systematically reduce the backlog and enable the Department 
to reach its 2015 goal — to eliminate the disability claims 
backlog and process all claims within 125 days with 98 percent 
accuracy.
Major transformation initiatives in the budget proposal invest 
$312 million to bring leading-edge technology to the claims 
backlog, including:

• $173 million ($137 million in Information Technology and 
$36 million in VBA) for the next generation of the electron-
ic claims processing system Veterans Benefits Management 
System (VBMS); and

• $139 million for Veterans Claims Intake Program (VCIP) 
to continue conversion of paper records into electronic 
images and data in VBMS.

Eliminating Veterans Homelessness
A major strategic goal for the Department is to end home-
lessness among Veterans in 2015.  The budget request targets 
$1.6 billion for programs to prevent or reduce homelessness, 
including:

• $500 million for Supportive Services for Veteran Families 
(SSVF) to promote housing stability;

• $374 million for the HUD-VASH program wherein VA 
provides case management services for at-risk Veterans 
and their families and HUD provides permanent housing 
through its Housing Choice Voucher program; and

• $253 million in grant and per diem payments that sup-
port temporary housing provided by community-based 
organizations.

Other Services for Veterans
Other features of the administration’s FY 2015 budget request 
for the department are:

• $257 million to administer the VA-run system of national 
cemeteries;

• $3.9 billion for information technology; and

• $1.2 billion in construction, cemetery grants and extended 
care grants.

va.gov

The VA Medical Center in Memphis, Tennessee, recently 
held a surprise birthday party for 104 year old WWII Navy 
Veteran, Mr. Robert C. Lawson. The celebration was hosted 
by the medical center’s Home-Based Primary Care (HBPC) 
program and many were in attendance.  Along with special 
tributes by the Veteran’s family, other WWII Veterans in the 
HBPC program were honored.  The local media was on site 
for the party and proclamations were received from National 
and local dignitaries.

memphis.va.gov

Birthday Party for 104-Year-Old WWII Navy Veteran



Veterans H
ealth A

dm
inistration

117

Ve
te

ra
ns

 H
ea

lt
h 

A
dm

in
is

tr
at

io
n

116

Arm
ed Forces M

edicine 2015Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
01

5 Veterans
ADDICTION
With New Initiatives, VA Aims to Turn the Corner 
on Escalating Opiod Use

Opioid prescriptions in VA skyrocketed 
over an eight-year period, according to 
a VA study, although the results predate 
several major initiatives to address the 
issue. The study, published online in the 
Journal of General Internal Medicine on 
Dec. 18, 2014, found wide variation in 
the way opioids were prescribed based 
on geographic region, age, and sex from 
2004 to 2012.

Women, for example, had higher rates of 
opioid receipt than men in 2012: about 
42 percent versus 33 percent among all 
VA outpatients. Younger Veterans were 
also more likely to be prescribed opi-
oids: Among Veterans between 18 and 
34 years, 18 percent received opioids, 
whereas among those 80 and older, the 
figure was under 8 percent.

Overall from 2004 to 2012, opioid re-
ceipt among VA outpatients increased by 
nearly 77 percent. As of 2012, some 33 
percent of Veterans in VA care received 
opioids for pain management.

“While opioids may be appropriate in 
acute pain, the safety and effectiveness 
of long-term use remain unproven,” says 
the study’s lead author, Dr. Hilary Mosh-
er. “In the last few decades there has 
been an increased emphasis on treating 
pain in patients. While this is a valuable 
patient-centered goal, medications alone 
are likely not the answer in chronic pain. 
The companies making these medica-
tions have had substantial success in cre-
ating a perception that they’re safe and 
effective for long-term use.”

Mosher, a hospitalist, is with the Center 
for Comprehensive Access and Delivery 
Research and Evaluation at the Iowa City 

VA Healthcare System. She is also a clin-
ical assistant professor with the Univer-
sity of Iowa.

Drugs fail to improve function
Opioids, which include narcotics such as 
morphine, are commonly used to treat 
acute pain, such as one might experience 
after surgery or from cancer. In recent 
years their use has been expanded to 
treat chronic pain. There is a substantial 
overlap between chronic pain and PTSD, 
anxiety, and depression, says Mosher, 
increasing the chances of opioid-related 
harms.

What’s more, according to Mosher, it’s 
unclear if long-term opioid use really 
improves a patient’s well-being even 
when side effects like addiction or tes-
tosterone depression are avoided.

“We haven’t been able to show that using 
opioids for chronic care improves pa-
tients in terms of their physical function, 
their social function, or their ability to 
go back to work and achieve their goals,” 
says Mosher. “The concern is that using 
opioids both fails to improve function 
and may actually work against function-
al improvement.”

The picture is not entirely dire, though, 
as the new study does provide important 
insights for VA, and there may even be 
some reason for optimism. For example, 
when it comes to opioid prescriptions, 
the old adage “location, location, loca-
tion” seems to hold true. Whether or not 
a Veteran received an opioid prescrip-
tion depended largely on where he or 
she sought care. Of the 137 VA health-
care systems, the lowest prescribing fa-
cility had an opioid rate of only around 

14 percent in 2012. The highest: over 50 
percent.

Part of the reason for the geographic 
variation might lie in differing demo-
graphics. Individual facility culture may 
also play a large role. That said, those 
cultures have been changing.

Indeed, the data used in Mosher’s study 
predate several initiatives, both in VA 
and in U.S. medical practice in gener-
al, meant to stem the prescription of 
opioids.

Culture change in the works
“About 20 years ago there was a big 
change,” says Dr. Erin Krebs, women’s 
health medical director at the Minne-
apolis VA and a co-author on the study. 
“There was increasing emphasis on the 
use of opioids for all kinds of indications, 

Dr. Hilary Mosher

September 2, 2014 marked an import-
ant milestone for the Department of 
Veterans Affairs’ Life Insurance pro-
gram. On this day 100 years ago, Con-
gress passed the War Risk Insurance 
Act that later became the catalyst for 
what is now known as VA life insurance 
protection.

Most Servicemembers and Veterans are 
familiar with Servicemembers’ Group 
Life Insurance (SGLI) which covers 
approximately 97 percent of active-du-
ty Servicemembers, members of the 
National Guard, and Reservists.  SGLI 
was created in 1965 to meet the need 
of our Vietnam-era Servicemembers, 
but it has expanded significantly since.  
In 1974, it added Veterans’ Group Life 
Insurance (VGLI); in1998, it provided 
an accelerated benefit option giving 
terminally-ill SGLI, Family Group Life 
Insurance (FSGLI) and VGLI policy-
holders access to the death benefits of 
their policies while they are still alive; 
in 2001, it provided Family Group Life 
Insurance (FSGLI), and in 2005, it ex-
panded to include Traumatic Injury 
Protection Insurance (TSGLI).

While modeled after commercial insur-
ance SGLI programs, several benefits 
were added to meet the unique needs 
of Servicemembers, Veterans, and their 
survivors. These include free beneficia-
ry financial counseling and online will 
preparation.

The VGLI program was created to 
provide life insurance protection for 
recently separated Veterans who were 
covered by SGLI during their service.  
Now, Veterans have one year and 120 
days to convert their SGLI to VGLI.  

But recently separated Veterans should 
consider converting in the first 240 
days from the date of military separa-
tion or retirement because they can do 
it without having to show proof of good 
health.

Today, VA directly administers six life 
insurance programs and supervises the 
SGLI and the VGLI programs. These 
programs provide $1.3 trillion in in-
surance coverage to 7 million Veterans, 
Servicemembers and their families 
under 10 separate lines of insurance 
protection.  

Additionally, the Life Office Man-
agement Association (a private orga-
nization dealing with life and health 
insurance) compared VA and 28 other 
private companies.  In their survey, VA 
life insurance had faster average re-
sponse times in all 11 areas, including 
paying claims in less than 4.5 days.  In-
dependent customer surveys also show 
high marks for VA customer service

To learn more about VA’s history of 
protecting those who have served, 
take a look at this timeline depicting 
the last 100 years of VA’s life insurance 
program.

Have a question?  Join us in the con-
versation.  Follow us on VBA’s social 
media channels using the hashtag 
#VALifeINS100 or call us toll free at 
1-800-419-1473.

Mr. Vincent Markey serves as the Di-
rector of the Department of Veterans’ 
Affairs Insurance Center.

blogs.va.gov

Veterans
SPECIAL FEATURES
VA Insurance Program Celebrates
100 Years of Protecting Those Who Serve
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and it’s only now that opioid prescribing 
has become much more common that 
we’ve started to see evidence of the se-
rious harms. And so now we’re seeing a 
culture change of a different sort.”

Krebs, who is also an associate professor 
in the department of medicine at the 
University of Minnesota, recently collab-
orated on research into implementation 
of VA’s Opioid Safety Initiative (OSI) at 
the Minneapolis VA.

Established in 2011, the Minneapolis 
OSI aimed to decrease high-risk opioid 
prescribing practices. Through a com-
bination of educational seminars and 
specific training for pharmacists and 
caregivers, as well as classes for patients, 
it aimed to improve the safety of opioid 
prescribing while providing high-quality 
pain care for Veterans.

“The first step was getting everyone on 
the same page,” says Krebs. “Early on, 
patient advocates and Veteran Service 
Organizations were involved so that Vet-
eran concerns could be incorporated. It’s 
a hard transition for a lot of people.”

The results of the study, published on-
line in Pain Medicine on Feb. 3, 2015, 

suggest OSI is capable of producing dra-
matic results.

Following OSI implementation, the num-
ber of Veterans prescribed greater than 200 
morphine-equivalent milligrams worth of 
opioids decreased from 342 to 65. 

Overall the number of unique pharmacy 
patients who received at least one opioid 
prescription decreased by almost 1,000, 
to 5,981, and the number of Veterans re-
ceiving oxycodone dropped from 292 to 
3 over the study time period.

Transition difficult for many 
patients
That’s not to say the transition was al-
ways easy, says Krebs. “It’s a hard sell to 
tell someone in pain that we’re going to 
take something away from you but we 
don’t necessarily have anything to give 
you in its place.”

At the time the study began, Krebs says, 
the Minneapolis VA didn’t have enough 
resources in place to offer non-drug pain 
management, an issue that is being ad-
dressed. The Minneapolis VA has since 
established a state-of-the-art chronic 
pain rehabilitation program, which is 
still expanding its reach.

“It’s more than just saying opioids ar-
en’t the main way to manage pain,” says 
Krebs. “We need to have new approaches 
to manage chronic pain.” 

Krebs points to increases in mindful 
meditation, cognitive-behavioral ther-
apy, and exercise programs like yoga 
that are sprouting up throughout VA 
as viable options to long-term opioid 
prescriptions.

One example is VA’s Stepped Care Model 
of Pain Management, which aims to treat 
pain effectively through evidence-based 
pain management approaches and im-
proved access to specialty pain services. 

In one study on the initiative, pub-
lished in the Journal of General Internal 
Medicine on Dec. 29, 2014, research-
ers found high-dose opioid prescrip-
tions decreased over a four-year period 
from nearly 28 percent to just under 25 
percent. 

Meanwhile, referrals to physical ther-
apy and chiropractic care increased 
significantly.

On a national scale, VA’s Office of Re-
search and Development has teamed 
with VA Pharmacy Benefits Manage-
ment to develop an “opioid dashboard” 
for tracking prescriptions and dosages as 
part of the national OSI effort to reduce 
the number of Veterans receiving high-
dose or multiple prescriptions.

Such efforts are welcome news to Mosh-
er. She says she is glad to see that the lan-
guage around opioids is changing.

“I’m optimistic that we’re starting to see 
a flattening or down-trending, and that 
it reflects either patients being aware that 
these medications aren’t going to help 
them in the way they want to be helped, 
or clinicians being more hesitant to pre-
scribe them. 

When we repeat this analysis in a 
few years and look at 2012 through 
2018, it won’t be surprising if we see a 
downtrend.”

research.va.gov

Reliance on opioid painkillers is trending downward thanks to several initiatives in VA and 
in U.S. medical care at large.  Photo: MorgueFile
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ENDOCRINOLOGY
Index of Foot Health, Developed in VA, 
Has Legs Worldwide

Patients in Denmark who have foot problems can now rate 
their pain and disability — responding to 23 brief questions in 
all, each on a scale of 1 to 10 — using the Foot Function Index.

The index was developed by VA researchers in the 1980s. It’s 
now been translated into 20 languages — Danish being the 
latest addition. From Italy and Iran to Turkey and Taiwan, the 
form is used around the world as a reliable measure of patients’ 
foot health. It applies to patients of all ages and backgrounds, 
across all types of foot problems.

Dr. Elly Budiman-Mak, with VA’s Center of Innovation for 
Complex Chronic Healthcare, led the effort to develop the in-
dex in the 1980s.

“We developed the FFI because there was no outcome measure 
for foot health and functioning in 1984,” she says. “At the time 
we were working on a VA-funded study to prevent arthritis 
foot deformity. We wanted to measure outcomes, so we devel-
oped this very useful instrument.”

Measure underwent extensive testing
Budiman-Mak says the index may seem simple, but it required 
much tedious and methodical work. 

Her team crafted the questions based on input from patients 
and clinicians. They then field-tested and validated the mea-
sure over a few years with different groups of patients.

The measure has three parts. The first part asks about pain, 
covering several situations: with or without shoes, for example, 
or in the morning versus the evening.

The second part focuses on disability. It asks patients to rate 
their difficulty walking in different settings, and going up or 
down stairs.

The third part asks about limits on activities. For example: 
“How much of the time do you stay in bed because of [pain in 
your feet]?”

There are lots of patient self-report measures used by foot sur-
geons, orthopedists, physical therapists, and other clinicians, 

but the FFI is one of the favorites worldwide. Budiman-Mak 
believes it has caught on in large part because of its ease of use 
and versatility.

‘Very easy to apply to patients’

“The instrument is short, user-friendly, and it’s written in the 
English language at the 8th-grade level,” she says. “Therefore, 
it’s clinically very easy to apply to patients.”

The design, Budiman-Mak points out, is based on the Inter-
national Classification of Functioning, Disability and Health, 
a framework developed by the World Health Organization to 
measure health and disability in individuals and populations.

A revised version of the FFI, developed in 2006, added some 
psychosocial questions, focused on foot-related quality of life. 

Now, both the original and the revised version are in wide use.

research.va.gov

Dr. Elly Budiman-Mak administers the Foot Function Index to Ron 
Hollingsead, who served in the Marines during the Vietnam War. 
Photo by Daniel DuVerney/Hines Media Service

Veterans
CARDIOLOGY
Coronary Heart Disease among Veterans: 
How Do Men and Women Differ?

In a recent study, women Veterans who 
underwent cardiac catheterization in VA 
tended to be younger and more obese, 
and were more likely to have posttrau-
matic stress disorder or depression, than 
their male counterparts. Notwithstand-
ing the differences, their long-term out-
comes were about the same as those of 
their male counterparts.

The study appears in the March 2015 is-
sue of Circulation. Cardiovascular Qual-
ity and Outcomes.

Over the past decade, the numbers of 
women Veterans seeking VA care have 
doubled, and they are the fastest-grow-
ing group within VA. These women 
bring with them a sizeable burden of 
heart disease. Studies of non-Veteran 
women have shown that women have 
more risk factors, receive less aggressive 
treatment, and have worse overall out-
comes than men when it comes to cor-
onary artery disease.

In this form of heart disease, the arter-
ies supplying blood to the heart become 
narrowed or blocked. Generally, the 
term is used interchangeably with “cor-
onary heart disease.”

“More women than men die of coronary 
heart disease in the United States. It’s a 
huge problem,” says Dr. Claire Duver-
noy, chief of cardiology at the VA Ann 
Arbor HealthCare System and a pro-
fessor of medicine at the University of 
Michigan.

Interestingly, men actually have higher 
rates of coronary artery disease than 
women, but because women tend to live 
longer, they eventually catch up and die 

at higher rates from the disease, notes 
Duvernoy.

Study reviewed charts of nearly 
86,000 Veterans
For the study, Duvernoy and other re-
searchers looked at nearly 86,000 Veter-
ans, nearly 3,200 of whom were women. 
All the Veterans underwent initial car-
diac catheterization in VA between Oc-
tober 2007 and September 2012. The 
average age for women undergoing the 
catheterization was about 57, six years 
younger than their male counterparts.

Women were also more likely than male 
Veterans to be depressed (55 percent 
versus 31 percent) and to have PTSD (20 
percent versus 16 percent). They were also 
significantly less likely to have obstructive 
coronary disease, and consequently less 
likely to be prescribed heart medications.

Part of the reason, says Duvernoy, is the 
way coronary artery disease presents it-
self in women. While men tend to have 
higher rates of obstruction and more 

traditional heart risks, women often 
don’t experience blockages to the same 
extent. “Women present with lower rates 
of obstruction,” says Duvernoy. “For 
them, the disease tends to be less focal 
and perhaps more microvascular.”

Because there is a lesser chance of finding 
a blockage, says Duvernoy, providers can 
sometimes misdiagnose the problem.

“Unfortunately, that has been a strug-
gle. These women come in with chest 
pain but they don’t have an obstruction. 
When that happens, there is a risk that 
the provider thinks their patient is just 
having non-cardiac chest pain or that 
they don’t have ‘real coronary disease.’” 
However, she says, “These patients still 
need aggressive medical therapy and 
lifestyle modifications.”

The mental health connection
Perhaps most surprising to Duvernoy 
was the role mental health, particularly 
depression and PTSD, played in the pre-
sentation of many of these patients.

“It’s something that really deserves clos-
er attention,” she says. “It’s complicated. 
Depression and PTSD can manifest in 
chest-pain syndrome that isn’t related 
to obstructive coronary disease. But at 
the same time, they’re both risk factors 
for later development of coronary artery 
disease. 

So it’s something we need to address. 
Part of that is ensuring that cardiologists 
coordinate with mental health providers 
to make certain that we can provide op-
timal care for these patients.”

va.gov

A new VA study has homed in on the 
clinical differences between men and 
women Veterans who undergo procedures 
in cardiac cath labs like this one at the 
Pittsburgh VA. (Photo by Glenn Hangard)
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ENDOCRINOLOGY
Diabetes Wound Care: Much Progress in Past 25 
Years, but Challenges Remain

For Veterans and others with diabetes, foot care is super-critical.

The disease can damage nerves in the feet, causing a loss of 
feeling. Minor cuts, scrapes, and blisters go unnoticed, and 
poor blood flow slows healing. Without careful and frequent 
attention, these wounds can become infected and worsen to 
the point of requiring amputation of a foot or leg.

Of the 16 million Americans with confirmed diabetes — in-
cluding about one in five VA patients — about a quarter will 
have foot problems related to the disease. People with diabetes 
account for about two-thirds of lower-limb amputations in the 
U.S.

Longtime VA clinician-researcher Dr. Margaret Doucette has 
been in the forefront of providing top-notch wound care to 
Veterans with diabetes or related problems. Today, she is chief 
of physical medicine and rehabilitation at the Boise VA Medi-
cal Center. VA Research Currents interviewed Doucette about 
a VA study on the topic that she published exactly 25 years ago, 
and how the field has progressed since then.

1989 study
Title: Amputation prevention in a high-risk population 
through comprehensive wound-healing protocol
Journal: Archives and Physical Medicine and Rehabilitation 
(October 1989)
Authors: Doucette MM, Fylling C, Knighton DR
VA site: Minneapolis 
What was studied: The study included 24 Veterans with dia-
betes or vascular disease, or a combination. All had received 
a recommendation for amputation from a surgeon. The study 
tested an aggressive, comprehensive wound-care protocol that 
used a number of therapies: restoration of blood flow, infection 
control, wound debridement [cleaning away of dead or infect-
ed tissue], orthotics, and a special wound-healing gel based on 
the patient’s own blood. The result? All but four of the Veterans 
in the study were able to avoid amputation. 
What was learned: Doucette and colleagues concluded that 
“an aggressive, comprehensive amputation intervention pro-
gram can prevent the emotional, functional, and economic 
costs of limb loss in most high-risk patients.”

2014 Q&A with Dr. Doucette
Back in 1989, was the assumption that not much could be done 
to prevent amputation in high-risk patients? Did this study 
help change that view?

This was one of the first studies using advanced therapies 
to try and stimulate healing. Along with other methods, we 
used platelet-derived growth factors [proteins that trigger cell 
growth]. At the time, it was a novel intervention to enhance 
healing. Until then, the best we could do was maximize the 
body’s ability to heal by trying to control variables that influ-
ence healing — blood-sugar management, revascularization, 
off-loading of diabetic ulcers. The use of a topical application 
of growth factors was an early attempt to actually stimulate the 
healing process. In the ensuing years, there have been many 
advanced therapies developed. These include products that 
involve the use of live cells harvested from neonatal foreskin 
[also known as “skin equivalents”]; matrixes, such as pig gut, 
which provide a “ladder” for cells to migrate across wounds; 
and various growth factors, which have been well-researched.

Among the approaches you used in 1989, which are 
still used today?
The basic principles of wound healing remain very much 
the same: Identify and treat infection; address vascular 

Longtime VA clinician-researcher Dr. Margaret Doucette 
specializes in wound care and amputation prevention. 
Photo by Barbara A. Peterson

continued on page 127
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insufficiency; prepare the wound bed with debridement; im-
prove glucose control; and off-load, or protect, the wound.

In the world of infection, we have come to better understand 
the presence and role of biofilms — these are communities of 
bacteria that form an impermeable barrier in the wound or on 
an implant. This reduces the effectiveness of antibiotics.

Techniques of revascularization have become more sophis-
ticated, though they are similar in concept to 25 years ago. 
Hyperbaric oxygen therapy has gained some traction. We still 
struggle with how to effectively off-load a plantar diabetic foot 
ulcer, as this relies considerably on the patient’s buy-in. The 
total contact cast remains one of our best tools, but it is one of 
the least utilized by clinicians, partly because it is not well-ac-
cepted by patients.

Importantly, the field of wound healing has become a spe-
cialty in and of itself. There is certification and more training 
available, so our practitioners are better-versed in treatment 
options.

The greatest area of development has been with the techniques 
and products available to enhance healing. There are many 

more products and techniques available today than there were 
25 years ago, partly due to the research that has been per-
formed in VA and elsewhere.

Overall, compared with 25 years ago, how has the 
outlook improved for those with diabetes who may 
be at risk for amputation?

Sadly, the risk of amputation still remains high for those with 
poorly controlled diabetes. Much of the damage has been done 
before they develop an ulcer, and patients often delay seeking 
care or have difficulty fully participating in a care plan focused 
on limb salvage.

One of the greatest tools for successful intervention continues 
to be that of the interdisciplinary team, a model which VA 
embraced early on. Successful limb salvage always starts with 
the interdisciplinary team, and the VA model has this as its 
foundation. New areas of research can be integrated into this 
model. VA has a large population of patients at risk for ampu-
tation, making it critical that we continue to examine how we 
can reduce amputation rates.

research.va.gov

As part of the Department of Veterans Affairs’ (VA) ongo-
ing effort to improve Veterans’ access to healthcare, VA is 
announcing the launch of a national Hypoglycemic Safety 
Initiative (HSI) to encourage diabetic Veterans receiving VA 
care to seek support to lower the risk of hypoglycemia (low 
blood sugar). The new initiative will enable Veterans living 
with diabetes to work more closely with their VA clinicians to 
personalize health care goals and improve self-management 
of the disease.

“The Hypoglycemic Safety Initiative is designed to enable 
Veterans and their families, partners and caregivers to create 
a personal plan for blood sugar management based upon the 
Veteran’s unique health goals,” said Dr. Carolyn Clancy, In-
terim Under Secretary for Health. “Our objective is to change 
how diabetes is managed in VA and the United States, and 
to help patients improve their personal well-being, not just 
manage their numbers.” 

Diabetes is one of the most prevalent diseases among old-
er Americans, with one in four Veterans suffering from the 
disease. Recent clinical studies indicate that when diet, ex-
ercise and stress reduction are not successful, the benefits of 
achieving intensive blood sugar control with medication are 

less effective.  This is especially true for hypoglycemic agents 
(pills or insulin) used for those patients who have had dia-
betes for many years and those who have additional serious 
health conditions.

HSI’s key elements emphasize shared decision-making and 
universal health literacy to ensure Veterans understand the 
health information provided by their VA health care team. 
This includes the “teach back method” where Veterans and 
their caregivers are asked questions to be certain they un-
derstand and can act on key elements of self-management, 
including diet, exercise, glucose monitoring, managing med-
ications, and insulin injections. The focus of the HSI is to 
help raise awareness among patients who may be at risk. 

“Hypoglycemia has only recently been prioritized as a na-
tional public health issue, but Federal agencies are taking a 
leadership role in addressing the problem. 

We are proud to note the collaboration of VA with Depart-
ment of Health and Human Services in aggressively address-
ing this problem,” Dr. Clancy added.

va.gov

VA Implements National Hypoglycemic Safety Initiative
Empowering Veterans to Personalize their Diabetes Care

continued from page 124



Ve
te

ra
ns

 H
ea

lt
h 

A
dm

in
is

tr
at

io
n

128

Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
01

5 Veterans
INFECTION CONTROL
No Preventable Harms Campaign Aims for
“World’s Safest Health Care System”

Study of first phase, focused on 
urinary infections, shows strong 
results
Simple changes to the way patients are 
selected for urinary catheters could lead 
to major improvements in hospital in-
fection rates. What’s more, those same 
changes, from limiting unnecessary 
catheters to improving how they are 
handled, could be adapted to address 
other health care-associated infections, a 
major source of illness globally.

That’s the finding of a VA study on the 
“No Preventable Harms Campaign,” the 
stated aim of which is to “create the saf-
est health care system in the world.”

Led by researchers at VA’s Ann Arbor 
Healthcare System and the University 
of Michigan, the campaign started off 
by focusing specifically on catheter-as-
sociated urinary tract infections (CAU-
TIs). The results were published in the 
American Journal of Infection Control 
on March 1, 2015.

Hospital-acquired infections are com-
mon, costly, and dangerous, says Dr. 
Sanjay Saint, chief of medicine at VA 
Ann Arbor. They affect about 1 in 20 
patients admitted to hospitals every year.

The infections increase a person’s length 
of stay, overall health care costs and, ulti-
mately, the risk of dying.

Among hospital-acquired infections, 
CAUTIs are one of the most common, 
based largely in the fact that urinary 
catheters are used in as many as 1 in 5 
hospital patients.

According to Saint, who is also a professor 

of internal medicine at the University of 
Michigan, when people think of pre-
ventable harms in a hospital setting, they 
most often think of the kinds of major 
errors that spark global headlines: oper-
ating on the wrong patient, for example, 
or amputating the wrong limb. In reality, 
those kinds of errors are extremely rare. 
Rather, says Saint, infections are one 
of the key types of preventable harms, 
alongside blood clots in the extremities 
and medication-related errors.

Tackling common preventable 
harms
And while these are challenges every 
hospital must deal with, VA’s sheer size 
makes it a unique setting for such an ef-
fort. Serving almost 9 million Veterans 
each year in its 152 hospitals and more 
than 800 community-based outpatient 
clinics, VA is the largest integrated 
health care systems in the country and 
one of the largest in the world.

“VA has centralized data collection and 
there is a standardization of processes 
and purchasing,” says Saint. “It can draw 
upon a wide range of expertise within 
each VA region. VA is able to pool its 
collective resources, financial as well as 
intellectual, and come up with an ap-
proach to tackle some of the more com-
mon preventable harms.”

One such region, which includes 7 hos-
pitals and 29 community-based outpa-
tient clinics in central Illinois, Indiana, 
Michigan, and part of Ohio, developed 
the No Preventable Harms campaign. 
The campaign was the brainchild of a 
think tank, developed by regional VA 
leadership with the goal of keeping Vet-
eran patients safe.

“There was a lot of excitement and en-
thusiasm about this,” says Saint. “The 
people involved are people who believe 
in the mission of the VA, that every Vet-
eran deserves superb care. The fact that 
leadership supported the effort made it...
very rewarding.”

he think tank identified common patient 
harms with obvious prevention strat-
egies, such as hospital infection. Next, 
successful initiatives were reviewed to 
look at lessons learned from other hospi-
tals’ experiences. Finally, programs were 
developed to promote these patient-care 
initiatives throughout the entire region 
— one issue at a time.

research.va.gov

Dr. Sanjay Saint, with the VA Ann Arbor 
Healthcare System and the University of 
Michigan, is a leading national expert on 
health care-associated infections.
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5 Veterans
INFECTIOUS DISEASES
QUERI – Quality Enhancement Research Initiative
Telehealth Improves Access to Care for Veterans with Hepatitis C or HIV Infection

The VA healthcare system maintains an 
extensive network of infectious disease 
and hepatology specialty clinics that 
deliver state-of-the-art care for Veterans 
with HIV or hepatitis C infection, but 
rural-dwelling Veterans often have inad-
equate access to these specialty clinics. 
To address this gap in access, VA/HS-
R&D’s HIV/Hepatitis Quality Enhance-
ment Research Initiative (HH-QUERI) 
investigators have recently developed 
and evaluated care delivery models that 
employ clinical video telehealth (CVT) 
to improve access to specialty care for 
rural Veterans with HIV or hepatitis C.

In this QUERI study, Dr. Benjamin Sun 
and colleagues at the VA Greater Los 
Angeles Healthcare System evaluated 
the use of CVT to deliver HIV or hep-
atitis C specialty care for 43 Veterans in 
the Santa Maria and Bakersfield clinics, 
which serve rural areas and are more 
than a 100 mile drive from the nearest 
VA specialty clinic.1 

Study findings show that CVT improved 
access to specialty care, as reflected by 
an increase in visit completion rates for 
scheduled specialty clinic encounters 
from 61% for in-person visits in special-
ty clinics prior to the telehealth program 
to 76% for CVT visits. After adjusting 
for patient characteristics, study results 
showed that care by CVT was strongly 
associated with visit completion. More 
than 95% of Veterans rated CVT visits 
at the highest level of satisfaction and 
preferred CVT over in-person visits. 
Due largely to less travel time, Veterans 
reported a substantial decrease in time 
devoted to clinic visits with CVT com-
pared to in-person visits in specialty 
clinics, with a median decrease of 340 
minutes.

In a separate study supported by the VA 
Office of Rural Health, Dr. Michael Ohl, 
a member of HH-QUERI’s Executive 
Committee and an expert indelivering 
HIV care in rural settings, along with 
colleagues at the Iowa City VA Health 
Care System evaluated an innovative care 
delivery model for rural Veterans with 
HIV.2 This model integrated HIV special-
ty care delivered by CVT with onsite pri-
mary care delivered by PACTs in eight VA 
outpatient clinics serving rural areas. As 
rural Veterans with HIV grow older and 
accumulate multiple interacting chron-
ic conditions, it will be necessary not 
only to improve access to HIV specialty 
care, but also to ensure that they receive 
comprehensive and coordinated primary 
care closer to their homes. Key principles 
guiding development of the “Telehealth 
Collaborative Care” program were:

• Clear delineation of specialty care and 
primary care-PACT roles in co-man-
aged care;

• Creation of defined processes to co-
ordinate specialty care delivered by 
CVT with primary care by PACTs (e.g., 
“telehealth care coordination huddles” 
during CVT visits that involved the 
Veteran, PACT nurse care manager, 
and HIV clinic nurse care manager and 
assigned care tasks for follow up), and

• Use of a patient registry for popula-
tion management across sites.

Results of this study showed that 30 of 
32 Veterans who lived closer to a CBOC 
than the HIV specialty clinic chose CVT 
and collaborative care over traveling to 
the specialty clinic, and 88% reported 
that they were very or completely satis-
fied with care. An analysis of interviews 
with Veterans also identified several 

factors that enabled their participation 
in telehealth collaborative care, and that 
will influence wider implementation of 
this model. Interview themes included 
the need for attention to Veterans’ con-
cerns about privacy and HIV stigma in 
rural care sites when designing the tele-
health collaborative care program, and 
Veterans’ preferences for involvement of 
the HIV specialty care team and PACT 
in specific care tasks.

Together, these projects demonstrate 
that CVT improves access to specialty 
care, and that Veterans are highly satis-
fied with care via telehealth. Importantly, 
these studies also developed practices for 
implementing CVT that used existing 
resources only, which are widely avail-
able in VA. 

Moreover,investigators developed ap-
proaches for integrating specialty care 
delivered by CVT with primary care 
delivered by local Patient Aligned Care 
Teams (PACTs) in rural VA clinics.

HH-QUERI is committed to promoting 
the spread of these models to improve 
access to specialty care for rural Veterans 
with HIV or hepatitis C, without com-
promising the high quality of specialty 
care that currently exists in VA.
1. Saifu H, Asch S, Goetz M, et al. Evaluation of 

human immunodeficiency virus and hepa-
titis C telemedicine clinics. American Jour-
nal of Managed Care 2012;18(4):207-12.

2. Ohl M, Moeckli J, Ono S., et al. Mixed 
methods evaluation of a telehealth collab-
orative care program for persons with HIV 
infection in a rural setting. Journal of Gen-
eral Internal Medicine March 9, 2013; Epub 
ahead of print.

queri.research.va.gov

Veterans
INFECTIOUS DISEASES
Don’t Fear the Flu Season

Every year during flu season, many of us 
start ducking and dodging to avoid the 
coughs and sneezes of family, friends and 
strangers. Influenza, more commonly 
known as the flu, is a highly contagious 
respiratory illness that wreaks havoc 
during the fall and winter months. But 
one of the easiest ways to avoid the flu is 
to get vaccinated yearly.

Why do we have to get the flu shot annu-
ally? According to the National Institutes 
of Health, there are two reasons a flu vac-
cination is needed every year:

• First, the body’s immune response from 
vaccination declines over time, so an 
annual vaccine is needed for optimal 
protection.

• Second, the formulation of the flu vac-
cine is reviewed each year and updated 
to keep up with the ever-changing flu 
viruses.

“When a person is exposed to an influen-
za virus, whether by infection or vaccina-
tion, their immune system will produce 
specific antibodies against the antigens 
[surface proteins] on a particular virus,” 
said Army Col. Margaret Yacovone, di-
rector of the Immunization Healthcare 
Branch at the Defense Health Agency.

Each year, approximately 2,000 influenza 
virus strains are compared for similarities 
with those that make up the current flu 
vaccine. They are monitored for changes 
or mutations in the viruses. 

Experts rely on the study for information 
about the vaccine’s ability to create an im-
mune response, and that helps determine 
what virus strains to include in the next 
seasons’ flu vaccine.

Yacovone says this year’s vaccine pro-
tects against several flu viruses. However, 
there can be significant differences, or 
“drift,” among the various strains, she 
said. While vaccine effectiveness can 
be reduced through drift, it still pro-
vides protection against the non-drifted 
strains. “That’s why getting vaccinated 
with the influenza vaccine helps protect 
against getting the flu, even when the 
strains vary.”

The influenza virus is spread through aero-
solized respiratory droplets during close 
contact with an infected person, animal 
or contaminated object. The incubation 
period is commonly two days, but that can 
range from one to four days. Because the in-
cubation period is short, flu outbreaks can 
be volatile. People who have the flu experi-
ence fever, chills, cough, sore throat, runny 
nose, muscle aches, headaches and fatigue.

For some people, the recovery period can 
take a few days, but for others, it can last up 
to two weeks. Complications can develop 
from the flu, including bronchitis, sinus 
and ear infections, and pneumonia, which 
can be life-threatening, warned Yacovone.  

There are two vaccines available: a flu shot 
or a nasal spray mist. There are common 
side effects associated with both vaccines. 
Depending on which vaccine you get, 
mild side effects may occur. They include 
soreness and redness at the injection 
site, cough, nasal congestion, sore throat 
and chills, but most resolve within 24-48 
hours. 

Flu vaccines are safe and are not able to 
infect you with the flu because the vac-
cines contain killed or weakened viruses.

health.mil

Flu shot now available at Wilford Hall-Military members, dependents, retirees and 
civilian personnel are now able to receive the influenza vaccine at the mobile flu shot 
unit currently set up in the Wilford Hall Ambulatory Surgical Center atrium, Joint Base 
San Antonio-Lackland, Texas. Beginning Oct. 1, 2014, influenza vaccinations will be 
administered on a first-come first-served basis with active-duty personnel taking priority. 
U.S. Air Force photo/Staff Sgt. Jerilyn Quintanilla
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instead of a patient having to come in 
and fast, get a biopsy, wait two or three 
hours before they go home, the patients 
can come here, get a completely painless 
procedure done in 10 minutes.”

“We also have the ability to do bedside 
ultrasonography in our clinic. If a pa-
tient comes in and they are complain-
ing of pain or a change in their health 
condition has developed, we are able to 
immediately scan the liver and see if it’s 
inflamed or if there are any other caus-
es for the discomfort,” he said. “This is 
extremely unusual because most clinics 
do not have this amount of technology 

directly in the clinic to do rapid diagnos-
tics and staging. All of this has helped 
with the success of the program.”

De Comarmond said the current target 
is to be able to treat 30 to 40 new patients 
each month.

“We are treating patients with the more 
advanced liver disease first. Then, eventu-
ally, we will bring in the patients who have 
earlier stages of liver disease,” he said.

The first step to treatment is early detection.
“Hepatitis is a silent disease – you won’t 
know you have it unless you get tested 

for it. The classic risk factors for hepatitis 
C include if you have used intravenous 
drugs or cocaine, if you have received 
a blood transfusion before 1991, and if 
you have tattoos or piercings because 
of the possibility that it was done with 
equipment that wasn’t sterilized proper-
ly,” said de Comarmond. 

“Most people, when they acquire hepati-
tis C, have only mild flu-like symptoms, 
so they really don’t know they have it 
because there are no special signs or 
symptoms for it.”

salisbury.va.gov

In 1998, the Veterans Health Administration recognized the 
urgent need to address hepatitis C in Veterans and appointed 
San Francisco as one of two Centers of Excellence (SFCOE) 
for Hepatitis C in the VA. The charge of the SFCOE was to 
develop treatment recommendations to standardize the care 
of Veterans with HCV disease, to develop a web site for both 
Veterans and VA providers about hepatitis C and related 
topics such as liver transplantation, hepatitis B and hepatitis 
immunizations. With the Center in Miami, the SFCOE was 
also responsible for organizing provider conferences on a va-
riety of aspects of hepatitis C, including discussion of issues 
that are particularly important to Veterans with hepatitis C, 
namely the incorporation of mental health and substance 
abuse professionals in patient management.

The San Francisco Hepatitis C Resource Center (HCRC) 
was established in 2002 but its origins go back more than a 
decade. The San Francisco Veterans Administration Medical 
Center (SFVAMC) has been on the forefront of clinical re-
search in viral hepatitis since the discovery of the hepatitis C 
virus in 1989. Investigators at SFVAMC have worked close-
ly with biotechnology companies, many of which are based 
in the San Francisco Bay Area, to develop new therapies to 
treat hepatitis C and to develop new strategies for diagnosing 
past and active hepatitis C infection. Through clinical trials 
conducted at the SFVAMC, Veterans have had access to hep-
atitis C therapies, often many years before these treatments 
have been generally available by prescription. Researchers at 

SFVAMC/UCSF receive funding from the Medical Research 
Service of the VA, from the National Institutes of Health and 
from the private sector.

Community Advisory Board — Mission Statement
The Community Advisory Board of the VA San Francisco 
Hepatitis C Resource Center is comprised of Veteran and 
non-Veteran volunteers concerned that our nation’s Veterans 
receive optimum health care. The CAB represents the inter-
ests of Veterans; offers perspective and guidance in bridging 
the gap between Veterans’ needs and Veterans’ Administra-
tion providers; and works to enhance the VA’s best efforts to 
provide Veterans the highest quality health care available.

hepatitis.va.gov

San Francisco Hepatitis C Resource Center

There have been many advances in the 
treatment of hepatitis C over the last 
decade, and the Salisbury VA Medical 
Center has been a leader in treating and 
curing the disease, thanks to staying on 
the cutting edge of treatments available 
over the years.

Salisbury’s Infectious Disease clinic 
has been providing care to hepatitis C 
patients in a comprehensive multidisci-
plinary environment since 2007, and has 
been above national averages for cure 
rates in recent years, said Dr. Charles 
de Comarmond, chief of the Infectious 
Disease clinic.

“If you look at the past few years from 
2010 to now, we have been one of the lead-
ers, probably in the top five in the country 
based on the number of patients who 
have received hepatitis C treatment here,” 
he said. “We have a very high success rate 
despite the fact that over 50 percent of 
our patients fall into the “difficult to treat” 
category; our rates have surpassed the na-
tional VA benchmark for every year that 
we’ve had the program in Salisbury.”

De Comarmond said there are several 
reasons his team has been so effective at 
treating hepatitis C patients.

“We’re successful because we use a team 
approach. We have clinical pharmacists 
in the clinics looking at the patient’s 
medication adherence. We also have 
a mental health provider in the clin-
ic so that the patients who really need 
the support don’t have to go to another 
clinic,” he said. “The whole concept of a 
Patient-Aligned Care Team (PACT) was 
happening right here in our clinic even 
before it was born as a concept.”

Another reason for the high rates of 
success is that the clinic has been able 
to provide the most recent treatments 
available on the market as they became 
available.

“For many years, the only choices that we 
had in terms of drugs to treat hepatitis C 
was interferon and ribavirin. Interferon 
was like chemotherapy and it had a lot 
of side effects. Patients receiving these 
drugs felt like they were experiencing 
the flu every week for 48 weeks,” he said. 
“Imagine having to take injections every 
week for 48 weeks and having flu-like 
symptoms; and the cure rate was only 30 
to 40 percent.”

Then, about three years ago there was an 
emergence of new drugs starting to hit 
the market.

“The next two drugs, telaprevir and bo-
ceprevir, were revolutionary in terms 
of cure rates – moving them from 30 to 
60 percent based on clinical trials. They 
also cut the treatment time down to six 
months,” he explained. “But they still re-
quired us to use interferon and ribavirin, 
so we were just adding more medication 
to the existing regimen.”

The cure rates changed tremendously as 
two new drugs were approved for use 
last year — sofosbuvir and simeprivir.

“These really changed the landscape as 
the treatment time has been cut to 12 
weeks, and they have moved the cure 
rate to more than 80 percent nationally,” 
said de Comarmond. “The only issue 
that we have seen here is that a lot of our 
patients have already been exposed to 
multiple other treatments, causing them 

to have a response rate of less than 80 
percent.”

“Because of these most recent drugs, the 
cure rate in our clinic moved from 30 
to 40 percent, to a 60 percent cure rate, 
which is fantastic because we almost 
doubled our cure rate,” he added. “This 
has allowed Salisbury to become the 
number one center across the country in 
VA for treating patients with this type of 
medication.”

De Comarmond said he hopes to see 
cure rates continue to rise thanks to 
release of the most recent hepatitis C 
medications.

“As of about a month ago, we now have 
a combination of new pills, sofosbuvir 
and ledipasvir, and the treatment with 
these drugs is anywhere between eight 
to 12 weeks with an expected cure rate 
of 80 to 95 percent,” he said. “We have 
really seen an evolution of the duration 
of treatments getting shorter and short-
er, and the cure rates are much higher.”

A new combination therapy, Viekira Pak 
was also approved in the past month — 
offering high cure rates.

Along with advancements in medications, 
the clinic also provides the latest techno-
logical screening equipment available.

“We were among the first in the country 
to perform noninvasive staging of liver 
disease. We have a device that is called 
a fibroscan that allows us to use an ul-
trasonic probe that measures the liver’s 
stiffness, compared to doing liver biop-
sies to see what stage of liver disease” 
a patient is in, he explained. “So now, 

Veterans
IMMUNOLOGY
Salisbury VAMC Hepatitis C Cure Rates
Among Best in VA
By Michael Maddox, Salisbury VAMC Public Affairs 
and W.G. (Bill) Hefner VA Medical Center Public Affairs 
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5 PTSD and chronic pain
The prevalence of PTSD is substantially elevated in patients 
with chronic pain. A current PTSD prevalence of 35% was 
seen in a sample of chronic pain patients13, compared to 3.5% 
in the general population14. In a study of patients with chronic 
low back pain, 51% of the patients evidenced significant PTSD 
symptoms15. In another study of patients who experienced 
chronic pain following a motor vehicle accident, researchers 
found that 50% of the patients developed PTSD16.

One symptom of PTSD is that the person becomes emotional-
ly or physically upset when reminded of the traumatic event. 
For people with chronic pain, the pain may actually serve as a 
reminder of the traumatic event, which will tend to exacerbate 
the PTSD.

Past experiences, present pain
It is important to recognize that certain types of chronic pain 
are more common in individuals who have experienced spe-
cific traumas. For example, adult survivors of physical, psycho-
logical, or sexual abuse tend to be more at risk for developing 
certain types of chronic pain later in their lives. The most com-
mon forms of chronic pain for survivors of these kinds of trau-
ma involve: pain in the pelvis, lower back, face, and bladder; 
fibromyalgia; interstitial cystitis; and nonremitting whiplash 
syndromes17.

Some of the theories as to why this relationship occurs relate 
to personality development, neurobiology or neurophysiology, 
memory, behavior, and personal coping styles18-20. In order to 
increase our understanding of the relationships between cer-
tain traumas and specific kinds of chronic pain, it is essential 
that health care providers ask both male and female patients 
with chronic pain about their childhood experiences. It is 
particularly important to gather this information for those 
patients where the source or basis for their pain conditions is 
unknown.

Treating individuals who have chronic pain and 
PTSD
Cognitive-behavioral therapy (CBT) is a psychotherapeutic 
intervention that helps patients manage chronic pain21. Other 
types of treatment that help patients with chronic pain include: 
stress inoculation training, behavior modification/operant 
conditioning, self-directed treatments, and adjunctive treat-
ments such as biofeedback and relaxation training22. There are 
also manualized treatments that specifically address avoidance 
behaviors and hypervigilance, because these behaviors tend to 
reinforce fear reactions.

Research suggests that providing CBT treatments to address 
PTSD symptoms in patients with chronic pain may lead to im-
provements in pain-related functioning23. This has been seen 
even when the pain was not addressed specifically in the in-
tervention. When treating patients with chronic pain, it is vital 
that health care providers address patients’ symptoms of PTSD 

and depression. In so doing, they increase the likelihood that 
patients will have improvements in their levels of pain as well 
as in their physical and emotional functioning.

Recommendations for health care providers
When patients are coping with a chronic pain condition, it is 
difficult for them to hear from a health care provider that they 
will need to ‘’live with it” and ‘’manage the pain” for the rest 
of their lives. Being faced with the news of impending health 
problems, ongoing severe pain, and disability is extremely dif-
ficult. These individuals may have lost their physical abilities, 
and they have lost the assurance that they can fully control 
whatever is going on in their lives. Much like losing a loved 
one, these individuals will need to grieve their losses. This may 
take some time and will vary from person to person. Here are 
some suggestions for assisting these individuals:

• Gather a thorough biopsychosocial history and assess the 
individual for medical and psychiatric problems. Do a 
risk assessment for suicidal and homicidal ideation. Also 
ask about misuse of substances, such as drugs or alcohol, 
including over-the-counter and prescription drugs or nar-
cotics. Taking appropriate steps to ensure someone is clean 
and sober and not using medications or other substances to 
self-medicate is a necessary component of treatment.

• Assess for PTSD symptoms. A quick screen is the Primary 
Care PTSD Screen (PC-PTSD) that has been designed for 
use in primary care and other medical settings. See PTSD 
Screening and Referral: For Health Care Providers for more 
information and a copy of the screen.

• Make appropriate referrals for PTSD, depression, other 
psychiatric disorders, or significant spiritual issues. Like-
wise, help build up or stabilize the patient’s social support 
network, as this will act as a buffer against the stress they 
are experiencing.

Understand that prior to patients’ being able to come to an ac-
ceptance about the permanence of their condition, they will be 
feeling very much out of control and helpless. Their lives es-
sentially revolve around trying to regain their sense of control. 
This can sometimes be difficult, particularly when treatments 
don’t seem to help or the patient’s support system is weak. 
There may be times when they become outwardly angry or de-
pressed. Restoring some sense of control and empowering the 
patient is a fundamental part of the treatment process.

References available at ptsd.va.gov

ptsd.va.gov

In stark contrast to acute pain, chronic pain 
persists beyond the amount of time that is 

normal for an injury to heal.

Veterans
NEUROLOGY
The Experience of Chronic Pain and PTSD:
A Guide for Health Care Providers
Lorie T. DeCarvalho, PhD

What is chronic pain?
According to the International Association for the Study of 
Pain (IASP), chronic pain involves suffering from pain in a 
particular area of the body (e.g., in the back or the neck) for 
at least three to six months1. Chronic pain may be as severe 
as, if not more severe than, acute pain but the individual’s ex-
perience is ‘’modulated and compounded by the prolonged or 
recurrent nature of the chronic state, and further complicat-
ed by a multitude of economic and psychosocial factors”2. In 
stark contrast to acute pain, chronic pain persists beyond the 
amount of time that is normal for an injury to heal.

Chronic pain can have a variety of sources including disease 
processes or injuries. Some chronic pain stems from a traumat-
ic event, such as a physical or sexual assault, a motor vehicle 
accident, or some type of disaster. Under these circumstances 
the person may experience both chronic pain and Posttrau-
matic Stress Disorder.

How common is chronic pain?
Approximately one in three Americans (more than twelve mil-
lion people) suffer from some kind of recurring pain in their 
lifetimes3 and three million of these individuals are seriously 
disabled from their chronic pain conditions4. Eighty to nine-
ty percent of Americans experience chronic cervical or lower 
back problems2.

Evaluating chronic pain
Medical providers have a difficult time ascertaining the accu-
racy of patients’ pain severity. Care providers generally assess 
chronic pain by administering physical examinations and hav-
ing patients perform various tasks, such as exercises that help 
the provider evaluate the patient’s strength, flexibility, and re-
flexes. At times, patients are asked to rate their pain on a scale 
from “no pain at all to “completely unbearable”. Yet, because 
every person is different and perceives and experiences pain in 
different ways, it is difficult for medical providers to determine 
how much pain an individual is experiencing.

In addition, health care providers usually base their deter-
mination of pain severity on their own perceptions of how 
much pain seems appropriate for a given injury or pain condi-
tion5-6. There is often very little consistency between providers 

regarding the measurement of their patients’ pain. This creates 
obvious frustration for providers, but this can be even more 
exasperating for the individual who is suffering from chronic 
pain. It is common for patients to be disbelieved, or to have the 
level of their pain or disability minimized. Many times, this 
frustration causes patients to go from provider to provider in 
search of answers and relief from their pain. Additionally, this 
kind of experience often contributes to an increased sense of 
helplessness and despair, which can subsequently increase ten-
sion and pain, as well as emotional distress.

What is the experience of chronic pain like 
physically?
There are many forms of chronic pain, and each type of con-
dition results in different experiences of pain and disability. As 
an example, chronic low back pain (CLBP), the most pervasive 
or common type of pain, is known to result in severe disability 
and limitation of movement.

Most patients with chronic pain resort to invasive assessment 
or treatment procedures, including surgery, to help ameliorate 
the pain. Individuals with chronic pain are less able to func-
tion in daily life than those who do not suffer from chronic 
pain. Patients with severe chronic pain and limited mobility 
oftentimes are unable to perform activities of daily living, such 
as walking, standing, sitting, lifting light objects, doing paper-
work, standing in line at a grocery store, going shopping, or 
working. Many patients with chronic pain cannot work be-
cause of their pain or physical limitations.

What is the experience of chronic pain like 
psychologically?

Chronic pain and the disability that often comes with it can 
lead to a cognitive reevaluation and reintegration of one’s 
belief systems, values, emotions, and feelings of self-worth7. 
Numerous studies have indicated that many patients who ex-
perience chronic pain (up to 100%) tend also to be clinically 
depressed8-10. In fact, depression is the most common psychiat-
ric diagnosis in patients with chronic pain11. The experience of 
progressive, consistent chronic pain and disability also trans-
lates for many individuals into having thoughts of suicide as a 
means of ending their pain and frustration12.
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Reaching Veterans with MS Via Nurses
By Patricia Wadsley

“When my mother was diagnosed many years ago, there were no 
treatments for MS,” said Carol Johnson, RN, a registered nurse 
at the Veterans’ Hospital in San Diego. “I grew up thinking that 
there was nothing you could do about it. That all changed when 
I went to a program at the Veterans Administration.”

Johnson and over 30 other RNs from Veterans’ hospitals across 
the country attended the John Dystel Nursing Program, a 
three-day training course about MS at the VA’s MS Center for 
Excellence West, jointly sponsored by the Society and the U.S. 
Department of Veterans Affairs. Certified MS nurses taught 
the RNs to identify and manage symptoms and understand the 
disease-modifying therapies. In addition, the nurses learned 
about resources available to vets.

This training is especially important because there have been 
some hints, but insufficient proof, of a higher incidence of MS 
among service people. The Department of Defense provides 
full benefits to Veterans who develop MS within seven years 
of their service. But many VA hospitals are under-resourced in 
terms of MS specialists. “That’s where we thought nurses could 
step in,” said Nancy Holland, EdD, RN, MSCN, vice president 
of Clinical Programs for the Society, who is a board member of 
the VA’s Centers of Excellence. “Much MS care is about man-
aging symptoms, and nurses are specialists at helping their 
patients do that.”

va.gov

The Multiple Sclerosis Centers of Excellence are dedicated to 
furthering our understanding of multiple sclerosis, its impact 
on Veterans, and effective treatments to help manage multiple 
sclerosis symptoms.

The VA provides health care services to Veterans with MS from 
the time of diagnosis throughout their life, whether or not they 
have a service-connected or non-service connected status.

Our Mission
• Improve the healthcare for Veterans with Multiple Sclerosis
• Improve coordination between VA medical centers by devel-

oping an informal network within the VA.
• Provide resources to VA providers through a collaborative ap-

proach to clinical care, education, research, and informatics.

Our Goals
The MS Centers of Excellence are dedicated to further the under-
standing of the disease, its impact on Veterans, and effective treat-
ments to help manage MS symptoms. By partnering with Veterans, 
caregivers, and health care providers we hope to minimize disease 
impairment and increase the quality of life for Veterans with MS.

Our goals are to improve the quality and consistency of health 
services delivered to Veterans with MS across the country. Using 
a population-based management model, we support providers 
and Veterans by . . .

• Maintaining a national MS Data Repository of Veterans with 
MS that we use in our own research and making this data 
available to other MS researchers,

• Impacting services at the point-of-care using electronic 
medical record tools,

• Developing face-to-face and distant education and training 
options for health professionals and Veterans to facilitate 
evidence-based delivery of services.

Our Programs
The MS Centers of Excellence are organized around four cores:
1. Clinical Care: Improve the clinical care of Veterans with MS 

by fostering an integrated hub–and–spoke care system within 
the entire VHA.

2. Research and Development: Conduct, disseminate, and apply 
research relevant to health needs of Veterans with MS using 
pre-clinical research on novel therapies and to pilot local and 
national clinical trials.

3. Education and Training: Provide a national program of MS ed-
ucation for VHA healthcare providers, Veterans and caregivers. 
Using a specialized post-doctoral fellowship training program 
continue to develop expertise in MS health care delivery.

4. Informatics and Telemedicine: Employ state-of-the-art infor-
matics, telemedicine technology, and the MSCoE web site to 
enhance strategies and practices of MS healthcare delivery.

Multiple Sclerosis Centers of Excellence

Veterans
NEUROLOGY
Veterans Health Administration Updated 
Benefits for Veterans with Multiple Sclerosis

Veterans may be eligible for a broad range of programs and ser-
vices provided by the Department of Veterans Affairs (VA). These 
programs are based upon enrollment eligibility and discharge 
status from active military service. There are several categories 
of eligibility based upon a variety of factors. The VA determines 
a patients’ eligibility for VA’s comprehensive medical benefits 
package once they enroll through the online application process 
at www.va.gov/healthbenefits , or at a local VA medical facility, 
or by calling VA at 1-877-222-VETS (8387). If your patient is 
already enrolled in VA healthcare, they can update their infor-
mation online. More detailed information about VA eligibility 
status is found on the Veterans Health Administration website.

Women Veterans are eligible for the same VA benefits as male 
Veterans. Their eligibility is based upon the same Enrollment 
Priority Group process mentioned above. Once eligibility is de-
termined, women Veterans can receive their medical care from 
specialized Women’s Centers available at each VA Medical Center.

Service-Connected Benefits for Multiple Sclerosis (MS): Ser-
vice-connected (SC) status includes Veterans who are disabled 
by an injury or disease that was incurred or aggravated during 
active military service. Veterans with symptoms of MS in the 
military or within seven years after honorable discharge may 
be eligible for SC disability.

NonService-Connected Benefits for MS: Nonservice-con-
nected (nonSC) status refers to Veterans who have a disabil-
ity or health issue that is not related to their military service. 
Veterans diagnosed with MS after the presumptive period of 
seven years could be eligible for VA benefits under the nonser-
vice-connected status.

Medical care for eligible Veterans with MS includes disease mod-
ifying therapies, other medications, physical and occupational 
therapy, and other health care services and medical equipment. 

Prosthetic and Sensory Aids Service
Veterans with MS are eligible for many services from the Pros-
thetic and Sensory Aids Service (PSAS) program. The basic 
eligibility for prosthetic items is enrollment in the VA system 
and proper medical justification. Service connection does not 
have a role in eligibility except for certain programs.

PSAS is an integrated delivery system designed to provide el-
igible Veterans medically prescribed devices such as hearing 
aids, eyeglasses, speech and communication devices, home 

dialysis supplies, orthopedic braces/supports/footwear, wheel-
chairs, home respiratory aids, hospital beds, and other dai-
ly-living aids.

Home Improvement Grants
There are several types of grants to make medically neces-
sary home improvements like roll-in showers and widening 
of doorways. The Home Improvements and Structural Alter-
ations (HISA) program will pay a lifetime benefit up to $6,800 
for home alterations for a SC disability and a lifetime benefit 
up to $2,000 for other Veterans. 

• The Specially Adaptive Housing (SAH) grant is generally 
used to make a home wheelchair accessible and has a max-
imum of $64,960.  The Special Housing Adaptations (SHA) 
grant is limited to $12,992 and is related to specific losses 
of hand mobility and blindness. The Temporary Residence 
Adaptation (TRA) grant is also available.

• Mobility Benefits: It is common for many individuals who 
have MS to experience changes in their mobility and require 
different accommodations to help maintain mobility.  A con-
sult should be sent to Physical Medicine and Rehabilitation 
Services (PM&RS) or another appropriate interdisciplinary 
Mobility Clinic to reevaluate changes in mobility needs such 
as needing a power chair. 

• Driver Rehabilitation: Maintaining independence is import-
ant and the VA assists in getting Veterans with disabilities 
back on the road again. Services include driving assessments 
and training.

• Modifications: SC Veterans qualify for a one-time automo-
bile adaptive equipment benefit up to $19,505 toward the 
purchase of an automobile or other conveyance. SC and 
nonSC Veterans can apply for other vehicle modifications 
like van lifts.

• Clothing Allowance: SC Veterans may receive an annual 
monetary allowance for clothing that has been damaged by 
prosthetic or orthopedic appliances up to $753.

Prescription Medications
The typical medication prescription co-pay is $8 per prescrip-
tion for a 30-day supply. Depending upon eligibility status co-
pays can be waived. 

va.gov

http://www.va.gov/healthbenefits
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NURSING
International Nursing Hall of Fame Honors VA 
Nurse for Her Research on Treating TBI
By Christine E. Kasper, PhD, RN

In war-torn areas, close-range explosions 
from improvised explosive devices and 
other blasts can cause mild and severe 
traumatic brain injury (TBI) in our troops.

Determining best practices for treat-
ing the effects of TBI on the health of 
our Veterans has been an emphasis for 
Christine E. Kasper, Ph.D., R.N., senior 
research scientist at the Department of 
Veterans Affairs.

“Dealing with the significant effect of 
TBI for the civilian and military health 
care systems can be quite a challenge 
due to the overall complexity,” said Dr. 
Kasper.

Thanks in part to her TBI research Dr. 
Kasper is one of 19 researchers interna-
tionally being inducted into the Nursing 
Hall of Fame at the 26th International 
Nursing Research Congress in Puerto 
Rico on July 25, 2015.

“It’s an honor for VA to recognize Dr. 
Kasper for her research efforts. Her 
life-changing research results, her in-
sight, expertise, and integrity have great-
ly impacted the profession and improved 
the lives of our veterans,” said Dr. Caro-
lyn Clancy, Interim Under Secretary for 
Health.

Dr. Kasper’s research in this area is im-
portant because blast-induced traumatic 
brain injury has become a signature in-
jury of the recent conflicts in Iraq and 
in Afghanistan. For this population the 
data suggest that even mild and mod-
erate forms of TBI can cause long-term 
behavioral changes.

Dr. Kasper’s earlier TBI studies found 
inflammation, behavioral changes, and 
lasting memory impairment. The aim of 
her most recent study was to determine 
whether treatment with the anti-inflam-
matory drug minocycline could help 

diminish the behavioral effects of brain 
injury. She also wanted to assess the 
effects of the treatment on select brain 
regions associated with anxiety, depres-
sion, and memory.

“We found that the minocycline treat-
ment normalized serum and tissue levels 
of the majority of the selected regions,” 
said Dr. Kasper.

In addition to finding medication to help 
reduce brain inflammation after TBI, Dr. 
Kasper also turned to brain stimulation 
to help improve working memory.

Dr. Kasper’s research shows great prom-
ise in improving the treatment of trau-
matic brain injury. The combination of 
physical and social interactions appears 
to help with learning and memory func-
tions, and is easily implemented.

va.gov
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A Message from VA’s 
Chief Nursing Officer Donna Gage

In her role as VA’s Chief Nursing Offi-
cer, Dr. Donna Gage, PhD, RN, NE-BC, 
oversees the Office of Nursing Services. 
This Nurses Week, she thanks the nurses 
who serve our Nation’s Veterans.

National Nurses Week (May 6-12) is a 
time to honor VA Nurses’ contributions 
to the VA health care system, both in 
the role we play as clinicians and leaders 
who can dramatically influence the qual-
ity of care.

VA Nurses from across the country truly 
embody the theme of this year’s National 
Nurses Week – Ethical Practice. Quality 
Care. Through living the ICARE VA val-
ues, talented VA Nurses meet Veterans’ 

needs with compassion and skill, in a 
time of healthcare transformation. In 
fact, VA Nursing has taken the lead in 
many efforts driving towards success in 
VHA’s transformation into a 21st centu-
ry organization.

VA nurses work collaboratively and 
inter-professionally across VHA to en-
hance the Veteran experience through 
patient safety, care coordination, and 
patient engagement. VA Nurses serve 
and honor the nation’s Veterans and their 
families with concern and compassion. 
VA Nurses impact quality and safety for 
our Veterans through their astute clini-
cal services, research efforts, informatics 
talent, and academic initiatives. As such, 

VA Nurses are key players in the forward 
looking transformation efforts shaping 
VHA health care every day. As we reflect 
upon future opportunities for health 
care and for the nursing profession, it is 
inspiring to note how far we have come. 
It is a privilege to work with our over 
90,000 nursing staff to develop approach-
es to improve the quality, safety, and ef-
fectiveness of VA Nursing practice and 
enhancing the experience for all Veterans 
who receive our care. With gratitude and 
respect for your excellence in service, 
your acts of kindness, and your passion 
for providing the best nursing care, we 
honor you during National Nurses Week.

va.gov

Along with the opportunity to serve those who selflessly served 
us, being a nurse at the Department of Veterans Affairs provides 
numerous opportunities to learn, grow and excel. A career at 
VA is both challenging and complex. We support our nurses as 
they advance through every stage of their career, beginning in 
nursing school through retirement, to make them better care-
givers. Each program is designed to enhance nurses’ knowl-
edge, enabling them to deliver better care to our Veterans.

Here are a few of our education support programs:

• Education Debt Reduction Program: covers tuition costs 
for related educational expenses for part and full-time 
nurses.

• Education Incentive Scholarship Program: awards 
scholarships so nurses can further their education, get an 
advanced degree and build their career.

• Student loan repayment program: provides certain nurs-
es with up to $10,000 per year, with a lifetime maximum 
of $60,000 to help repay student loans.

VA nurses also have the unique opportunity to further their 
learning by taking advantage of our internal initiatives such 
as:

• VA Learning Opportunities Residency (VALOR): offers 
paid work experience with the guidance of a mentor for 
outstanding students in their final years of baccalau-
reate study in clinical nursing, pharmacy and medical 
technology.

• VA Learning University: provides continuous learning 
and a world of educational opportunities, ranging from 
professional development to work-related courses, offered 
by the Government and private organizations.

We understand that nurses are driven by their passion and 
dedication. That’s why we’ve created an environment that is 
conducive to learning and professional development — all 
with the goal of giving our Veterans the best care possible.

va.gov

Passion, Dedication and Learning
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September is Prostate Cancer Awareness Month
By Bernard S. Little, Walter Reed National Military Medical Center

More than 233,000 men will be diagnosed with prostate cancer 
this year, making it the second most common new cancer diag-
nosed following breast cancer, which has more than 235,000 diag-
noses this year, according to the American Cancer Society (ACS).

Also this year, more than 29,000 men will succumb to prostate 
cancer, the ACS reports.

“After lung cancer, prostate cancer is the second leading cause of 
cancer-related deaths among men in the United States. One in six 
men over their lifetime will develop prostate cancer,” says retired 
Army Col. (Dr.) Jane L. Hudak, a nurse and patient educator for 
the Center for Prostate Disease Research (CPDR) at Walter Reed 
National Military Medical Center (WRNMMC). The CPDR is a 
component of the John P. Murtha Cancer Center at WRNMMC.

“They are fathers, brothers, and sons…,” President Barack Obama 
indicates in his September 2014 proclamation for National Pros-
tate Cancer Awareness Month.

“During National Prostate Cancer Awareness Month, we honor 
all those whose lives have been touched by this disease, and we re-
new our commitment to reducing its devastating impact through 
more effective prevention, detection, and treatment,” the presi-
dent continued.

“Since the mid-1990s, the mortality rate for prostate cancer has 
fallen, but too many men — an estimated 29,000 this year — will 
die from this disease, and even more are at risk,” Obama added. 
“Increased awareness can help these men make informed choices 
about their health. While the exact causes of prostate cancer re-
main unknown, medical research has identified well-established 
risk factors with which men should be familiar, including age, 
family history, and race. I encourage all men, especially those at 
higher risk, to talk with their doctors about how prostate cancer 
could affect them.”

Hudak said all men have the potential risk of developing prostate 
cancer sometime in their lifetime. “It can occur in men of all ages, 
but it occurs more frequently in men over 50, and is most com-
mon in men over 65.”

In addition, she stated men who have a family history of pros-
tate cancer are more likely to develop the disease than other men, 

particularly if it is a first-degree relative, such as father, brother, or 
if there are two first-degree relatives with prostate cancer.

“Also, if the family member’s prostate cancer was diagnosed at 
an early age, such as before age 60, the likelihood of a man de-
veloping prostate cancer at an early age is also increased,” Hudak 
continued.

“African-American men are at increased risk of developing pros-
tate cancer,” Hudak added. “In fact, African-American men have 
the highest rate of prostate cancer, [and] the reason is not known.”

Army Lt. Col. (Dr.) Inger Rosner, the director of urologic oncol-
ogy and CPDR associate director at WRNMMC, explained de-
tection for prostate cancer is by a digital rectal exam (DRE) and 
a blood test for “PSA” or prostate specific antigen. The PSA test 
measures the level of PSA in the blood, a substance produced by 
the normal prostate but in higher levels by most prostate tumors. 
All men have some PSA in their blood, but an elevated PSA does 
not necessarily mean that a man has prostate cancer.

“With early risk assessment and detection of prostate cancer, we 
are diagnosing prostate cancer in its earliest stages,” Rosner said. 
Prior to the use of PSA testing, 21 percent of newly diagnosed men 
had prostate cancer that had spread beyond the prostate (meta-
static) and 68 percent of men had tumors confined to the prostate. 
Today, only four percent of men have metastatic disease and more 
than 90 percent of men have tumors confined to the prostate.

The American Cancer Society estimates doctors will diagnose 240,000 
new cases of prostate cancer and one in six men will develop prostate 
cancer at some point in their lifetime. (Courtesy photo)

continued on page 150



Veterans H
ealth A

dm
inistration

151

Ve
te

ra
ns

 H
ea

lt
h 

A
dm

in
is

tr
at

io
n

150

Arm
ed Forces M

edicine 2015Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
01

5 Veterans
ONCOLOGY
Don’t Be Embarrassed to Get Screened
for Prostate Cancer
By Sgt. Peter Sessum, 122nd Public Affairs Operations Center 

Preventive Maintenance Checks and Services of weapons, ve-
hicles and equipment are part of everyday military life. Why 
not a PMCS of the body as well’ If one simple test can save a 
life, why not do it’ 

Prostate cancer was the 
most highly diagnosed 
non-skin cancer at Madi-
gan Healthcare System last 
year. The prostate is a small, 
walnut-sized gland that 
makes up part of a man’s 
reproductive system. Since 
September is Prostate Can-
cer Awareness Month, there 
isn’t a better time to not only 
discuss something most 
men are not knowledgeable 
about, but also inform men 
about the recent changes in 
prostate screening. 

“Early detection is the key 
to effective treatment and 
improved survival rates,” 
said Urologic Oncologist 
Maj. (Dr.) Timothy Brand. 
The Director of Urology 
Residency, Brand encourages men to talk to their doctor about 
prostate cancer screening.

Recently, the American Urology Association changed its 
guidelines about testing. 

Previous guidelines were for men to be screened during their 
normal physical exams at age 50. Now, the AUA advises talking 
to your doctor about getting a screening to establish a Pros-
tate-Specific Antigen, or PSA baseline, at age 40.

Screenings are the Digital Rectal Exam and blood test, and can 
be part of a routine regular physical. The DRE is part of the 
Ranger and Special Forces physical. Getting a prostate screen-
ing is something civilian men are embarrassed about; whole 

episodes of sitcoms are dedicated to the subject. Brand thinks 
that it is a lack of knowledge that prevents military men from 
getting regular screenings. 

One of the most important 
reasons for early screening 
is to prevent over diagnosis, 
a concern among urologists. 
Prostate cancer is very rare 
among 40-year-old men. By 
establishing a healthy base-
line, urologists can better 
analyze an elevated PSA 
result. Since treatments 
can impact quality of life, 
doctors do not want to rush 
into unnecessary treatment.

According to the AUA, es-
tablishing a healthy baseline 
PSA value early will give a 
number to compare future 
PSA tests for those men 
diagnosed with life-threat-
ening prostate cancer when 
there are more treatments 
options.

“Treatments must become more aggressive when there is more 
cancer present,” Brand said. “Prostate cancer is usually easy to 
control when it’s found early.”

Aggressive treatments include hormonal therapy, radiation 
and surgery. Treatments, while life saving, can negatively im-
pact quality of life. It is better to be screened and monitored 
early than to suffer impotence and incontinence as a side effect 
of an aggressive treatment regimen. 

Talk to your primary care provider about screening options. 
Early screening may just save your life. For more information, 
call Madigan’s Radiation Oncology Services at 253-968-2090.

army.mil

Veterans who develop prostate cancer and 
were exposed to Agent Orange or other herbicides 

during military service do not have to prove a 
connection between their prostate cancer and 
service to be eligible to receive VA health care 

and disability compensation.

VA benefits for prostate cancer Veterans 
with prostate cancer who were exposed to 

herbicides during service may be eligible for 
disability compensation and health care. Veterans 
who served in Vietnam, the Korean demilitarized 
zone or another area where Agent Orange was 
sprayed may be eligible for a free Agent Orange 

registry health exam.

In most cases, men with early prostate cancer have no symptoms. 
This explains the importance of the PSA blood test and DRE. 
The National Cancer Institute (NCI) advises men to consult their 
physician if they notice a need to urinate frequently, especially at 
night; difficulty starting or stopping urination; painful or burning 
urination; difficulty having an erection; painful ejaculation; blood 
in the urine or semen; or frequent pain and stiffness in the lower 
back, hips or upper thighs.

Any of these symptoms can be caused by cancer or by other, less 
serious conditions, according to the NCI.

For men who are diagnosed with prostate cancer, the CPDR at 
Walter Reed Bethesda conducts a comprehensive, team-focused, 
patient-centered Multi-Disciplinary Prostate Cancer Clinic, Hu-
dak explained. This is a forum of education and multiple physi-
cian consultations which provides men and their families with 
information about their prostate cancer so they can make an 
informed decision on the best treatment for them, if treatment 
is required. Treatment for prostate cancer can take a number of 
different forms depending on the patient’s clinical presentation, 
consultation with his urologist and stage of the cancer.

Retired Col. (Dr.) David McLeod, CPDR director, explained 
forms of treatment for prostate cancer confined to the prostate 
may include: active surveillance, surgery, radiation, cryotherapy 
(freezing the cancer cells) and High Intensity Focused Ultrasound 
(HIFU). Hormone therapy may also be used in conjunction with 
radiation and as a treatment option for more advanced disease 
found to be outside the prostate.

McLeod and Rosner agree that although a healthy diet and life-
style, which includes regular exercise, may be helpful in reducing 
men’s chances of developing prostate cancer, awareness of their 
individual prostate cancer risk is important.

Based on the current American Urological Association 2013 
Guidelines, it is recommended that screening be offered to men 
ages 55 to 69. Men younger than 55 or older than 69 who are wor-
ried about their personal risk factors should talk with their phy-
sician to determine whether they should be screened for prostate 
cancer. Men who are at risk for prostate cancer or men who have 
any concerns are encouraged to talk with their physician, regard-
less of age.

“I was diagnosed at (the former) Walter Reed (Army Medical 
Center) with prostate cancer in 2009, had surgery and the pros-
tate was removed,” explained Harold Hanson, a retired Army lieu-
tenant colonel and prostate cancer survivor. “They found some of 
my lymph nodes were positive, and I went through radiation and 
hormone therapy for two years. That all finished in 2012. I’m fine 
now and like to help [the CPDR] out.

“The care here (at Walter Reed Bethesda) is fantastic,” Hanson 
added. “It wasn’t just the medical part; there was the counseling, 
(and) support groups with patients who went through what I was 
going through. They coach you, counsel you and mentor you in 
how to take advantage of what’s offered and how to take care of 
yourself, and that’s a great asset.”

health.mil

Prostate cancer is the second leading cause 
of cancer-related deaths among men in the 
U.S., and the disease will claim approximately 
28,000 lives this year, according to the Ameri-
can Cancer Society. 

The numbers are daunting: ACS estimates 
doctors will diagnose 240,000 new cases of 
prostate cancer and one in six men will devel-
op prostate cancer at some point in their life-
time. But there’s hope. Most prostate cancers 
are not life-threatening, and the chance for 
recovery increases the earlier it is discovered 
and treated. 

“The exact reasons why men develop prostate 
cancer are unknown,” said Dr. David McLeod, 
director of the Center for Prostate Disease 
Research (CPDR) at Walter Reed National 
Military Medical Center. Koff and McLeod 
said certain factors may increase the chances 
for some men developing the disease. Some of 
the reasons may be genetics, diet, advancing 
age, or a combination of factors.

Although a healthy diet and lifestyle, which 
includes regular exercise, may be helpful in 

reducing men’s chances of developing prostate 
cancer, awareness of their individual prostate 
cancer risk is very important. 

The American Urological Association sup-
ports individualized cancer screenings and 
should include discussing the testing risks 
and benefits with a health care professional. 
Therefore, men can make an informed deci-
sion about testing. 

Discussions should start at age 40 for men 
who are at an increased risk of developing 
prostate cancer, such as African-Americans 
and men with a family history of the disease, 
Koff said. Otherwise, it is recommended that 
testing be discussed and offered to men begin-
ning at age 50. 

Koff said detection for prostate cancer is car-
ried out by a digital rectal exam and a blood 
test for “PSA” or prostate specific antigen. 
The PSA test measures the level of PSA in the 
blood; a substance produced by the normal 
prostate and is usually produced in higher 
levels by most prostate tumors.  All men will 
have some PSA in their blood, and an elevated 

PSA does not necessarily mean that a man has 
prostate cancer.

Prior to the use of PSA testing, 21 percent of 
men at diagnosis had prostate cancer that had 
spread beyond the prostate (metastatic). 

“Survival rates are very good if found before 
metastases develop,” Koff said. 

Today, that number is approximately 4 percent.

In most cases, men with early prostate cancer 
have no symptoms. This finding underscores 
the importance of a PSA blood test and rectal 
exam. The National Cancer Institute advises 
men to consult their physician if they notice:

• A need to urinate often, especially at 
night.

• Difficulty starting or stopping urination.

• A weak flow of urine.

• Painful or burning urination.

• Blood in the urine or semen.

fbch.capmed.mil

continued from page 148







Veterans H
ealth A

dm
inistration

157

Ve
te

ra
ns

 H
ea

lt
h 

A
dm

in
is

tr
at

io
n

156

Arm
ed Forces M

edicine 2015Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
01

5 “We can’t cure it, but if we catch it soon enough, we can man-
age it,” he explained. “It can be managed like other chronic 
diseases, such as high blood pressure or diabetes.

“As Gracie said, it’s a relentless disease,” he added. “But we’re 
relentless in treating it. We can not only extend Veterans’ lives 
significantly, we can help sustain a really good quality of life.”

Gracie Hoal said that without the right treatment, a patient’s 
life expectancy is six to nine months. “But, if you’re in the 
hands of a specialist, we can increase your life expectancy 
three-fold,” she said. “In fact, we have mesothelioma patients 
we began seeing six years ago —and even longer— who are 
still alive today. A good specialist can make all the difference.”

The best in the business
After Navy Veteran Leonard Carpenter was diagnosed at the 
Iowa City VAMC, his daughter Carol promptly stepped in and 
found the best specialist she could possibly find.

“Dr. Cameron was awesome,” said Carol Beck. “He puts you at 
ease. He made my parents feel very comfortable —they were 
both out in Los Angeles for four months. After four months of 
treatment, my dad is now basically cancer-free. I think that’s 
an incredible feat.

“Dr. Cameron is also conducting stem cell research,” she noted. 
“That gives me a lot of hope for my dad.”

“He’s more than a surgeon,” her father observed. “He’s a scien-
tist. And he has a good bedside manner.”

Less is more
Gracie Hoal said Cameron specializes in the type of surgery in 
which only the tumor is removed, not the entire lung.

“This is now universally accepted as the best surgical option,” she 
explained, “and it’s something Dr. Cameron has been advocating 
for more than 20 years. We feel that saving the lung does not ad-
versely affect cancer treatment, but does result in a much better 
quality of life for the patient. So only the tumor is removed. Then 
we use radiation to kill any remaining cancer cells.”

Invariably, however, the cancer reappears. It might return after 
a year, or it might not return for five or 10 years.

“It always comes back,” Hoal said. “You can’t stop it from coming 
back, so we need to monitor you routinely. If we find the cancer 
has returned, we often simply freeze those cells (cryoablation) 
before they can expand. So the key is regular monitoring.”

Leonard Carpenter said VA is definitely keeping a close eye 
on him.

“Next month I’ll be getting a scan in Iowa City,” he said. 
“They’ll send a CD of that to Dr. Cameron. He’s got a whole 
team out there in Los Angeles; but he’s the head of the team. 
He’s pretty sharp.”

Hoal is urging VA physicians throughout the country to con-
tact the Comprehensive Mesothelioma Center in West Los An-
geles immediately if they even remotely suspect their patient 
may have the disease.

“Just put in an inter-facility consult,” she said. “We’ll review 
everything and get back to you quickly. We’ll be happy to help 
you with a diagnosis. If you want, we can recommend a course 
of treatment. And if you feel your facility can’t offer the same 
level of care that our mesothelioma center can, just give your 
patient a referral and send them to us.”

You’re in good hands
Hoal said patients with a referral from their local VA hospital 
don’t have to worry about the expense of traveling to Los An-
geles for specialized treatment.

“Once you get your referral, VA will pay for everything,” she 
said. “Your local VA hospital will pay for your flight out here. 
We’ll pay for your flight back home once you’ve been treated.”

But where will you stay while you’re undergoing treatment in 
an unfamiliar city?

“While you’re here with us, we’ll house you, [and] we’ll take 
care of you,” Hoal said. “We have a Fisher House here on cam-
pus and a brand new West Los Angeles Hotel set to open soon.

“And even if our on-campus housing is full,” she added, “we 
have a contract with local hotels. We’ll even pay for your taxi 
ride from your hotel to our center. We’ll take care of all those 
logistics for you.”

You can contact the Comprehensive Mesothelioma Center 
by calling Almaz Tesfasilase, the cardiothoracic surgery case 
manager for the West Los Angeles VAMC, at (310) 268-4543.

blogs.va.gov

Gracie Hoal, a nurse practitioner at VA’s Comprehensive 
Mesothelioma Center in Los Angeles, takes a listen to George 
McDermott, an 84-year-old Korean War Veteran who served in 
the Navy. Photo by Svetlana Kotova

Veterans
ONCOLOGY
Hope for Veterans with Asbestos-Related Cancer
By Tom Cramer, VHA’s Office of Communications, Washington, DC

Malignant Pleural Mesothelioma 
(MPM) is an aggressive, incurable 
cancer that is diagnosed in rough-
ly 3,000 Americans each year. 
One third of those Americans are 
Veterans.

The quiet killer you don’t see coming
“MPM is caused by exposure to asbestos, which is why such a 
disproportionate number of Veterans get it,” said Gracie Hoal, 
a thoracic surgery nurse practitioner at the West Los Angeles 
VA Medical Center (VAMC). “A lot of Veterans worked with or 
around asbestos during their time in the military.”

Hoal said asbestos was used extensively in Navy ships, for ex-
ample. “And, even if you weren’t in the Navy,” she said, “chanc-
es are you were transported on a Navy ship to wherever you 
were being deployed.”

“Everything throughout the ships had asbestos,” said Leonard 
Carpenter, who spent four years and four months in the Navy 
during the 1960s. “We used it for everything. We just didn’t 
know it was killing us. It was every place on the ship. Even when 
I was sleeping in my bunk, there was a water pipe right next to 
me, right beside me. It was covered with asbestos insulation.”

Help is a phone call away
Hoal said not many Veterans know that VA can provide state-
of-the-art treatment for MPM, including specialized surgery 
and radiation —as well as novel therapies like cryoablation 
(killing cancer cells with extreme cold) and immunotherapy 
(stimulating the immune system to fight disease).

“We’re trying to get the word out that we’ve developed a com-
prehensive mesothelioma center here at our West Los Angeles 
VA Medical Center,” she explained. 

“We have internationally recognized physicians here who spe-
cialize in the treatment of asbestos-related MPM.”

“We even have a TeleHealth program that allows us to see pa-
tients virtually, and to actively participate in a patient’s care 
even over a great distance,” Hoal said.

The mesothelioma center in West Los Angeles is headed by Dr. 
Robert B. Cameron. His team includes doctors and nurse prac-
titioners who specialize in the areas of pathology, radiation, 
pulmonary (lung), oncology (cancer) and anesthesia. All have 
extensive experience with diagnosing and treating MPM.

“We want people to know that we’re here,” Hoal said, “and that 
we can help them.”

Tricky business
The nurse practitioner warned, however, that the disease can 
be difficult to diagnose, and is often prone to misdiagnosis.

“It can be tricky, because it’s a rare form of cancer,” she said. 
“Many doctors simply don’t have a lot of experience with it.”

“A lot of times your doctor will think it’s something else,” she 
continued. “That’s the worst thing that can happen. When you 
go undiagnosed, the disease has time to progress —and it’s a 
relentless disease. It can progress to a point where it becomes 
very difficult to treat.”

In addition to its relentless nature, MPM is a disease with a lot 
of patience: it takes a long time to develop to a point where you 
might begin to notice it. The asbestos that Leonard Carpenter 
breathed in during his four years in the Navy, and during the 
many years he worked as an electrician after military service, 
didn’t make its presence known until decades later.

“I went to my VA clinic here in Iowa because I had back pain,” 
said the 71-year-old. “I thought it was kidney stones. They sent 
me to the VA hospital in Iowa City. At the hospital they did a 
biopsy and told me I had MPM.

“Getting diagnosed early like that saved my life,” he said.

No cure
Dr. Robert Cameron, who runs the mesothelioma center at the 
West Los Angeles VAMC, said the disease —even if detected 
early— is incurable.

Dr. Robert Cameron heads the 
mesothelioma center in 
West Los Angeles.
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5 tables in the America Building lobby to 
provide beneficiaries, staff and visitors 
material concerning cancers, prevention 
and cutting-edge diagnostic and treat-
ment technologies offered by the Murtha 
Cancer Center.

Lt. Cmdr. (Dr.) Kent Handfield, of Der-
matology, provided those who visited 
his table information about skin cancer 
prevention and awareness. He explained 
skin cancer is the most common type of 
cancer in the world. It affects more than 
two million Americans annually. In ad-
dition, skin cancer affects people of all 
colors and races, although those with 
lighter skin are more prone to it.

Handfield added there are five things 
people can look for in checking them-
selves for skin cancer. “We make them 
an easy way to remember because we en-
courage people to remember their ABC-
DEs. ’A’ stands for a spot or mole that is 
asymmetric [one half does not match the 
other half]. ‘B’ stands for borders [of the 
mole] that are irregular. ‘C’ stands for 
color variation [mole is not the same col-
or all over]. ‘D’ stands for [the mole’s] di-
ameter greater than a pencil eraser [1/4 
inch]. ‘E’ stands for [the mole] evolving 
or changing over time, which is probably 
the most important thing.”

The dermatologist encouraged people 
to avoid being outside during the sun’s 
peak hours between 10 a.m. and 2 p.m. 
“If you have to be outside, seek shade,” 
he added. “Third, wear protective cloth-
ing such as hats, long-sleeved shirts and 
long pants.” In addition, wear sunscreen 
with an SPF of at least 30 or higher (both 
UVA and UVB protection). He also en-
couraged people to apply the sunscreen 
15 minutes before going outdoors and 
reapply every two hours.

Elyssa Harley, a radiation therapist, was 
also on hand during Cancer Awareness 
Day to inform people of the services Ra-
diation Oncology offer at Walter Reed 
Bethesda. “We provide radiation treat-
ment to the specified area if our patients 
have lung cancer, prostate cancer, brain 
and other cancers. I enjoy my job and to 
be able to help people,” she added.

As she passed out information at the 
event, Stacey Vitiello, who works in 
Murtha Cancer Center’s Gynecologic 
Oncology Service, explained, “We are 
involved in women gynecological can-
cers, such as reproductive cancers. I 
think it’s important because we’re one of 
the only cancer centers in the region that 
treats this type of cancer. It’s important 
for people to become educated about it.”

Also volunteering at the Center for Pros-
tate Disease Research table, was Harold 
Hanson, a retired Army lieutenant col-
onel and prostate cancer survivor. While 
asking men if they have been screened 
for prostate cancer, Hanson shared his 
personal story with those who stopped 
by his table.

“I was diagnosed at [the former] Wal-
ter Reed [Army Medical Center] with 
prostate cancer in 2009, had surgery and 
the prostate was removed,” Hanson ex-
plained. “They found some of my lymph 
nodes were positive, and I went through 
radiation and hormone therapy for two 
years. That all finished in 2012. I’m fine 
now and like to help [the Center for 
Prostate Disease Research] out.”

Hanson said he was volunteering during 
Cancer Awareness Day to encourage 
men to have prostate examinations. “We 
want them to be aware of the advantages 
of early diagnosis,” he continued.

“The care here [at Walter Reed Bethesda] 
is fantastic,” Hanson added. “It wasn’t 
just the medical part; there was the 

counseling, [and] support groups with 
patients who went through what I was 
going through. They coach you, counsel 
you and mentor you in how to take ad-
vantage of what’s offered and how to take 
care of yourself, and that’s a great asset.”

Retired Army Col. (Dr.) Jane Hudak, pa-
tient educator for the Center for Prostate 
Disease Research, added about Cancer 
Awareness Day as a whole, “We’re here 
to make people aware of the services we 
have. So many people are affected by 
cancers,” she said. “It might not be you, 
but it might be a family member, friend 
or neighbor, so we need to let people 
know of the services we have. 

Knowledge is power, and the more people 
know, the greater the possibility is that we 
can help ease their anxiety in knowing 
about the cancers they may fear.”

William Mahr, administrative officer for 
the Murtha Cancer Center, summed up 
the goal its Cancer Research Summit 
and Cancer Awareness Day. “By doing 
this, we let people know about what’s 
available to them. 

A lot of the beneficiaries within our 
network may not be aware of all of 
the services we provide. For example, 
we provide service in high-complex, 
low-volume type cases, which may not 
be available at other places, so it’s good 
to put out the information of what we 
offer here.”

health.mil

The Prostate Center of Excellence (CoE), also known as the Center for 
Prostate Disease Research (CPDR), is a DoD research and clinical care 
center established by the U.S. Congress in 1991 to care for military ser-
vice members and their families diagnosed with prostate cancer and 
prostate related disease. In 2010, the CPDR received the prestigious dis-
tinction of being designated a DoD Prostate Center of Excellence. More 
recently, the Prostate CoE became a member of the John P. Murtha Can-
cer Center of Excellence at Walter Reed-Bethesda (only DoD medical 
center to receive this distinction). In the past 20 years, the Prostate CoE 
has grown into a robust program that is internationally recognized as a 
premier prostate patient care and research center. 

Veterans
ONCOLOGY
Murtha Cancer Center Highlights Research, Services
By Bernard S. Little, Walter Reed National Military Medical Center

The Murtha Cancer Center is the 
only Department of Defense Center 
of Excellence for Cancer Care in the 
Military Health System. Its annual 
research seminar, held in conjunc-
tion with National Cancer Awareness 
Month, brings together investigators 
and clinicians from Walter Reed Na-
tional Military Medical Center and 
its federal partners, including the 
Uniformed Services University and 
National Cancer Institute, “to share 
information and gain an understand-
ing of the outstanding opportunities 
to enhance the care of patients and 
advance collaborations in cancer 
clinical trials and research,” accord-
ing to Army Col. (Dr.) Craig Shriv-
er, director of the Murtha Cancer 
Center.

The center “does a lot of things that are 
critical, important, patient-centric and 
totally value-added,” Shriver continued. 
“What we find is to do many things at 
once to strengthen our program, makes 
things better for our patients while ac-
complishing research along the way.”

Clinical Breast Care Project director and 
principal investigator, Shriver said the 
presentations at the June 23 cancer re-
search seminar “are just a sample” of the 
ongoing cancer research at Walter Reed , 
which is located in Bethesda, Maryland, 
and within the region.

Presentations included research involv-
ing prostate cancer, breast cancer, radia-
tion treatment, lung cancer screening in 
veterans, skin cancer, gynecologic can-
cer, pediatric cancer, survivorship and 
smokeless tobacco.

Army Maj. (Dr.) Steve Lee, a surgical 
oncologist in the Murtha Cancer Cen-
ter, discussed his research underway 
concerning smokeless tobacco use in 
the military. He explained that smoke-
less tobacco use can result in cancer of 
the mouth, tongue, cheek, gum, throat, 
esophagus, stomach and pancreas. 
In addition, smokeless tobacco is no 
healthier than smoking, causing stained 
teeth, bad breath, sweating, nausea, erec-
tile dysfunction, diarrhea, mouth sores, 
receding gums, tooth decay and more.

The rate of smokeless tobacco use in 
the military is 12.8 percent, nearly 10 
percent higher than in the civilian pop-
ulation, according to the Military Health 
System and Defense Health Agency.

Lee added that smokeless tobacco use 
between the military service branches 
differs, with use of smokeless tobacco 

among the Marines at more than 
20 percent, followed by the Army 
(about 14 percent), Navy (nearly 11 
percent) and the Air Force (approx-
imately 9 percent). “We also know 
combat deployment is related to 
increase use of smokeless tobacco; 
however the cause and causation 
factors have not been established,” 
Lee said. He added that a number 
of things have not been determined 
in relation to smokeless tobacco use 
within the military, such as why the 
armed forces has a five times high-
er prevalence of smokeless tobacco 
use than the general population. He 
explained that one of the long-term 
goals of his study is to possibly de-
termine this, in addition to whether 
people come into the U.S. military 
already users of smokeless tobacco, 

or if they pick up the habit once they are 
in uniform. 

Other goals of the study are determining 
an optimal cessation strategy and find-
ing the effects of smokeless tobacco use 
on military readiness.

Shriver added that some numbers show 
use of smokeless tobacco in the deployed 
environment among active duty mem-
bers to be 70 to 80 percent. He said a new 
smokeless tobacco study will use dental 
swabs to look at DNA and further exam-
ine the relationship between smokeless 
tobacco and cancer.

Think Cancer Prevention, Safety
The Murtha Cancer Center’s day-long 
research seminar was followed by its 
Cancer Awareness Day on June 24. Clin-
ical departments and services of the cen-
ter and Walter Reed set up information 

Visitors attend the John P. Murtha Cancer Center 
Cancer Awareness Day event taking place at 
Walter Reed National Military Medical Center in 
Bethesda, Md., on June 24, 2014.Focusing on the 
efforts underway to improve the diagnoses and 
multidisciplinary treatments of cancers, the John P. 
Murtha Cancer Center  at Walter Reed Bethesda 
hosted the 2nd Annual Cancer Research Seminar 
and Cancer Awareness Day June 23-24.
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5 Veterans
ORTHOPEDICS
Houston VA Uses Balloons to Fix Bones

Balloon Kyphoplasty procedure performed at Michael E. De-
Bakey VA Medical Center provides significant improvement 
in quality of life to patients suffering from spinal fractures due 
to osteoporosis.

Recently, the Michael E. DeBakey VA Medical Center began 
offering Balloon Kyphoplasty, a minimally invasive treatment 
option for patients suffering from spinal fractures due to osteo-
porosis. Balloon Kyphoplasty is designed to correct spinal defor-
mity due to osteoporotic fractures, significantly reducing back 
pain and improving a patient’s ability to return to daily activities.

Osteoporosis is a disease that causes the bones of the spine to 
weaken and often collapse, resulting in spinal fractures. Tra-
ditional treatment for spinal fractures includes bed rest, med-
ication, and back bracing. While these therapies may help to 
decrease a patient’s pain over time, they do not treat the defor-
mity related to the osteoporotic fractures.

“This minimally invasive procedure is designed to repair ver-
tebral compression fractures and restore the vertebrae to the 
correct position, reducing back pain, reducing the number of 
days in bed, significantly improving mobility, and increasing 
overall quality of life,” said Majdi Radaideh, M.D., Diagnostic 
& Therapeutic Care Line neuroradiologist.

In Balloon Kyphoplasty, small orthopedic balloons are used to 
gently elevate the collapsed bone in an attempt to restore the 
fractured vertebra back to its normal shape and correct the 
vertebral body deformity. First, a hollow instrument is used to 
create a small pathway into the fractured bone. A small, ortho-
pedic balloon is guided through the instrument into the verte-
bra. The incision sites are each approximately one centimeter in 
length. Next, the balloon is carefully inflated in an attempt to 
raise the collapsed vertebra and return it to its normal position.

Once the vertebra is in the correct position, the balloon is de-
flated and removed. This process creates a cavity within the 
vertebral body. The cavity is filled with a special cement to sup-
port the surrounding bone and prevent further collapse. The 
cement forms an internal cast holding the vertebra in place.

“There as been an expansion of treatment options for spine 
conditions at the Michael E. DeBakey VA Medical Cen-
ter following the arrival of Dr. Bruce Ehni, our new chief of 

Neurosurgery. Dr. Ehni’s vision of expansion includes offering 
more advanced, minimally invasive procedures and surgical 
techniques. Kyphoplasty is just one of these cutting-edge pro-
cedures greatly benefiting the patient,” said Radaideh.

According to the National Osteoporosis Foundation, each year 
700,000 patients in the U.S. suffer spinal fractures due to os-
teoporosis. Unfortunately, over 400,000 of these fractures go 
undiagnosed and untreated due in part to a lack of awareness 
about osteoporosis and available treatment options.

The consequences of untreated fractures can be devastating. 
Once a patient suffers one vertebral compression fracture, the 
risk of suffering a second fracture increases five-fold. Left un-
attended, many fractures can result in an exaggerated rounded 
curvature of the spine, called kyphosis or dowager’s hump. 
This condition is painful and debilitating — making walking, 
eating, sleeping, and even breathing painful and difficult.

Performed using real-time X-ray, Balloon Kyphoplasty usually 
requires only two small incisions in the back for each fracture 
treated. The procedure generally takes less than one hour per 
fracture and has been performed under both local and general 
anesthesia.

“Veterans at the Michael E. DeBakey VA Medical Center contin-
ue to benefit from the latest scientific advances in health care and 
the newest technology available on the market today,” said Mee-
na S. Vij, M.D., Diagnostic and Therapeutic Care Line executive.

houston.va.gov

The Michael E. DeBakey VA Medical Center
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5 dramatically increases in men. Given 
the large number of male veterans at 
high risk for osteoporosis who receive 
care through the VA, the VA is uniquely 
positioned and qualified to dramatically 
preserve and improve veteran and male 
skeletal health

In order to inform decision-making re-
garding potential VA screening guide-
lines for male osteoporosis, William 
Duncan, MD, PhD, the Acting Director 
of the VA Medical Service, and the VA 
HSR&D Service commissioned this lit-
erature review of the epidemiology and 
risk factors for osteoporosis, and validity 
of screening tools for male osteoporosis. 

This review is being performed as part of 
the Evidence Synthesis Project, an HS-
R&D-organized initiative to provide VA 
policymakers with high quality evidence 
reviews.

The purpose of this review is to analyze 
the literature in order to answer three 
key questions: 1) What is the epidemi-
ology and what are the key risk factors 
for male osteoporosis?; 2) Are there any 
validated screening tools for osteoporo-
sis in men (beyond DXA-assessed cen-
tral bone density)?; and 3) What is the 
evidence regarding bone mineral density 
and fracture risk? 

The results of this review will be used 
to assist VA policy-makers in making 
evidence-based decisions on how best to 
preserve and improve skeletal health in 
the veteran population. 

In specific, their report is not meant to 
be a guideline. The role of guideline de-
velopment is that of the VA guidelines 
committee, which will use this evidence 
synthesis in its deliberation.
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ORTHOPEDICS
Screening Men for Osteoporosis: Who & How

Although the Surgeon General’s re-
cent report on osteoporosis stated that, 
“Strong bones (are) essential to overall 
health and quality of life,” it warned that, 
“The bone health status of Americans… 
is in jeopardy.”1 Traditionally, osteopo-
rosis was viewed as a disease of women, 
but it has become clear that osteoporotic 
fractures result in substantial morbid-
ity, mortality, and costs in men.2–6 A 
60-year old man has a 25% lifetime risk 
of sustaining an osteo-
porotic fracture.7 The 
consequences of this 
fracture can be severe 
as the one-year mortal-
ity rate in men after hip 
fracture is twice that of 
women.8 With the aging 
of the population, rates 
of osteoporosis in men 
are expected to increase 
nearly 50% in the next 15 
years and hip fractures 
rates are projected to 
double or triple by 2040.1

Furthermore, annual 
U.S. direct medical costs for osteoporo-
sis exceed $17 billion9 and are expected 
to increase rapidly with an aging popula-
tion.1 The percentage of costs directly at-
tributable to men or veterans is unclear, 
although 25% of hip fractures, the frac-
ture type associated with greatest costs 
due to hospitalization and long-term 
care, occur in men.5 This large and grow-
ing clinical and cost burden, combined 
with an environment of increasingly 
limited health care resources, strongly 
underlies the need to develop rational, 
evidence-based osteoporosis manage-
ment strategies to obtain maximum 
benefit for every health care dollar spent.

Osteoporotic fractures may be particu-
larly devastating in the veteran popula-
tion as post-fracture inpatient mortality 
rates for Veterans are more than double 
that of the general population.10 An 
analysis of femoral bone mineral density 
data from the National Health and Nu-
trition Examination Survey (NHANES) 
III, a nationally-representative dataset, 
reported that 1 to 2 million American 
men over the age of 50 have osteoporosis 

and 8 to 13 million similarly-aged men 
have osteopenia, or low bone density.11 
Applying prevalence data from this anal-
ysis to VA-specific enrollee data,12 it is 
possible that 200,000 to 400,000 veterans 
have osteoporosis and 2 to 3 million vet-
erans have osteopenia. These estimates 
are likely conservative as Veterans have 
increased rates of co-morbid conditions 
compared to the general population.13

Despite the substantial advances in our 
understanding of osteoporosis over 
the last decade, there are no consensus 
guidelines on the assessment and man-
agement of male osteoporosis. Although 

osteoporosis management strategies 
have been evaluated in women,1,14–19 
much less work has been done in this 
area in men.10,20,21 Lack of research in this 
area has led to considerable uncertainty 
regarding optimal osteoporosis strate-
gies in men and Veterans. The VA Office 
of Quality and Performance and the U.S. 
Preventive Services Task Force offer no 
clinical practice guidelines on the man-
agement of osteoporosis in men. 

The National Osteopo-
rosis Foundation offers 
no guidelines on screen-
ing for men, although it 
suggests that that all in-
dividuals be treated with 
osteoporosis medications 
if they have a pre-exist-
ing fragility fracture.22 
The International Society 
for Clinical Densitome-
try suggests that all men 
over the age of 70 receive 
a DXA exam,23 although 
the effects of this recom-
mendation have not been 

evaluated. As such, a significant gap in 
our understanding exists on how best 
to evaluate and manage osteoporosis in 
men.

As the largest integrated health care 
system in the U.S., serving a population 
that is more than 95% male and 80% 
over the age of 50,12 these issues are of 
particular concern and importance to 
the VA. In particular, identifying and 
implementing optimal strategies for os-
teoporosis management will be critically 
important over the next five to ten years 
as the “baby boomers” begin to reach 
retirement, an age when fracture risk 

Although 25% of men over the age of 60 will sustain 
osteoporotic fractures during their lifetime, data suggest that 
male osteoporosis is underdiganosed and undertreated. 

In order to help inform decisions about whether the Veterans 
Health Administration should develop screening guidelines 
for male osteoporosis, summaries of what is known about

• the epidemiology of male osteoporosis, and 

• the validity of tools to screen and diagnose male 
osteoporosis are needed.
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PULMONOLOGY
Study: Iraq, Afghanistan Veterans at Increased 
Risk of Respiratory Illness

Military personnel who served in Iraq 
and Afghanistan are at an increased risk 
of developing respiratory illnesses, com-
pared with non-deployed troops, ac-
cording to a study involving more than 
768,000 Veterans. 

The findings show that 6 percent of Vet-
erans who served in Iraq or Afghanistan 
and received VA care between 2002 and 
2011 met criteria for one or more chron-
ic pulmonary conditions, such as asth-
ma, bronchitis, or emphysema. Another 
10.5 percent met the criteria for chronic 
wheezing or coughing. There was an in-
crease in the rates of illness over the 10-
year period examined by the researchers.

Similar findings, drawn from the Mil-
lennium Cohort Study, the largest health 
care database in military history, showed 
that 14 percent of military personnel 
who deployed reported chronic respi-
ratory problems, compared with 10 per-
cent among those who did not deploy.

“We started looking at this because of 
reports from Veterans who had been to 
Iraq and Afghanistan,” says Dr. Mary Joe 
Pugh, a research scientist at the South 
Texas Veterans Health Care System. “It 
was quite surprising, the extent [with 
which] there were symptoms. We saw a 
lot of asthma or chronic obstructive pul-
monary disease.”

Researchers cautious about link 
to burn pits
While Pugh is aware of the controversy 
surrounding the use of burn pits at U.S. 
military bases in Iraq and Afghanistan, 
she is cautious about linking them to 
the respiratory issues these Veterans are 

facing. “The only way to get the cause 
is to identify symptoms in patients and 
then find out their exposures to burn 
pits. That’s how you prove causality, and 
so far we haven’t done that,” she says.

Among Pugh’s findings, which she pre-
sented in August at the 2014 Military 
Health Systems Research Symposium 
in Fort Lauderdale, Fla., were that those 
who served in Iraq or Afghanistan more 
recently may be at a greater risk than 
those who served earlier in the conflicts. 
Why that is remains unclear.

Deployments to Iraq and Afghanistan 
have involved regular exposure to po-
tentially dangerous particles in dust and 
sand, as well as inhalation of chemicals 
in fuel and exhaust.

What’s more, according to Pugh, many 
Veterans either begin smoking cigarettes 
during a deployment or resume smok-
ing after previously having quit. “Those 

with respiratory symptoms, asthma, and 
COPD were also more likely to smoke,” 
says Pugh. “We need to carefully evalu-
ate the role of smoking as well.”

The importance of screening
What is clear, according to Pugh, is that 
Veterans suffering the symptoms of re-
spiratory illness should seek treatment.

“We know pretty well that individuals 
treated with medications tend to do bet-
ter long-term and have less progression 
to severe lung disease,” says Pugh, who 
advocates for continued VA and Depart-
ment of Defense research to identify the 
specific causes of these illnesses.

“We should do pulmonary screening for 
Veterans having these symptoms. If I’m 
a Veteran and I have a cough that won’t 
go away, I would ask to get a pulmonary 
functions test. 

Finding these problems early can alter 
the entire disease trajectory.”

Pugh’s findings follow a 2011 Institute of 
Medicine report that found limited but 
suggestive evidence of a link between 
exposure to burn pits and reduced lung 
function. That report, found here, fo-
cused on lung function rather than re-
spiratory disease.

A 2012 study by VA and DoD research-
ers with the Millennium Cohort Study 
found little evidence of increased re-
spiratory risk for those who had served 
close to burn pits in Iraq, but the issue 
continues to be studied.

va.gov

U.S. Navy Petty Officer 2nd Class Eric 
Clark, a Seabee attached to Naval Mobile 
Construction Battalion 5, is caught in 
a sandstorm at Camp Leatherneck, 
Afghanistan, in May 2010. Photo by PO2 
Ace Rheaume/USN
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RHEUMATOLOGY
VA Research on Arthritis

Typically, pain and stiffness in and 
around one of the joints characterize 
rheumatic conditions. The symptoms 
can develop gradually or suddenly. 
Certain rheumatic conditions can also 
involve the immune system and various 
internal organs of the body.

VA researchers are working to better un-
derstand these diseases, with a particular 
focus on osteoarthritis, a disease charac-
terized by degeneration of cartilage and 
its underlying bone within a joint; and 
rheumatoid arthritis (RA), an inflam-
matory disease that manifests itself in 
multiple joints of the body.

Besides probing the biological causes 
of these diseases, researchers develop-
ing effective medical and rehabilitation 
strategies, and determining the risks and 
outcomes of joint replacement surgery.

Among the VA sites conducting import-
ant work in this area is the Bone and 
Joint Rehabilitation Center of Excel-
lence, based at the VA Palo Alto Health 
Care System.

Rheumatoid arthritis affects about 1.3 
million Americans. In this disease, the 
body’s immune system attacks its own 
joint tissue, causing inflammation. 
Rheumatoid arthritis can result in the 
destruction of cartilage and bone. Be-
cause damage begins early in the disease 
process, early diagnosis and treatment 
are important.

VA researchers are developing new clin-
ical treatments that reduce Veterans’ dis-
abilities, and improve the ability of VA 
clinicians to provide effective care for 
patients with arthritis.

Some are identifying molecular mecha-
nisms that affect skeletal health and can 
lead to new treatments for osteoarthritis. 
Others are using innovative techniques 
to design therapeutic interventions, 
from surgical techniques to physical 
therapy, for patients who have lost mo-
bility or functioning. Still others hope 
to halt the progression of osteoarthritis, 
and to reverse the degeneration of carti-
lage associated with the disease.

In 2002, VA researchers started the VA 
Rheumatoid Arthritis Registry. The 
registry allows researchers to examine 
specific medical and biological informa-
tion about hundreds of male RA patients 
to see what genetic and environmental 
factors may have played a role in their 
disease.

af.mil

The National Arthritis Foundation awarded its 2014 Lee C. 
Howley Sr. Prize for Arthritis Research to the team of inves-
tigators who published a study last year titled “Therapies for 
Active Rheumatoid Arthritis after Methotrexate Failure” in 
the New England Journal of Medicine.

The foundation gives the prestigious award each year to a 
study team who have “significantly advanced understanding, 
treatment or prevention of arthritis and related disease,” and 
whose work “will lead to a faster cure.”

The study was funded by VA’s Cooperative Studies Program 
and conducted in partnership with the U.S. National Insti-
tutes of Health and its Canadian counterpart, the Canadian 
Institutes for Health Research.

The study was coordinated through the Cooperative Studies 
Program Coordinating Center at the VA Boston Health Care 
System. Staff here substantially contributed to the design, ex-
ecution and analysis of the trial, which took place at 16 VA 
medical centers, along with other sites in the U.S. and Canada.

The study chairperson was Dr. James O’Dell, chief of the Uni-
versity of Nebraska Medical Center division of rheumatology 
and immunology, and chief of rheumatology at the Omaha 
VA Medical Center.

Experts in the field praised the research. 

Dr. David Wofsy, of the University of California, San Francis-
co, said the trial “was a true tour de force of investigator-initi-
ated collaborative research that provided critically important 
insights into one of the most important clinical challenges in 
the field of rheumatology.”

The study findings were also cited as an important clini-
cal advance at the 2013 Annual Scientific Meeting of the 
American College of Rheumatology and given special men-
tion in the recent Annals of Internal Medicine “Update in 
Rheumatology.”

va.gov

VA Rheumatoid Arthritis Trial Earns Howley Prize
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RHEUMATOLOGY
Study Banks on Power of Personal Narratives
to Inform Research, Improve Care

Journalists and marketers have long 
used people’s personal stories to get their 
point across. Now, health researchers are 
tapping into the same power.

A VA study is now underway,based in 
Alabama and Pennsylvania — reflects a 
growing trend, in and outside VA.

This study aims to produce educational 
videos to help Veterans and others with 
chronic disease better manage their con-
ditions — for example, by motivating 
them to stick with their medications.

In this study,patients take center stage. 
The idea is that by simply sharing their 
stories, they can teach, inspire, and mo-
tivate other patients, as well as provide 
insights and lessons for health providers 
and researchers.

Capturing those stories in the right 
way, though, takes “careful, systematic 
methods,” says Dr. David Atkins, VA’s 
director of Health Services Research and 
Development. His program has funded 
the two studies featured below, as well as 
others focused on patient narratives.

Atkins says patient narratives are a key 
driver of patient-centered care, which 
VA has increasingly stressed in recent 
years.

“Delivering patient-centered care re-
quires putting the patient rather than 
the clinician at the center of the care pro-
cess,” says Atkins, who earlier in his ca-
reer was a primary care doctor. “Despite 
our best intentions as clinicians, really 
listening to our patients is made harder 
by crammed office schedules, demands 
of the electronic health record, and 

complicated diagnostic and treatment 
regimens. Patient narratives capture 
how patients experience their particular 
illnesses. They are a way to amplify the 
voice of the patient.”

From a research standpoint, says Atkins, 
“good narratives can help us understand 
what outcomes to consider in research, 
how to measure quality care, and how to 
design educational messages that com-
municate effectively to patients.”

Gout: Can patient stories boost 
medication adherence?
 Dr. Jasvinder Singh at the Birmingham 
(Ala.) VA Medical Center is trying to 
help Veterans with chronic disease, 
starting with gout among African Amer-
ican men—a group at relatively high risk 
for the disease.

A form of arthritis, gout can involve 
anguishing joint pain. But most pa-
tients get flare-ups only very occasion-
ally, especially in the early phases of 
the disease. “People may go months or 
sometimes even years without having 
any significant symptoms,”says Singh, 

an internist, rheumatologist, and health 
services researcher.

As a result, patients tend to not stick 
with long-term drug regimens designed 
to keep uric acid levels in check and pre-
vent flare-ups.

Singh cites a study that compared patient 
adherence to medication for chronic 
diseases. Gout was at the bottom of the 
list. Hypertension, in contrast, was much 
higher.

“A patient with gout may get only two or 
three attacks in a five-year period in the 
beginning,”says Singh. “So they think, 
why do I need to take a drug for some-
thing that happens so infrequently? A 
lot of patients have a hard time coming 
to grips with that. And they do seem 
to have a good argument: They feel the 
same whether they take the medication 
or not, at least in the short run. But the 
attacks become more frequent as time 
goes by, and without treatment this has 
a negative impact on their quality of 
life. They don’t make the connection 
that they can go months or years with-
out an attack when they stick with the 
medication.”

High blood pressure, while dangerous, 
has no obvious symptoms — hence its 
reputation as a “silent killer.”But none-
theless, patients associate it with stroke, 
heart attack, and death, says Singh. That 
ups their motivation to take the drugs. 
Gout may be painful, but not deadly, 
patients think. They don’t have the same 
fear. What they may not realize, says 
Singh, is that gout also raises the risk of 
serious cardiac problems and death.

Dennis Temple (center), an Air 
Force Veteran and IT specialist at the 
Birmingham VA Medical Center, chats with 
Dr. Jasvinder Singh as the team tests a 
videotaping set-up. Photo by Joe DeSciose
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5 “We’ve done studies where people have 
told us clearly, if it comes to a choice be-
tween taking their blood pressure medica-
tion or their gout medication, because they 
don’t have enough money 
for both, they will always 
choose the blood pres-
sure medication. Why? 
Because hypertension can 
kill them, while gout is 
just a nuisance. That’s the 
thought process.”

So what’s a doctor to do? 
Singh’s idea: Harness the 
power of patient stories.

“Anytime patients can 
share and learn from 
each other, they’re better 
off,”he says. “Physicians 
just telling patients to 
take their medications — 
telling them that if they 
don’t take them, they’ll 
end up with joint defor-
mities, disabling pain, a reduction in 
their mobility and quality of life — that 
doesn’t work. It’s not a good way to mo-
tivate a patient.”

Covering the ‘depth and breadth’ 
of patients’ experiences
His team’s first step was interviewing a 
few dozen African American Veterans 
with gout, trying to get at what helped or 
hurt their adherence to drug regimens. 
Next, he chose a handful of the Veterans 
to be videotaped. 

These were the “storytelling stars,”he 
says — the ones who were the most elo-
quent and persuasive.

Now, the researchers are carefully analyz-
ing the content, with an eye toward pro-
ducing a dynamic patient education video.

Even though the patients in the proj-
ect are a relatively homogeneous group 
— African American male Veterans —
there are still a variety of themes Singh 
hopes to capture, to effectively connect 
with viewers.

“As we look through the clips,” says 
Singh, “we want to identify patients with 

different symptom frequency or severi-
ty, and different barriers or facilitators 
to taking their medications regularly. 
We hope to have a product that covers 

enough of the depth and breadth of 
patients’ experiences with these medi-
cations so that patients from different 
walks of life and with different histories 
can relate to some of the stories they 
hear. That’s one reason we collected 
these stories in two parts of the country 
[Birmingham and Philadelphia] where 
there could potentially be some cultural 
differences.”

A low-cost option for patient 
education
The plan is that Veterans will view the vid-
eo on an iPad or PC at home, or at a kiosk 
at their VA medical center or clinic. It’s a 
low-cost option for patient education that 
doesn’t rely on medical staff, says Singh.

“When a patient is sitting in the waiting 
room, there’s no point in watching the 
same Oprah show you’ve already seen 
twice,”he quips. “I’m sure a lot of Vet-
erans would like the option to watch, 
instead, something they can learn from 
and that can help them.”

He envisions users being able to view 
core content — containing key educa-
tional messages about the disease — and 
click on particular patient stories they 

find especially relevant.
“Patients might want to learn more about 
a particular theme, or see a few more 
stories from younger patients, or older 

ones. Or a particular type 
of situation — say, some-
one who’s not married 
and is living alone.”

Another way to orga-
nize the content might 
be offering a link with 
the header “my biggest 
barrier is...” followed by 
a few choices. One of 
the researchers’ tasks 
as they analyze the raw 
video content is breaking 
Veterans’ barriers down 
into major categories, or 
“domains.”

The overarching theme 
Singh wants to highlight 
is how Veterans with gout 
overcame obstacles.

“Some parts of the final video will be 
Veterans telling other Veterans that 
gout is a condition that matters, that 
it’s affecting their lifestyle. They’ll be 
talking about what they can and can’t 
do. They’ll also get across the point that 
it’s an easily controllable condition, with 
medications that are available and very 
affordable. 

We hope this will motivate Veterans who 
view the video. They’ll see what helped 
their fellow Veterans succeed with what 
they find challenging.”

The next steps involve testing different 
versions of the content with focus groups 
at the Birmingham and Philadelphia VA 
medical centers, and producing the final 
video.

Whatever the final form, it will rely 
squarely on Veteran input.

“We have intentionally tried to not put 
physician components into this,” says 
Singh. “We want to keep it for patients, 
by patients.”

research.va.gov

The Birmingham VA Medical Center
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Veterans
WOMEN’S HEALTH
VA Researchers, Clinicians and Policymakers 
Partner to Help Women Veterans
by Dr. Elizabeth Yano

What works in research labs often takes decades to make it to 
doctors’ offices and hospital bedsides, where patients might 
experience it as “evidence based care.” There are many reasons 
for this slow progress. For one, most research is done in big-
city academic hospitals that are unlike where most Americans 
receive their health care. That makes it hard to adapt what 
worked under near-perfect situations into real-life healthcare, 
which is a lot messier. Researchers are also often on their own, 
many steps removed from healthcare management and policy 
decision-making.

Such independence has its advantages, helping create an en-
vironment ripe for scientific discovery and innovation. But 
disconnects from the everyday world of clinicians and their 
patients can also reduce the meaningfulness and ultimate 
impact of their work. Striking the right balance and breaking 
down silos is essential to ensuring our research has the best 
possible chance of making a difference in the lives of the Vet-
erans we serve.

The VA Health Services Research & Development (HSR&D) 
program has been hard at work developing new incentives for 
doing partnered research. These efforts include the CREATE 
initiative (for “Collaborative Research to Enhance and Ad-
vance Transformation and Excellence”).

CREATEs fundamentally change the equation by making part-
nerships with VA leaders a requirement of the research process. 
Partners have to not only be actively involved, but also commit 
to implementing research findings into new practices and pol-
icies. Researchers, in turn, have to design clusters of projects 
that fit together and work synergistically to help meet high-pri-
ority challenges for Veterans and the VA healthcare system.

One of 10 such CREATEs focuses on women’s health. The 
Women Veterans Healthcare CREATE includes five interrelat-
ed projects:

• The first CREATE project looks at factors that contribute 
to women leaving VA care — is it a bad experience with 
a doctor? Are they not getting the services they need? Do 
they not perceive VA as a safe and welcoming place?

• The second project measures the comprehensiveness of 
care at each VA medical center and will be able to point to 
the features of care that improve women’s experiences and 
quality of care.

• The third project tests a quality-improvement approach 
to tailoring VA primary care to women’s needs — helping 
clinicians and managers integrate gender-specific care in 
gender-sensitive environments.

• Now that more women Veterans than ever before get 
primary care in VA clinics in the community instead of at 
big VA medical centers, the fourth project is testing a new 
way to deliver women’s health training and support to VA 
doctors at smaller clinics through computerized, video and 
telephone consults and education.

• Finally, the fifth project takes a closer look at what it’s 
like for women Veterans who use care in the community, 
evaluating how that care is coordinated and its quality. The 
initial focus is on breast cancer screening.

It is important to note the research-clinical partnerships that 
drive the CREATEs are not “shotgun weddings.” Rather, they 
are the result of years of behind-the-scenes development. The 
Women’s Health CREATE is a good example. VA research on 
women Veterans’ health and health care began over 20 years 
ago, often led by VA clinicians who provided care for women 
Veterans and designed research to help them.
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Dr. Mian Li, a neurologist at the Washington, DC, Medical Center, 
administers a test to Gulf War Veteran Melanie Yvette Jackson. 
Photo by Mitch Mirkin






