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FOREWORD
FDA and DoD Launch Program to Expedite 
Availability of Medical Products for the 
Emergency Care of American Military Personnel

The U.S. Food and Drug Administration 
and the Department of Defense’s (DoD) 
Office of Health Affairs announced today 
the launch of a joint program to prioritize 
the efficient development of safe and ef-
fective medical products intended to save 
the lives of American military personnel.

“The FDA is fully committed to working 
closely with our federal partners in the 
DoD to expedite availability of medical 
products essential to the health of our 
military service members, particularly 
those products used to treat injuries in 
battlefield settings,” said FDA Commis-
sioner Scott Gottlieb, MD. “Ensuring 
our Nation’s warfighters have safe and 
effective medical products is a top pri-
ority for the agency. By standing up a 
collaborative program with DoD, we 
hope to address DoD’s immediate prod-
uct priorities and ensure these products 
are developed and made available in the 
most expeditious manner possible.”

The framework for the program was put 
in place through H.R.4374, which au-
thorized DoD to request, and the FDA to 
provide, assistance to expedite develop-
ment and the FDA’s review of products 
to diagnose, treat, or prevent serious or 
life-threatening diseases or conditions 
facing American military personnel. 

Utilizing this law’s expanded authorities, 
the FDA will work closely with Health 
Affairs to better understand the military’s 
medical needs for deployed personnel; 
give the highest level of attention to and 
expedite its review of priority DoD medi-
cal products in a manner similar to prod-
ucts under the breakthrough designation 
program; provide ongoing technical ad-
vice to Health Affairs to aid in the rapid 

development and manufacturing of med-
ical products for use by the military; and, 
take a closer look at products currently 
under development to determine oppor-
tunities to expedite their availability.

“This partnership reflects the invaluable 
collaboration between Health Affairs and 
the FDA to equip U.S. warfighters with 
the best possible military medical support 
as we work to achieve a safer, more secure 
world,” said Tom McCaffery, acting As-
sistant Secretary of Defense for Health 
Affairs. “Expeditious access to life-sav-
ing medical products for U.S. troops on 
the battlefield is part and parcel to en-
suring our shared priority of operational 
readiness. The Department of Defense 
looks forward to working with the FDA 
on this important program to ensure de-
livery of critical battlefield medicine to 
our service members downrange.”

The FDA outlined its approach in an 
initial work plan the agency developed 
in close collaboration with DoD. This 
was done in accordance with H.R.4374, 
which was enacted in December 2017 
along with the National Defense Autho-
rization Act for fiscal year 2018. 

Because current high-priority DoD 
product programs include freeze-dried 
plasma, cold-stored platelets, and 

cryopreserved platelets, the initial phase 
of the program will be conducted among 
the FDA’s Center for Biologics Evaluation 
and Research (CBER) and Health Affairs. 
Leadership from the FDA’s CBER will 
meet with Health Affairs on a regular 
basis as part of this program, which will 
help the FDA’s experts efficiently priori-
tize and expedite availability of biological 
products that are essential to the urgent 
care of those involved in national defense. 

As part of this program, the FDA and 
Health Affairs will hold one or more 
workshops in 2018 to discuss aspects of 
the scientific and clinical development of 
products that are important to the health 
of military personnel. 

Findings from this workshop will inform 
an FDA guidance document that will help 
commercial product developers identify 
opportunities to fulfill unmet medical 
needs for battlefield settings and other 
front-line conditions experienced by men 
and women of the U.S. armed forces. 

“This enhanced collaboration will en-
able the agency to gain a better under-
standing of the health needs of those 
protecting our country while ensuring 
that the medical products made avail-
able to our service members are safe 
and effective,” said Anna Abram, the 
FDA’s Deputy Commissioner for Policy, 
Planning, Legislation and Analysis. “The 
initial program will ultimately allow us 
to implement a robust and enduring 
pathway across the entire agency to 
expedite access to such products as we 
fulfill our commitment to our Nation’s 
warfighters.”

fda.gov



  Table of C
ontents

3

Armed Forces Medicine 2018
TABLE OF CONTENTS

Active Military/  
U.S. Department of Defense 
Health Affairs
FOREWORD
FDA and DoD Launch Program to Expedite Availability of Medical 

Products for the Emergency Care of American Military Personnel ... 1

SPECIAL FEATURES
The State of the Air Force .............................................................................. 8
Army Surgeon General Lt. Gen Nadja Y. West Shares  

Secrets to Successful Leadership ............................................................ 9
Surgeon General Outlines Navy Medicine’s Future ................................. 10
Survey Indicates Higher Satisfaction with  

Military Medical Facilities .................................................................... 11
2017 Year in Review: Places Where Military Health  

System Leaders, Experts Gathered ...................................................... 12
Geico Military Service Awards Recognizes Excellence in  

Drug and Alcohol Abuse Prevention .................................................. 14

ADDICTION
Symposium Focuses on Substance Use Disorder .................................... 16

CARDIOLOGY
Walter Reed Makes New Leadless Pacemaker  

Innovation Available to Military Patients ........................................... 21
WBAMC Doctors Perform First TAVR in El Paso .................................. 22

EMERGENCY
NEMTI Hosts Expeditionary Medical Facility Training ........................ 25
Air Force, Army, Navy Personnel Participate in Joint Training ............. 28
A Look at Inspiring Individuals Who Help Shape the MHS .................. 30
Joint Base Lewis-McChord Soldiers Rescue Train Accident Victims ... 32
Air Force Medical Technician Saves Airborne Heart Attack Victim .... 33
BAMC Re-verified as Level I Trauma Center ........................................... 34
59th Medical Wing Paramedics Expand Wilford Hall Capabilities ...... 36

ENDOCRINOLOGY
Knowledge Key to Combating Diabetes ................................................... 37
Kimbrough Provides Education During National Diabetes Month ..... 38

FIELD MEDICINE
International Health Specialists Employ Unique Skills  

to Build Medical Capabilities with Partner Nations .......................... 39
WBAMC Medics, Nurses Assess Battlefield Care .................................... 42

GASTROENTEROLOGY
Acid Reflux Surgery Uses High-Tech Robotics ........................................ 44
Two-for-One Acid Reflux Surgery ............................................................. 46

IMMUNIZATION
Immunization Healthcare Nurses Have All Bases Covered ................... 48
Vaccinations are Best Safeguard Against Illness-Causing Viruses ........ 49

INFECTIOUS DISEASES
Guarding the Health of Service Members ................................................ 51
DoD’s International HIV/AIDS Prevention Program  

Saves Lives, Builds Lasting Relationships ........................................... 52

HIV Infections on the Rise, Military Can Be At Risk ............................. 54
Partnerships, Collaboration Essential in Global Fight  

Against Health Threats .......................................................................... 58

MENTAL HEALTH
Medics Organize, Attend Stress Training.................................................. 59
Doctors Use Cutting-Edge Research at Navy Hospital ........................... 60

NEUROLOGY
NMCP’s New Warrior Concussion Clinic to  

Treat Service Members with TBIs ........................................................ 63
Blue-Light-Blocking Lenses a Potential  

Breakthrough for Warfighters .............................................................. 65
Military Sleep Clinics Keep Troops on Their Toes  

by Shutting Their Eyes ........................................................................... 66
The Importance of Sleep — You Lose if You Don’t Snooze .................... 68

NURSING
LRMC Celebrates 117th Army Nurse Corps Birthday ........................... 69
Hand-free Device Enhances Staff Communication, Safety .................... 70

NUTRITION
DOD Campaign Guides Military Community  

on Use of Supplements .......................................................................... 72

ONCOLOGY
DOD Expanding Early Detection for Lung Cancer ................................ 73
Lung Cancer Screening Saves Lives ........................................................... 75
WBAMC Continually Tops Cancer Guidelines, Treatment ................... 76

OPHTHALMOLOGY
Improving a Patient’s World, One Eye at a Time ..................................... 80
Wilford Hall Eye Center First Air Force Clinic to Offer  

New Breakthrough Procedure .............................................................. 81

ORAL CARE
Fort Sill Dentists Sink Their Teeth into Dog’s Bite .................................. 84
Patient Safety in Action: MHS Dental Community  

Drills Down for Patient Safety Standards ........................................... 86
Upcoming Exercises in Latin America Help Air Force  

Achieve Total Dental Readiness ........................................................... 88

PAIN MANAGEMENT
Burn Center Offers New Pain Management Approach for Patients ..... 89
Military Telepain Clinics in D.C. Area Help Patients Manage Pain ...... 90
Winn Recognized as Best in Low Back Treatment .................................. 92

PEDIATRICS
Offutt Airman Saves Newborn Minutes from Death;  

Named AFMS Trusted Hero ................................................................. 94

PHARMACY
WBAMC Pharmacist Catches Serious Drug Interaction ....................... 96

PHYSICAL THERAPY
Poly Trauma Department Doctors Celebrate  

10 Years of Caring for Patients ............................................................. 98

PREVENTATIVE HEALTH
Take Command of Your Health ...............................................................101

RESEARCH
The 59th Medical Wing is First in DoD to Earn  

AAHRPP Full Accreditation ..............................................................102
continued on page 5

Arm
ed Forces M

edicine 2018



          Table of C
ontents

5

RESPIRATORY
Respiratory Therapist Now Battlefield Medic ........................................103
Global Respiratory Surveillance Program Detects  

Dangerous Pathogens to Keep Armed Forces Healthy ...................104

SAFETY
Meet the 2017 Quality and Patient Safety Winners ...............................105
Parting Words of Wisdom from Patient Safety Advocate  

Col. Napolitano ....................................................................................106
Patient Safety in Action: TeamSTEPPS® Now and  

a Look into the Future .........................................................................107

SURGERY
BAMC Returns to Full Surgical Capability .............................................109
Elective Surgeries Hone Surgical Skills, Prepare  

Medical Team for Combat ..................................................................112
Reserve Citizen Airman Leads Life-saving Med-evac Mission ...........115
Robotic Surgery Training Program Aims at Improving  

Patient Outcomes .................................................................................118
Army Upgrades Frontline Surgical Teams ..............................................119

VASCULAR SURGERY
TCAR Procedure Used for First Time at BAMC ...................................121

UROLOGY
Men Need to Take Control of Their Health ............................................122
Raising Awareness about Prostate Cancer ..............................................123
Exciting Advances in Prostate Cancer Research This Year ...................126

WOMEN’S HEALTH
Annual Mammograms Recommended for Women Over 40...............127
More Women are Winning the Battle Against Breast Cancer .............129
Breast Reconstruction Can Aid Psychological Healing ........................130
The Fight Against Cervical Cancer ..........................................................131
January is Cervical Cancer Awareness Month .......................................132

WOUND CARE
Seeking New Possibilities in Burn Treatment ........................................133
The Development of a Nanofibrous Scaffold  

for the Recruitment of Fibroblast during Wound Healing.............134

Veterans Health Affairs
SPECIAL FEATURES
Statement by Acting VA Secretary Robert Wilkie .................................136
Veterans Compete in National Wheelchair Games ...............................137
VEText is Here ............................................................................................140
Hunter Holmes McGuire VA Medical Center Upholds  

Dignity of Dying Vets ..........................................................................142
Celebrity Chefs Honor Yountville Veterans............................................145

CARDIOLOGY
February is Heart Month — A Veteran Nurse’s Story ...........................146
American Heart Association Selects VA Employee  

as One of Its National Spokespersons ...............................................147

EMERGENCY
Code Calls Mean Rapid Response ...........................................................148
James A. Haley Veterans’ Hospital Takes Patient Safety Award  

for Eighth Year ......................................................................................149

ENDOCRINOLOGY
41 VA Medical Centers to Participate in Landmark Study  

to Test Relationship between Diabetes and Heart Health ..............150

INFECTION CONTROL
VA-CDC collaborate to ramp up fight against infectious diseases ......152
New environmental cleaning ‘toolkit’ is one goal of research ..............154

MENTAL HEALTH
President Donald J. Trump Signs Executive Order  

to Improve Mental Health Resources for  
Veterans Transitioning from Active Duty to Civilian Life .............155

VA Using Magnetic Stimulation to Treat Depression ...........................156
VA Facilities Now Offer Same-day Care for Urgent  

Primary and Mental Health-care Needs ...........................................158

NEUROLOGY
VA Epilepsy Center of Excellence Releases Video Series  

on Veterans with Epilepsy ...................................................................159
Veterans with Epilepsy: You Are Not Alone ...........................................160
Recognizing the VA Multiple Sclerosis Centers of Excellence .............162
Army Veteran’s Advice for Dealing with Multiple Sclerosis –  

Healing the Brain and Body with Mindfulness,  
Meditation, and Spirituality ................................................................164

Study Finds Worsening Outcomes in Service Members  
Five Years after Mild Blast-induced Concussion .............................165

San Francisco VA Health Care System PTSD Program,  
One of the First in VA .........................................................................166

VA’s National PTSD Brain Bank Collaborates  
with PINK Concussions Group .........................................................167

Checkmating Alzheimer’s: Birmingham VAMC Uses  
‘Brain Games’ to Promote Sharp Minds in Older Veterans ...........168

NURSING
Promising Army Nurses See the Other Side of Medicine  

in Caring for Aging Vets .....................................................................169

NUTRITION
VA Dietitian Offers Healthy Eating Tips for the Workplace ................171
Potent Flavor with Powerful Benefits: Garlic, Onions,  

and Men’s Health ..................................................................................172

ONCOLOGY
Researchers Studying Alternative to Bladder Removal  

for Bladder Cancer Patients ................................................................173

OPHTHALMOLOGY
Navy Veteran Blind for 19 Years Sees Hope Again ................................180
Focus on Veterans’ Vision: A Glance at Innovative  

Vision Research Underway in Atlanta ..............................................183
Here’s What You Need to Know about Glaucoma and Cataracts ........184

ORTHOPEDICS
A Randomized, Crossover Clinical Trial of Exoskeletal-Assisted  

Walking to Improve Mobility, Bowel Function and  
Cardio-Metabolic Profiles in Persons with Spinal Cord Injury .....186

Limb Loss Awareness Month ....................................................................187

RADIOLOGY
Enhanced Care of Veterans as a Result of Clinical  

and Academic Collaborations ............................................................188

UROLOGY
Veterans Find Prostate Cancer Cure at McGuire ...................................189

WOMEN’S HEALTH
Researchers Harness Data from Million Veteran Program  

to Improve Breast Cancer Screening .................................................190
You are in Control of Your Care at VA ....................................................191
Musculoskeletal Pain In Women..............................................................192

WOUND CARE
Innovative Photo Technology Saves Veterans Lives ..............................193
Fighting Pressure Ulcers in a High-risk Population ..............................194

EPILOGUE
VA Physician Named to TIME’s Annual List of the 100 Most Influential 

People in the World .............................................................................200

Arm
ed Forces M

edicine 2018



A
cc

re
di

ta
ti

on

6

Armed Forces Medicine 2018
ACCREDITATION
Special Thanks
Akash Patel, MD, Interventional 
Radiologist, Associate Professor Radiology 
and Surgery, Section Chief Interventional 
Radiology, University of Mississippi 
Medical Center

Editorial
Acting VA Secretary Robert Wilkie
Amy Rollins
Ann M. Spungen, EdD, Bronx Veterans Medical 
Research Foundation
April Maa, MD, TECS Program Center 
Investigator
Armed Forces Health Surveillance Branch
Bernard S. Little, WRNMMC Command Comm
Bethany Grzesiak, Clinical Dietitian
Betsy Lehman Center for Patient Safety
Capt. Jerome Ferrin, 30th Medical Brigade 
Public Affairs, U.S. Army
Capt. Manuel Rodriguez, M.D., General 
Leonard Wood Army Community Hospital
Chris Orose, Defense Health Agency 
Immunization Healthcare Branch
Christina Steiner, Fort Sill Tribune, U.S. Army
Christopher Menzie, Public Affairs Specialist VA 
San Diego Healthcare System
Crystal Muscatello
David Ross, MEd, MSEE, TECS Program Center 
Investigator
David Vergun, Army News Service
DoD Patient Safety Program
Douglas H. Stutz, Naval Hospital Bremerton 
Public Affairs
Dr. Steven Galvan, U.S. Army Institute of 
Surgical Research Public Affairs
Ed Drohan
Elaine Sanchez, Brooke Army Medical Center
Ellen Crown, U.S. Army Medical Materiel 
Agency Public Affairs
Gary Hicks, Office of Public and 
Intergovernmental Affairs
Gloria Montgomery, Carl R. Darnall Army 
Medical Center
Hans Petersen
Jason Bortz, Naval Hospital Pensacola
Jeffrey M Soares, Army Medicine

Jennifer Scales, Dorn VA Medical Center Public 
Affairs Office
John Kotara, Petty Officer 1st Class
Julie Kreyenbuhl, PharmD, PhD
Kellie Burdette Mendonca, Public Affairs 
Specialist
Krish Sathian, MD, PhD, Executive Director 
of the Center for Visual and Neurocognitive 
Rehabilitation
Lance Cpl. Haley McMenamin, Marine Corps 
Installations West Camp Pendleton
Lisa Ferdinando, Defense Media Activity
Lori Newman, Brooke Army Medical Center 
Public Affairs
Marcy Sanchez, William Beaumont Army 
Medical Center Public Affairs Office
Maria Yager, U.S. Army
Mary Ann Crispin, Disease Management 
Coordinator, Kenner Army Health Clinic
Master Sgt. Chenzira Mallory, U.S. Air Force
Meredith Hagen, Lead Public Affairs Specialist
Michael Ciamarra
Mike Richman, VA Research Communications
Military Health System Communications Office
Mitch Mirkin
Ms. Catrina Francis (IMCOM)
Ms. Debra Thompson, Army Medicine
Ms. Erin Bolling, Army Medicine
Ms. Leah Roberts
Osamah Saeedi, MD
Patrick Gordon Public Affairs Specialist
Peter Holstein, Air Force Surgeon General 
Public Affairs
Petty Officer 2nd Class Kris Lindstrom, Naval 
Medical Center Portsmouth
Professor Patricia Deuster, Uniformed Services 
University Consortium Director for Health and 
Military Performance
Robert Goetz, 502nd Air Base Wing Public Affairs
Sameria Zavala, WAMC PAO
Sean Kimmons
Senior Airman Stefan Alvarez, 59th Medical 
Wing Public Affairs, U.S. Air Force
Senior Master Sgt. Timm Huffman, 
Headquarters Individual Reservist Readiness 
and Integration Organization
Shannon Collins DoD News, Defense Media 
Activity

Sheila Tunney
Shireen Bedi, Air Force Surgeon General Public 
Affairs
Staff Sgt. Franklin R. Ramos, 51st Fighter Wing, 
U.S. Air Force
Stefan Alvarez, Senior Airman 59th Medical 
Wing Public Affairs
Steve Goetsch
Suzanne Ovel
Tech. Sgt. Rachelle Blake, 55th Wing Public 
Affairs, U.S. Air Force
Tech. Sgt. Ryan Labadens, 403rd Wing Public 
Affairs, U.S. Air Force
USAF Surgeon General Lt. Gen. (Dr.) Mark 
A. Ediger
Velvie Bennett, FNP-C, Family Medicine Clinic, 
KAHC
Winfield S. Danielson III
Yolanda R. Arrington, DoD News, Defense 
Media Activity
Zach Rehnstrom

Photography
1st Lt. Mark Graff, Provincial Reconstruction 
Team Farah, U.S. Army
Airman 1st Class Kaylee Dubois, U.S. Air Force
Ben Sherman, Fort Sill, U.S. Army
Caleb Vance, U.S. Air National Guard
Capt. Jerome Ferrin, 30th Medical Brigade 
Public Affairs, U.S. Army
Danielle M. Bolton, Naval Hospital Camp 
Lejeune Public Affairs
EJ Hersom, DoD News
Ellen Crown, U.S. Army Medical Materiel 
Agency Public Affairs
Gloria Montgomery, Carl R. Darnall Army 
Medical Center
Greg L. Davis, U.S. Air Force
James Stenberg, Petty Officer 1st Class, U.S. 
Navy
Jason Bortz, Naval Hospital Pensacola
Jennifer Scales, Dorn VA Medical Center Public 
Affairs Office
John Wayne Liston, U.S. Army
Kalila Fleming, DoD
Katie Berland, U.S. Navy
Kemberly Groue, U.S. Air Force

Kris R. Lindstrom. Mass Communication 
Specialist 2nd Class, U.S. Navy
Lance Cpl. Haley McMenamin, U.S. Marine 
Corps
Lt. J.G. Mckensey Smith, U.S. Navy
Maj. Jacqueline Kircher, U.S. Army
Marcy Sanchez, William Beaumont Army 
Medical Center Public Affairs Office
Maria Yager, U.S. Army
Mitch Mirkin
Mr. Lorin Smith, I Corps
Ms. Debra Thompson, Army Medicine
Ms. Erin Bolling, Army Medicine
Naval Medical Research Center
Patrick Gordon Public Affairs Specialist
Robert Shelly, 59th Medical Wing
Robert Shields, BAMC Public Affairs
Robert Whetstone
Sameria Zavala, WAMC PAO
Sean Kimmons
Senior Airman Keifer Bowes, U.S. Air Force
Senior Airman Stefan Alvarez, 59th Medical 
Wing Public Affairs, U.S. Air Force
Sgt. Joanna Bradshaw, Ohio National Guard
Shealah Craighead
Spc. Brandon C. Dyer
Staff Sgt. Franklin R. Ramos, 51st Fighter Wing, 
U.S. Air Force
Staff Sgt. Shelley Gill, U.S. Air Force
Stefan Alvarez, Senior Airman 59th Medical 
Wing Public Affairs
Steve Goetsch
Steve Smith
Tech. Sgt. Rachelle Blake, 55th Wing Public 
Affairs, U.S. Air Force
Tech. Sgt. Ryan Labadens, 403rd Wing Public 
Affairs, U.S. Air Force
Tereasa Wade
U.S. Air Force
U.S. Army
U.S. Army Medical Materiel Development
Walter Reed National Military Medical Center
Zach Rehnstrom

Production:
Capital Publishing, Inc.
7341 Spring Hill Drive #3138
Spring Hill, Florida 34606-3138
Telephone: (813) 286-8444
Facsimile: (813) 286-8883

Publisher & Editor: Thomas S. Adams III
Assistant to the Publisher: Ashley J. Adams
Designer: Debi Marsh
VP of Advertising: Bill Lorimor

Advertising Executives:  
Steve Blakemore, Sonja Homer
Director of Operations: John Phillips
Printing: Serbin Printing

The unclassified editorial contents of this publication are intended and presented for the purpose of furthering educational awareness and
understanding throughout the allegiance of health caregivers and professionals within the branches of US Army, US Navy, US Air Force,
and US Marine Corps active military, National Guard, Reserve, TriCare, and Veterans Administration organizations. This publication is not
officially endorsed or funded in any way by these government agencies, and is provided as a complimentary service at no charge. 

Armed Forces Medicine is not endorsed or authorized by the U.S. Department of Defense or any of its operating divisions. It is intended solely 
for the purpose of advancing information that has recently been made available to the public. All content exclusive of advertisement claims
and prior publicly released information.

©2018 Capital Publishing, Inc.

Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
01

8



D
oD

 H
ealth A

ffairs

9

D
oD

 H
ea

lt
h 

A
ff

ai
rs

8

Arm
ed Forces M

edicine 2018Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
01

8 Active
SPECIAL FEATURES
The State of the Air Force
Excerpts from Airman Magazine’s interview with  
USAF Surgeon General Lt. Gen. (Dr.) Mark A. Ediger

The Air Force 
Medical Service 
is strong. The 
men and wom-
en who serve 
our Air Force as 
medical profes-
sionals are ac-
tively engaged in 
the three main 
components of 
our mission and 

they are balancing them very well. Those 
three components are: supporting Air 
Force operations day to day wherever 
they occur, maintaining a ready medical 
force prepared to deploy, and then pro-
viding high-quality, safe health care with 
a good patient experience. Our priority 
is to advance mission success through a 
focus on four areas: full-spectrum readi-
ness, integrated operational support, our 
Air Force Medical Home, and high reli-
ability through Trusted Care.

As we know, Air Force capabilities are 
in high demand and the mission around 
the world is really requiring our Airmen 
across the Air Force to be innovative and 
adapt their capabilities to meet the op-
erational challenges. As they do that, we 
in Air Force medicine must adapt with 
them to ensure that we are giving them 
the medical support they need to be fit 
and healthy and prepared to provide ev-
erything the mission requires.

That involves physical performance, as 
well as cognitive performance and the 
ability to have sustained attention to mis-
sions that require a great deal of vigilance 
and critical thought. So, as Airmen go to 
new locations and operate under new 
operational scenarios, we need to stay 
with them to ensure that we are giving 

them everything they need to be able to 
perform.

Then, should they have operations-relat-
ed health issues that arise by virtue of the 
mission, we need to be there to give them 
the medical support they need to recover 
from either injuries or illnesses.

We have learned a great deal from the 
last 15 years of war and we have really 
learned those lessons as part of a joint 
team. The medical support in the exten-
sive military operations over the last 15 
years has been provided in a very joint 
manner.

We collaborated with the Army, the 
Navy, and the Marines to create the 
Joint Trauma System during that period 
of time. This Joint Trauma System has 
served us and those to whom we provide 
care very well, particularly in Iraq and 
Afghanistan, but also in current combat 
operations across North Africa and the 
Middle East.

By standing up the Joint Trauma System 
we have learned a great deal about how 
to adjust our trauma practices to save 
lives and salvage limbs. Those advances 
in trauma care have been adopted inter-
nationally and they have really advanced 
the art and science of trauma medicine 
around the world.

A lot of the things we have learned 
and the techniques we have applied to 
improve outcomes in combat support 
have become standard practice now in 
trauma centers, internationally. We have 
also learned that we can innovate and 
take techniques that formerly were only 
found in medical centers and take those 
into the operational environment. By 

doing so, we can apply medical interven-
tions to disease and injury at an earlier 
point and improve outcomes.

The Air Force is conducting several 
research trials on PTSD and Invisible 
Wounds with funding from the Defense 
Health Program’s Psychological Health 
& Traumatic Brain Injury Research 
Program.

Our biggest challenge is always main-
taining a ready medical force. As I have 
described, we are taking more advanced 
care into the operational environment 
than ever before and that requires us to 
have deployable teams with very sophis-
ticated capabilities. Our challenge is to 
keep those teams current and ready to 
deploy at any given time.

In Air Force hospitals and clinics, we 
have a relatively healthy population that 
we support, so we have had to evolve 
our clinical practices to ensure we keep 
teams ready to manage trauma and criti-
cal care patients.

To do that, we have evolved into an open 
type of practice for our trauma, critical 
care, and emergency medicine specialists 
by leveraging partnerships. This gives 
our specialists the time and opportunity 
to take care of more complex patients 
than our population typically provides.

In some cases, those partnerships involve 
referral of patients from the VA [Veter-
ans Affairs] to our hospitals. Sometimes 
those partnerships also involve sending 
our specialists to practice in trauma cen-
ters and academic institutions outside of 
the Department of Defense.

airman.dodlive.mil

Active
SPECIAL FEATURES
Army Surgeon General Lt. Gen Nadja Y. West 
Shares Secrets to Successful Leadership
By Lisa Ferdinando, Defense Media Activity

Good leadership, West said, includes treating others with dig-
nity and fairness, carrying oneself with respect, and demon-
strating resilience, adaptability and empathy.

“As a leader, you’re really a servant, so you serve those who you 
lead,” she said. “I think the attributes of any leader start with 
integrity.”

West earned an engineering degree from West Point and her 
medical degree from George Washington University School of 
Medicine. She was sworn in as surgeon general, receiving her 
third star with that appointment.

She said she is extremely proud of the work done by the men 
and women of Army medicine and what they do for the na-
tion. Around the globe, their work includes medical research, 
helping maintain the health of soldiers and supporting the 
warfighter. “We really do have probably one of the greatest 
teams of professionals on the face of the Earth,” West said.

The general said she encourages girls and young women to pur-
sue science and think about a career in military medicine, tell-
ing them they can thrive in that career. “The field of medicine 
is just awesome, because you can serve, you can be involved in 
making someone well [and] healing,” she said. “What’s more 
rewarding than that — making sure someone is healthy?”

Role of Women in Military
West said she welcomes the opening of all military occupations 
and specialties to women. “A diverse group provides different 
perspectives and would give you a wider range of solutions,” 
she explained.

The result is a military more reflective of what the nation looks 
like, the general added. “Those who choose to serve should be 
given the opportunity to serve in those roles that they are qual-
ified to serve in,” West said.

West graduated from West Point in 1982 as part of the third 
class to attend the military academy after it began accepting 
women.

“It was challenging for all the cadets, not just the women 

—both physically challenging [and] emotionally challenging 
—and so it was quite an experience,” she said.

For the most part, West said, the women were embraced by 
their classmates. She noted that the academy’s leaders made 
the difference by setting the tone. Female officers served as role 
models for her while she was at West Point and have continued 
to do so throughout her career, the general said.

In the Army medical department, she said, there were many 
women she admired. “There were quite a few who made me 
proud and gave me something to aspire to,” West said.

defense.gov

Army Surgeon General Lt. Gen Nadja Y. West

Lt. Gen. (Dr.) Mark A. Ediger
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SPECIAL FEATURES
Surgeon General Outlines Navy Medicine’s Future
By Petty Officer 1st Class John Kotara, U.S. Navy Bureau of Medicine and Surgery, excerpts 
from the 126th Annual AMSUS Meeting for federal health professionals at the Gaylord 
National Resort and Convention Center  

“We have to our credit the highest combat survival in history 
in the last war. If you had a survivable injury on the battlefield, 
you had a 97 percent or greater chance of survival,” Faison 
said. “As you heard earlier, as a result of everyone in this room, 
and everyone on this stage, no service did it alone. We did it 
together.”

The evolving future of warfare will drive changes to the way 
the Navy delivers care, Faison commented. The re-emergence 
of great power competition and the growing ability of near-
peer competitors to project seapower mean that future con-
flicts could be fought at sea. As a result, Navy Medicine has 
improved how personnel prepare and train for future conflict 
to continue to ensure high combat survival rates. 

Three factors are critical to ensuring combat survival in the 
maritime domain, Faison said, including the ability to rapid-
ly evacuate patients and get them to definitive care. The most 
important factor is the training, preparation and readiness of 
the personnel assigned to platforms or individual units. And 
of that medical team, the most important person — for the 
Navy — is the Hospital Corpsman. 

The reorganization of the Military Health System being driven 
by the 2017 National Defense Authorization Act will create 
opportunities for the military services. 

“So as we face a very different world than the world we’ve 
known, and for the Navy, a very different conflict than what 
we have known in the past 70 years, we look forward to the op-
portunity presented today to work as a joint force, to work with 
a new agency that will help create the bandwidth we need to 
refocus on what’s most important – readiness, combat survival, 
and making good on the commitment we make to all who join 
and serve in our military,” Faison said.

A native of Norfolk, Virginia, Vice Adm. Forrest Faison re-
ceived his bachelor’s degree from Wake Forest University and 
his medical degree from the Uniformed Services University of 
the Health Sciences. He completed post-graduate training in 
general pediatrics at Naval Hospital San Diego and fellowship 
training in neurodevelopmental pediatrics at the University of 
Washington. 

Faison is board certified in pediatrics and is an associate clin-
ical professor of pediatrics at the Uniformed Services Uni-
versity of the Health Sciences. He has several publications on 
neurodevelopmental outcomes of premature infants as well 
as other publications and book chapters on the topics of the 
future of Wounded Warrior care and use of telemedicine and 
health informatics in healthcare. He is a senior member of 
the American College of Physician Executives. His personal 
awards include the Navy Distinguished Service Medal (two 
awards), Legion of Merit (five awards); Meritorious Service 
Medal (3 awards); Navy/Marine Corps Commendation Medal, 
and Navy/Marine Corps Achievement Medal and numerous 
unit and campaign awards.

med.navy.mil
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Survey Indicates Higher Satisfaction with  
Military Medical Facilities
By David Vergun Army News Service

  

Results of the Defense Department’s Joint Outpatient Experi-
ence Survey, or JOES, are in for 2017, and soldiers, retirees and 
family members reported very high overall satisfaction — 93 
percent — with their experience at Army medical treatment 
facilities, the senior health policy analyst with the Office of the 
Army Surgeon General said.

Melissa Gliner said the other two big metrics are ease of access 
to Army providers, which was rated 83 percent positive, the 
highest in the military health services, and overall experience 
with Army pharmacies, which was rated 78 percent positive.

The results of the survey show an overall increase in satisfaction 
of about 2 percent for those three questions compared to 2016, 
the year the Army first participated in the survey, she said.

Strict Confidentiality
About 2.7 million surveys go out annually to about 10 percent 
of patients who have visited a military health facility in a ran-
dom selection process, she said. At first, only paper surveys 
were distributed, but since last month, a website has been set 
up for taking the two-page survey.

Strict confidentiality is maintained at all times, she added.

Gliner, a statistician by training, said she interprets the results 
and shares them with representatives from all of the military 
health facilities regularly. The facilities’ staffs are eager to learn 
the survey results and understand what’s working and what 
can be improved, she said.

One incentive for getting high survey scores is a monetary 
award that’s given to the best-performing military health fa-
cilities, Gliner noted, adding that performance reviews are tied 
to the results.

Improving the Patient Experience
Besides sharing the results with the facilities, Gliner said, she 
also offers advice on ways to improve the patient experience. 
For instance, she said, she looks at civilian treatment facilities 
to see what works well and then shares that information. 

Among these insights is having staff members circulate in the 
waiting area to chat with patients so they don’t feel they’re be-
ing ignored, which Gliner said is one way to elevate scores.

Another finding from the survey was that some patients ex-
perience frustration during their initial call to schedule an 
appointment, with some being told to call back because there 
were no appointments. Some military health facilities are now 
retraining clerks who take the calls to get the appointments set 
up without the patient having to call back, she said.

Gliner said the U.S. Army Medical Command is working to 
stand up a website that will better help military health facilities 
to share their ideas and further elevate patient experience and 
survey scores.

defense.gov

Staff at Madigan Army Medical Center in Tacoma, Wash., treat patients. 
The 2017 results of the Defense Department’s Joint Outpatient 
Experience Survey show an increase in patient satisfaction with military 
medical facilities and pharmacy care. (U.S. Army photo)

Soldiers, retirees and family members 
reported very high overall satisfaction —  
93 percent — with their experience at  

Army medical treatment facilities.

Vice Admiral C. Forrest Faison III, Surgeon General and Chief,  
Bureau of Medicine and Surgery
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SPECIAL FEATURES
2017 Year in Review: Places Where Military 
Health System Leaders, Experts Gathered
By Military Health System Communications Office

Leaders, industry experts, and clini-
cians from across the Military Health 
System gathered to share accomplish-
ments, news, and research happening 
at home and abroad. Here’s a look at the 
highlights:

HIMSS. Approximately 40,000 health 
care IT professionals, clinicians, exec-
utives, and vendors from around the 
world attended the Healthcare Informa-
tion and Management Systems Society 
(HIMSS) 2017 conference in February 
in Orlando, Florida, to discuss health 
care and technology, with topics rang-
ing from cybersecurity to innovation, to 
interoperability.

The conference provided an opportunity 
for healthcare professionals to discuss 
the rollout of MHS GENESIS, which 
began this year. Navy Vice Adm. Raquel 
Bono, director of the Defense Health 
Agency, outlined several initiatives the 
MHS is taking to improve delivery of 
care to its 9.4 million beneficiaries.

FAAST. In July, the Federal Advanced 
Amputation Skills Training brought 
together health and wellness experts 
from the Departments of Defense and 
Veterans Affairs to share best practices 
in caring for those who have lost limbs 
because of combat, injury, or disease.

Experts shared findings related to iden-
tifying and lessening secondary health 
complications; laser hair removal and 
other procedures to make wearing pros-
thetic sockets more comfortable; acu-
puncture and other pain-management 
techniques that don’t involve medica-
tions; therapeutic recreation programs 
such as yoga, swimming, and horseback 
riding; rehabilitation programs to opti-
mize agility; and sex and intimacy after 
limb loss.

DHITS. “One Team, One Mission —
Creating Our Future Together” was 
the theme of the Defense Health In-
formation Technology Symposium in 
Orlando, Florida. The three-day event 
brought together more than 2,000 infor-
mation technology professionals, health 
care providers, and administrators who 
make use of IT solutions to better serve 
patients. “Health IT is one of the foun-
dational enterprise support activities,” 
said Bono, who spoke on July 25. “There 
is not another support function that 
touches everything we do.”

MHSRS. The annual Military Health 
System Research Symposium which took 
place in August in Kissimmee, Florida, 
attracted military medical providers, ac-
ademic researchers, clinical administra-
tors, and more, to discuss the treatment 
of warfighters, retirees, and their families.

“This is the only large, broad-based 
research conference focusing on the 
unique medical needs of the military,” 
said Dr. Kelley Brix, a physician and 
division chief with the Defense Health 
Agency’s Research and Development 
directorate. “It crosses many different 
research areas and medical conditions.”

The information shared at the sympo-
sium serves more than just the military 
community. “Many of the breakthroughs 
made in the military in improving the care 
of traumatic injuries have been widely ad-
opted in civilian health care,” said Brix. 

Experts discussed surgical care on the 
battlefield, life after amputation, re-
growing limbs in the future, magnets to 
relieve depression symptoms, and study-
ing PTSD through biomarkers.

AMSUS. The 126th Annual Continuing 
Education Meeting of the Society of Fed-
eral Health Professionals, also known as 
AMSUS, took place at the Gaylord Na-
tional Resort and Convention Center 
in Oxon Hill, Maryland, at the end of 

November. Leaders from the Defense 
Health Agency and the services came 
together to discuss health readiness. 

Acting Assistant Secretary of Defense for 
Health Affairs Thomas McCaffery and 
Bono spoke during the plenary session.

“Their views on today’s issues will offer a 
unique opportunity for everyone to hear 
about the current state and future plans 
for the Defense Health Agency,” said re-
tired Navy Vice Adm. Michael Cowan, 
executive director of AMSUS. Topics at 
the conference ranged from global health 
engagement to the modernization of mil-
itary health care, including the many ad-
vantages designed into MHS GENESIS 
to ensure that it provides seamless health 
care for beneficiaries in the system.

health.mil

Military Health System Allied Health Leadership Excellence Awards DoD honored its top healthcare 
providers and facilities for 2017 during an awards ceremony recently at the National Harbor Gaylord 
Convention Center in Oxon Hill, Maryland. The Allied Health award recognizes those providers, 
both clinical and non-clinical, who provide great service to patients but are not direct healthcare 
providers. The Air Force Biomedical Sciences Corps Chief Brig Gen Dienst (second from left) was in 
attendance to congratulate the winners. Awardees pictured are Senior Non-Clinician Air Force Maj. 
Stephanie K. Harley, Maxwell Air Force Base, Montgomery, Alabama; Junior Non-Clinician  
Navy Lt. Dawn M. Whiting, Naval Hospital Okinawa, Japan; and Senior Clinician Air Force Maj.  
Neysa M. Etienne, 86th Medical Squadron, Landstuhl, Germany.

Navy Vice Adm. Raquel Bono, director, Defense Health Agency, speaks at the Defense Health 
Information Technology Symposium, July 25, in Orlando, Florida. Conferences like this one help 
MHS and other health care personnel to exchange ideas and information to help improve care to 
beneficiaries. (Courtesy photo)

Experts discussed surgical 
care on the battlefield, 
life after amputation, 

regrowing limbs in the 
future, magnets to relieve 

depression symptoms, and 
studying PTSD through 

biomarkers.
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GEICO Military Service Awards Recognizes 
Excellence in Drug and Alcohol Abuse 
Prevention

GEICO has honored members of the U.S. Military for their 
achievements and contributions to the civilian and Military 
community for 30 years through a program of special recog-
nition. The outstanding Military members you see here are 
being recognized for their work in Drug and Alcohol Abuse 
Prevention.

US Navy Petty Officer 
First Class Renemar D. 
Astorga, the recipient of 
the 2017 GEICO Mili-
tary Service Award, is 
currently assigned as 
the Leading Petty Offi-
cer (LPO), of the Surgi-
cal Services Directorate 
at US Naval Hospital 
Guam. As the leading 
Substance Abuse Re-
habilitation Program 
(SARP) counselor on 
the island of Guam, he 
coordinates all assess-
ments and treatment 
plans for service mem-

bers with substance misuse at the outpatient and intensive 
outpatient levels. His extraordinary efforts support 52 tenant 
commands throughout Joint Region Marianas, ensuring the 
unit’s maintain mission readiness, which saves the unit’s op-
erational costs by not having to fly service members off-island 
for assessments. 

During his tour, Officer Astorga’s administration of Level One 
and Level Two in-house treatment programs provided care 
for 25,000 beneficiaries and saved the Navy over $385,000.00 
annually. 

Additionally, he has earned 53 continuing education credits in 
Instructor Training supporting Occupational Stress Control 
and Psychological First Aid, was nominated for the Nationally 
acclaimed Peabody Caregiver Award, and selected as the Com-
mand Senior Sailor of the Quarter (3Q17). An aircraft mechan-
ic by job designation, he has fully committed himself to utilize 
his calm cool demeanor to make a difference saving lives.

US Air Force Techni-
cal Sergeant Edward 
J. Mauss, the recipient 
of GEICO’s 2017 Mili-
tary Service Award, is 
currently assigned as a 
Criminal Investigator at 
the 96th Security Forces 
Squadron, 96th Wing, 
Eglin Air Force Base, 
Florida. 

He serves as the unit’s 
representative to Air 
Force Office of Special 
Investigations Detach-
ment 104’s Joint Drug 
Enforcement Team, in-

vestigating narcotics dealers and users impacting DoD’s largest 
installation. He initiated and solved 20 major cases, completed 
41 crime lab submissions with a 100% on-time rate and the 
evidence analysis was vital for prosecutions and convictions. 

He also served as the Air Force Office of Special Investigation 
(AFOSI) representative for the local county drug task force, 
and led the task force on base affiliated drug operations which 
resulted in civilian drug dealers being arrested and removed 
for the military installation, and conducted 25 base drug 
awareness briefs for over 1000 base personnel covering 13 
tenet units, and significantly enhanced the base drug abuse 
prevention program.

In his off-duty time, Technical Sergeant Mauss serves as a key 
member of the local police “Special Weapons and Tactics” 
(SWAT) team. He logged over 100 hours of training for hostile 
drug events. 

He also assisted in two National Prescription Drug Take Back 
Day events and as a result, 222 lbs of prescription drugs were 
secured and removed from the local community.

Petty Officer First Class Renemar D. Astorga

Technical Sergeant Edward J. Mauss
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ADDICTION
Symposium Focuses on Substance Use Disorder
By Bernard S. Little, WRNMMC Command Communications

Focused on the theme “Promoting Recovery Through Compas-
sionate Care,” the Walter Reed Bethesda Substance Use Disorder 
Symposium drew health care providers, researchers, lawyers and 
others to the medical center Sept. 20 to discuss issues involving 
the misuse and abuse of drugs and alcohol. Walter Reed National 
Military Medical Center served as the host site for the sympo-
sium, held in collaboration with the Uniformed Services Univer-
sity and the National Institutes of Health.

“This [symposium] is a part of our ongoing educational initia-
tive,” stated Dr. Christopher Spevak, director of the National 
Capital Region’s Opioid Safety Program and deputy director 
of the National Capital Region Pain Initiative and Wounded 
Warrior Pain Care Initiative at WRNMMC. He added that the 
program and initiatives offer monthly webinar training sessions 
concerning pain, substance use disorder (SUD), acupuncture 
and addiction. In addition, an opioid safety app is currently in 
development, Spevak said.

Treatment and prevention for substance use disorder requires a 
multifaceted approach including education, research, interven-
tion and clinical care, explained Navy Lt. Cmdr. (Dr.) Eric Pauli. 
The assistant professor and director for clinical education in the 
Psychiatric Mental Health Nurse Practitioner Program-Doctor 
of Nursing Practice Program at USU, Pauli said the military has 
a long history of providing premier substance abuse treatment, 
even treating former U.S. First Lady Betty Ford, who received 
care at Long Beach Naval Hospital for alcoholism and an ad-
diction to opioid analgesics during the late 1970s. Ford’s care at 
the hospital helped serve as an impetus to the establishment of 
the Betty Ford Center for treatment of alcohol and other drug 
addictions.

Dr. Carlos Blanco, director of the Division of Epidemiology, Ser-
vices, and Prevention Research at the National Institute on Drug 
Abuse, a component of NIH, stated how addiction involves the 
inability to voluntarily reduce drug-taking despite the potential 

continued on page 20
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tragic consequences. A guest speaker during the SUD sympo-
sium at WRNMMC, Blanco explained people become addicted 
to drugs and alcohol because those substances affect the pleasure 
centers in the brain, creating a sense of well-being and happi-
ness. People who become addicted to opioids and other drugs 
often do so because the drugs make the sense of pleasure stron-
ger than pain, and “pain is the most common reason for seeking 
care in the U.S.,” Blanco said. Prolonged substance use can injure 
the brain, and healing takes time, he added.

Regarding the U.S. opioid crisis, Blanco, and fellow symposium 
guest speaker Dr. Robert L. Dupont explained that in 2015 there 
were more than 52,000 reported drug overdose deaths, and 
33,091 Americans died of opioid overdoses. About half of those 
deaths from opioids, more than 17,500, were attributed to pre-
scribed opioids. Dupont, president of the Institute for Behavior 
and Health, Inc., and the first director of the NIH National In-
stitute on Drug Abuse (1973-1978) and the second White House 
drug chief (1973-1977), added that 2.5 million Americans age 12 
and older have an opioid use disorder, most due to prescription 
opioids followed by heroin. He pointed out that reported deaths 
from drug overdoses in 2015 exceeded those reported from peo-
ple who died as a result of car accidents (37,757), guns (35,763) 
and HIV (6,465) that same year.

Another concern brought on by the opioid crisis is increasing 
prenatal exposure, Blanco added. He pointed out that in 2004, 
there were approximately seven admissions for newborn with-
drawal syndromes per 1,000 admissions, and by 2013, that num-
ber had increased to approximately 33 admissions for newborn 
withdrawal syndromes per 1,000 admissions.

Since 1999, opioid prescriptions have nearly tripled, and peo-
ple misusing analgesics, directly and indirectly, obtain them by 
prescription, Blanco furthered. He added sources where pain 
relievers are obtained for misuse include a friend or relative (54 

percent), prescription (36 percent), and other sources (about 10 
percent).

“Complex biological, developmental and social aspects of sub-
stance use and addiction suggest multipronged responses,” 
Blanco continued. “We not only have to treat the disease, but 
really treat the person’s social environment and where that per-
son lives. We can also improve the diagnosis, we can improve 
screening, we can improve engagement, we can increase reten-
tion [in recovery and addiction programs], and we can improve 
the quality of care,” he furthered.

Dupont added that while the opioid crisis is now garnering 
much attention, 90 percent of substance use disorders are rooted 
in drug and alcohol use beginning in the “uniquely vulnerable 
teenage years” with three gateway drugs: alcohol, tobacco and 
marijuana. He said in approximately 95 percent of the cases in-
volving opioid overdose deaths, other drugs are present in the 
victim’s system. “Prevention is about any and all drug use by 
youth,” Dupont continued. He added the Recovery Movement 
is “a powerful movement of individuals who have overcome ad-
diction,” and more than 20.8 million Americans are in recovery 
from substance use disorder.”

Also during the SUD symposium, Neil Riley, an Army veteran 
and lawyer, discussed Veterans Treatment Courts, a new devel-
opment in the legal system to address challenges veterans face 
when they return home. According to the U.S. Department of 
Veterans Affairs, Veterans Treatment Courts are based on the be-
havioral health courts begun in the 1990s with the goal of keeping 
those with behavioral health challenges, such as post-traumatic 
stress and substance use disorder, out of the traditional justice 
system. Instead, the courts may recommend them for treatment 
and tools to cope with their challenges. “This is a team effort,” 
said Riley. “The judge works with the prosecutor and the defense 
counselor. They may also bring in the local VA and health-care 
providers,” he added.

Closing out the symposium, Walker Reed Forman, lead public 
health advisor for the Substance Abuse and Mental Health Ser-
vices Administration, explained the Screening, Brief Interven-
tion and Referral to Treatment program offered by the agency. 
SBIRT is an evidence-based practice used to identify, reduce, 
and prevent problematic use, abuse and dependence on alcohol 
and illicit drugs, Forman said.

“It’s in upstream approach,” Forman said of SBIRT. “We may all 
take a walk along the stream of substance exposure and most of 
us never dip a toe into this stream, but some of us do, approxi-
mately 27 percent of us. Some people may venture further into 
the water and never notice that the stream is picking up speed, 
and they end up going downstream at an increasing pace.” He 
added SBIRT provides a lifeline for those people to let them 
know that they need to get out of that stream because the water-
fall, which is addiction, is just around the bend.

wrnmmc.capmed.mil

A Soldier with the 3d U.S. Infantry Regiment (The Old Guard) records 
specimens taken March 21 during a unit urinalysis, a regular screening 
method used by the military to test troops for illegal substance use. 
The Army Substance Abuse Program, or ASAP, relies on education and 
prevention programs, as well as unit cohesiveness and military leaders at 
all levels, to help identify and treat substance abuse behaviors before they 
become potential problems. (Photo Credit: Spc. Brandon C. Dyer)

continued from page 16
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Walter Reed Makes New Leadless Pacemaker 
Innovation Available to Military Patients
By Yolanda R. Arrington, DoD News, Defense Media Activity

Heart surgeons at Walter Reed National 
Military Medical Center are giving pa-
tients a chance to live longer with a newly 
approved device that’s keeping their hearts 
beating.

Doctors there are implementing use of 
the leadless pacemaker, a device that was 
approved by the Food and Drug Adminis-
tration in April 2016.

Leadless pacemakers don’t have the leads, 
or wires, found in traditional pacemakers. 
They’re significantly smaller than tra-
ditional pacemakers. Since there are no 
leads for the energy to pass through, the 
generator is able to make direct contact 
with heart tissue. This process takes less 
energy to pace the heart.

“The ‘Achilles heel’ of traditional pace-
makers has always been the pacemaker 
leads, long metal wires coated with a sil-
icon/plastic that are tunneled from the 
pacemaker under the left collarbone into 
the heart,” said Navy Cmdr. (Dr.) Matthew 
Needleman, a cardiologist at Walter Reed.

Needleman noted the new pacemakers 
solve a few big problems. The leads on tra-
ditional pacemakers can fracture, dislodge 
and get infected. That infection can travel 
to the entire heart, leading to the removal 
of the pacemaker, a procedure that can 
lead to deadly results for the patient.

“Leadless pacemakers are implanted di-
rectly into the right ventricle in the heart, 
solving a significant portion of pacemaker 
lead problems,” Needleman said. “With-
out leads, this pacemaker has no lead to 
break. In addition, there have been over 
3,000 implants worldwide and no cases of 
the leadless pacemaker dislodging.”

The body tends to form a capsule over the 
new pacemaker, which reduces the infec-
tion rate. Needleman says the overall com-
plication rate of the leadless pacemaker is 
about half that of a traditional pacemaker.

“There’s also no surgical scar,” Needle-
man added. Patients who receive the new 
pacemakers take less time to recover after 
surgery. Traditional pacemakers require a 
six-week period of post-implant restric-
tions. Most patients who receive the lead-
less pacemakers get back to normal life 
just a week after surgery.

The device is also good for patients 
with dementia and memory issues who 
may not always remember to follow the 
post-surgical guidelines associated with 
typical pacemakers.

Since the leadless pacemaker is only ap-
proved for use in the right ventricle, they 
can currently only be used in patients who 

need single chamber ventricular pace-
makers. That’s about ten to 20 percent of 
patients who need pacemakers.

Needleman believes the next generation 
of leadless pacemakers could service 
multiple chambers and he expects future 
leadless pacemaker to be able to work with 
defibrillators.

Surgeons at Walter Reed implanted the 
first leadless pacemaker in the Washing-
ton, D.C., area in November. In the few 
short months since, physicians there have 
since implanted more of the devices than 
any other single institution in the area.

“We are currently the only DoD hospital 
to implant the leadless pacemaker. With 
our experience, we are looking at strat-
egies to expand implantation of these 
devices in patients with difficult vascular 
access,” Needleman said.

While the military did not invent the 
device, it is making a difference for the 
military community. Medicare has not fi-
nalized the reimbursement for the new in-
novation, so it has not been used in many 
patients across the country. However, the 
military does not have to wait for Medi-
care reimbursements, so Walter Reed’s 
doctors are able to use it.

“We can do what’s right for our patients 
now,” Needleman added.

dodlive.mil

Surgeons at Walter Reed National Military 
Medical Center implant the leadless pacemaker. 
(Photo courtesy: WRNMMC)

“As the technology advances, we will likely be able to implant 
this device or future generations of this device in other 

chambers in the heart,” Needleman said.
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CARDIOLOGY
WBAMC Doctors Perform First TAVR in El Paso
By Marcy Sanchez

William Beaumont Army Medical Cen-
ter doctors performed the first Tran-
scatheter Aortic-Valve Replacement 
(TAVR) in El Paso at WBAMC, Nov. 17. 

The procedure is a minimally-invasive 
alternative to open-heart surgery for pa-
tients with severe Aortic Stenosis (AS), 
a condition involving the narrowing of 
the heart’s aortic valve which minimizes 
or blocks blood delivered to the aorta re-
sulting in limited blood flow throughout 
the body.

The TAVR procedure is revolutionary 
not only as an alternative to traditional 
means of treating AS but also as a solu-
tion for patients who may not have had 
an option two years ago.

“It (is) a feasible way to save patients who 
are not good candidates for surgery,” 
said Maj. Ryan McDonough, interven-
tional cardiologist and chief of cardiol-
ogy, WBAMC. “There are patients who 
are not good surgical candidates but are 
excellent candidates for a percutaneous 
approach due to comorbidities, illnesses 
and previous surgeries.”

Because blood flow is limited in patients 
with AS, it makes the heart work harder 
to pump blood through the body, re-
sulting in symptoms such as chest pain, 
fatigue and difficulty breathing. 

Similar to a stent placed in an artery, pa-
tients are implanted with self-expanding 
valves via a catheter usually entering the 
body through the femoral artery in the 
groin. The minimally-invasive proce-
dure results in reduced operating and 
recovery time when compared to tra-
ditional open-heart surgery procedures 

Cardiologists position a Transcatheter Aortic Valve Replacement (TAVR) device in a patient during 
the first TAVR deployment in El Paso, Texas at William Beaumont Army Medical Center, Nov. 17. 
The TAVR procedure is a minimally-invasive surgical procedure to treat Aortic Stenosis (AS) for 
individuals who may not be good candidates for an open-heart surgery.  
(U.S. Army photo by Maj. Jacqueline Kircher)

continued on page 24
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which usually demand for a sternotomy (opening of the ster-
num) to treat AS. 

According to McDonough, as new as the procedure is to med-
icine, there are two Food and Drug Administration-approved 
devices available to patients for the procedure: self-expanding 
and balloon-expanded valves. While both have similar func-
tions, the WBAMC patients were implanted with the self-ex-
panding to minimize risks.

“The valve is stented on a self-expanding metal that reacts to 
heat. When exposed to heat it expands to a predesigned form 
and the catheter slowly comes off the valve and expands,” said 
McDonough, a native of Port Jefferson, New York. “You don’t 
have to balloon expand or pace (regulate the heartbeat by 
means of an artificial pacemaker), (the valve) is recapturable 
and repositionable. The valve deploys to 80 percent first, al-
lowing us to assess whether it’s position and functionality is 
correct before fully deploying.”

The self-expanding valve also conforms and seals to non-cir-
cular aortic valve annulus (passages) and may be safer to use 
than other TAVR devices due to decreased potential to rupture 
tissue, decreasing mortality risk. 

For 75-year-old Daniel Mooneyhan, the second patient to be 
implanted with the valve in El Paso, the valve provided relief 
after suffering with AS for two years. 

“I was walking one day and I had to stop and hold on to a tree 
at a park. I was having a lot of heaviness, a little chest pain here 
and there,” said Mooneyhan, a 75-year-old retired Army first 
sergeant.
After a series of tests and exams, Mooneyhan was informed 
that his aortic valve was failing. Due to previous ailments along 
with reluctance to open-heart surgery, Mooneyhan didn’t 
prove to be a good surgical candidate for a bioprosthetic valve, 
which must be sewn into place during open-heart surgery, oc-
casionally taking hours to complete. 

“I didn’t want to be cut open. If I had to be cut open just forget 
it,” said Mooneyhan.

While this was a first at WBAMC, it wasn’t new to Mooneyhan, 
who had been researching treatment options for his condition. 

“I watched hundreds of videos (regarding the procedure) and 
talked to the specialists,” said Mooneyhan. “They (perform the 
procedure) in Tucson, Albuquerque, Lubbock, Dallas, India-
napolis, San Antonio, so why can’t we do this here in El Paso?”

After McDonough spent three years supporting and training 
for the use of the TAVR device, the device was approved for 
treatment at WBAMC.

“It’s awesome,” said McDonough, who along with an inter-
disciplinary team of surgical professionals performed both 
treatments. “I felt very comfortable with our team doing this 
procedure and it’s very much a collaborated team approach. It’s 
not the technical part of deploying the valve, it’s the process.”

On Nov. 15, Mooneyhan received a call to be admitted for 
treatment at WBAMC the following day. Less than a week lat-
er, Mooneyhan was back home, feeling relieved.

“I’m sleeping better, I’m getting a full breath, I’m feeling good 
and have no scars or anything,” said Mooneyhan, just 10 days 
past the TAVR procedure. “There’s people here in this city, in 
this county who probably need this procedure, I think this is 
the future.”

“Once the valve is in and it’s functional, their heart is fixed,” 
said McDonough. “The only reason we keep the patient is to 
make sure they don’t develop conduction abnormalities (elec-
trical impulses which cause the heart to beat), a potential need 
for a pacemaker and to monitor the access site.”

While WBAMC has already scheduled another pair of TAVR 
procedures, the success and benefit of the treatment made an 
emotional impact on Mooneyhan. 

“There’s people out there who need this, who are dying,” said 
Mooneyhan. “To those guys that are retired and any veteran 
who needs this, they need to come (to WBAMC). These doc-
tors are awesome, they’re good doctors.”

army.mil

The procedure is a minimally-invasive 
alternative to open-heart surgery for patients 
with severe Aortic Stenosis (AS), a condition 
involving the narrowing of the heart’s aortic 

valve which minimizes or blocks blood 
delivered to the aorta resulting in limited 

blood flow throughout the body.

continued from page 22
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EMERGENCY
NEMTI Hosts Expeditionary Medical  
Facility Training
By Lance Cpl. Haley McMenamin, Marine Corps Installations West –  
Marine Corps Base Camp Pendleton

Naval medical personnel, both active duty and reservists from 
various bases, participated in Expeditionary Medical Facility 
Training at the Naval Expeditionary Medical Training Institute 
on Camp Pendleton from Dec. 11-15, 2017. 

The training facility, constructed of tents, included a 50-bed 
field hospital with an intensive care unit, operating room and 
ambulatory care capabilities Participants ran through scenar-
ios and practiced treating “casualties” in a simulated combat 
environment. 

“We are doing what’s called functional area training. We put all 
the equipment in there and we run casualty scenarios through 
the facility,” said CDR Sharon House, officer-in-charge, NEM-
TI. “It simulates an actual battlefield environment, they get an 
operations order, an execution order and they receive casual-
ties throughout the day.”

The “casualties” they receive can range anywhere from a 
sprained ankle to something more complex, such as head trau-
ma. Navy medical personnel get more comfortable transition-
ing from a medical treatment facility to more of a field hospital 
environment. 

“It’s also a great team building exercise,” said House, adding 
training like this provides a good opportunity for team build-
ing and comrader, ensuring the unit’s readiness. “They are 
evaluating their tier 1 status readiness capability, we are getting 
them ready for deployment,” she said.

Although they have not been tasked with a deployment yet, 
training prior to a deployment is beneficial and ensures they 
are ready, when that time comes.

med.navy.mil

Naval medical personnel, both active duty and reservists from various 
bases, participated in Expeditionary Medical Facility Training aboard Camp 
Pendleton, Calif.  (U. S. Marine Corps photo by Lance Cpl. Haley McMenamin)
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Active
EMERGENCY
Air Force, Army, Navy Personnel Participate in 
Joint Training
By Tech. Sgt. Ryan Labadens, 403rd Wing Public Affairs

 Members of the 41st Aerial Port Squad-
ron and other Air Force, Army and 
Navy units teamed up for a joint train-
ing scenario called GRIP III Breaking 
Barriers Jan. 5-7, 2018, at Keesler Air 
Force Base, Mississippi and at the Gulf-
port Combat Readiness Training Cen-
ter – Battlefield Airman Center.

Reservists, guardsmen, civilians and 
active-duty members from the three 
military branches worked side by side 

during this event, highlighting the 
joint effort of this training opportuni-
ty. Members of 1108th Theater Avia-
tion Sustainment Maintenance Group, 
Gulfport CRTC, provided UH-60 Black 
Hawk helicopters to ferry personnel 
from Keesler AFB, to the CRTC, simu-
lating transportation of personnel from 
one forward operating base to another.

Master Sgt. Steve Martin, 41st APS 
ramp assistant supervisor, said the 

primary goal of this training was to give 
reservists and other military members 
the opportunity to train with aircraft, 
personnel and equipment they normal-
ly don’t get to encounter in their every-
day training environments.

“When we deploy, we never know 
who we’re going to have to support. It 
could be an Army unit with 40 pieces 
of equipment that’s got to be airlifted, it 
could be a Navy unit coming to us that 

Reservists from the 41st Aerial Port Squadron and other service members prepare to load a CH-47 Chinook helicopter onto a C-5M Super Galaxy from 
the 709th Airlift Squadron at the Gulfport Combat Readiness Training Center – Battlefield Airman Center, Miss., Jan. 6, 2018. Reservists, guardsmen, 
civilians and active-duty members from the Air Force, Army and Navy worked side by side during this training event called Breaking Barriers GRIP III Jan. 
5-7, highlighting the joint effort of this training opportunity. (U.S. Air Force photo by Tech. Sgt. Ryan Labadens)

needs to be shipped out, or somebody 
coming in that needs to go back to the 
states,” said Martin. “So our guys need 
this kind of training to give them the 
chance to mimic what they might en-
counter downrange.”

While at the CRTC, members per-
formed joint inspections of several 
vehicles, including a CH-47 Chinook 
helicopter, light mobile tactical vehi-
cles, Humvees, and mine-resistant am-
bush-protected vehicles. 

The Navy Special Boat Team 22 from 
John C. Stennis Space Center, Missis-
sippi, provided a riverine command 
boat, and rigid inflatable boat and trail-
ers for the APS members to practice 
loading and offloading as well.

While at the Gulfport CRTC, reservists 
from 41st APS worked alongside Air 
National Guardsmen from the 186th 
APS, Key Field Air National Guard 
Base, Mississippi, loading and offload-
ing various vehicles on a C-5M Super 

Galaxy aircraft from the 709th Airlift 
Squadron, Dover AFB, Delaware. 

This allowed them to train jointly with 
other military members on these pro-
cedures, in addition to vehicle inspec-
tions, cargo sequencing, preparing the 
airframe for aeromedical evacuation, 
and other scenarios related to the car-
go and personnel this aircraft might 
deliver.

“My hope with this type of training is to 
expose them to the types of problems 
they might run into so that they can 
troubleshoot these different issues in a 
training environment. Then they can 
minimize the actual operational prob-
lems,” said Martin.

Army National Guard Master Sgt. Ver-
non Dedeaux, 1108th Theater Aviation 
Sustainment Maintenance Group he-
licopter mechanic supervisor, agreed 
with Martin, noting the importance 
of communication to the success of 
this type of training and to working 

together in a deployed environment.

“I think the big takeaway is — because 
it’s a little bit more of a laid back train-
ing environment — it’s easier to correct 
a mistake, to talk it out and resolve it 
right then and there,” said Dedeaux.

For many of the military members, 
this was their first time getting to work 
with a C-5M Super Galaxy airframe 
and with many of the vehicles that were 
available for inspection, loading and 
offloading. That was the case for Senior 
Airman Heather Strang, 41st APS air 
transportation technician, who noted 
how beneficial this training was.

“As reservists we don’t have a lot of 
hands-on experience with the bigger 
aircraft or loading larger equipment 
onto a bigger aircraft, so it’s good to get 
the experience here in a relaxed loca-
tion so that, when you do deploy, you 
know what you’re doing,” said Strang.

af.mil

Staff Sgt. Jim Cagle and Senior Airman Preston Spear, 41st Aerial Port Squadron air transportation technicians out of Keesler Air Force Base, Miss., 
check the clearance of a CH-47 Chinook helicopter to make sure it will fit into the cargo bay of the C-5M Super Galaxy aircraft at the Gulfport Combat 
Readiness Training Center – Battlefield Airman Center, Miss., Jan. 6, 2018. Reservists, guardsmen, civilians and active-duty members from the Air 
Force, Army and Navy worked side by side during this training event called Breaking Barriers GRIP III Jan. 5-7, highlighting the joint effort of this training 
opportunity. (U.S. Air Force photo by Tech. Sgt. Ryan Labadens)
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systems to their work.

Researchers
For more than 17 million people in the United States living with 
severe eczema — a condition that results in dry, itchy rashes and 
disqualifies many from military service — the mystery behind 
its cause may be all too familiar. Thanks to researchers at the 
Uniformed Services University of Health Sciences and Nation-
al Institutes of Health, certain eczema patients may understand 
more about their condition.

“Studying these … disorders, especially when we can define the 
disease based on a single mutation, is incredibly informative be-
cause you can learn a lot,” said Andrew Snow, assistant professor 
in the department of pharmacology and molecular therapeutics 
at USU.

First responders
U.S. Coast Guard mobile medical units assisted with hurricane 
relief efforts in Florida and Puerto Rico in the weeks following 
Hurricane Irma and Hurricane Maria. Cmdr. Donald Kuhl 
loaded up a truck with a trailer containing his pop-up medical 
clinic and bed for what would be the next few weeks in Florida. 
Lt. Cmdr. Jacklyn Finocchio boarded a military flight to Puerto 
Rico and, upon arrival, had to figure out where to report despite 
a lack of cellphone service. 

“We were just waiting for our chance to help out those we knew 
needed it,” said Finocchio, a Public Health Service pharmacy of-
ficer and mobile medical unit leader.

For Army Master Sgt. Dean Dawson, the opportunity to serve 
in hurricane relief efforts presented itself after a planned flight 
to Las Vegas with his wife was cancelled by the approach of 
Hurricane Harvey. Instead, Dawson drove 350 miles to Houston 
where he helped distribute food and water in the hard-hit area. 

health.mil

Active
EMERGENCY
A Look at Inspiring Individuals Who  
Help Shape the MHS
By Military Health System Communications Office

Members of the Military Health System family, spread across the 
country and overseas, have made a mark on the MHS this year. 
Here are few of these influential highlights:

Veterans
They trained with infantry soldiers, carrying first aid kits instead 
of weapons. They dodged bullets to tend to wounded soldiers, 
sometimes with whatever supplies they could find. And even in 
the midst of thick combat, they remained steadily focused on 
their mission of saving lives. They were the combat medics of 
World War II.

Known as “band-aid bandits” to their comrades, Pfc. Edwin Pep-
ping and Staff Sgt. Albert Mampre were attached to Easy Compa-
ny, 2nd Battalion of the 506th Infantry Regiment, 101st Airborne 
Division also known as the “Band of Brothers.” Seventy-three 
years ago, the U.S. took part in the invasion of Normandy, which 
would ultimately be the turning point of the war in Europe.

“A sense of humor is really what saved us,” said Pepping, who 
said the biggest lesson he learned as a medic was to duck. Veter-
ans Day shed light on two more heroes of military medicine, pla-
toon medic Charles Shay, who also hit the beach at Normandy, 
and Col. Pat Upah, who saw the Tet Offensive through the eyes 
of the combat soldiers she treated in Vietnam.

Advocates
Retired Army Gen. Carter Ham commanded a multinational 
brigade in Mosul during the early days of the Iraq War. “I was 
a brigadier general, so it wasn’t like I was out on combat patrol,” 
Ham said of those 13 months. Still, he witnessed the horrific af-
termath of a suicide bomber’s attack on the forward operating 
base dining hall, which killed and wounded almost 90 U.S. and 
Iraqi soldiers and civilian contractors. And a few months after 
returning to the United States, he contacted a chaplain for emo-
tional support after finally realizing “something’s not right with 
me. Something’s out of whack.” 

Providers
Military nurses are part of a versatile group of well-trained and 
well-educated professional leaders who take care of the people 
around them, both at home and on the front lines. During Na-
tional Nurses Week, the Military Health System highlighted the 
diverse places our nurses serve.

“Being a nurse in the military is ever-changing and you have 
to be willing to adapt at all times,” said Army Capt. Christine 
Kampas, a brigade combat team nurse who served as the lead 
medical adviser at a regional hospital in southern Afghanistan. 
“It keeps you on your toes.”

Navy Capt. Michele Kane has spent 30 years as a nurse, re-
searcher, and inspiring leader who became the first Navy nurse 
to earn a Ph.D. from the Uniformed Services University of the 
Health Sciences. Kane was a key player in executing Project 
SERVE (or Student’s Education Related to the Veteran Experi-
ence), which teaches nursing students how to care for wound-
ed warriors returning to their local communities.

Brig. Gen. Theresa Prince, a civilian nurse practitioner and Air 
National Guard assistant to the Air Force Nurse Corps chief, is 
one of 9,000 nurses serving in the reserve components. “Many 
reserve nurses work in highly skilled jobs throughout the week 
and then maintain a lot of those skills [in their reserve posi-
tion], so they’re truly experts in both of their jobs,” said Prince. 

Patients reap the benefits of these highly skilled health care 
professionals who bring the best of the military and civilian 

Staff Sgt. Matthew Crabtree, a medic with the 285th Medical Company (Area 
Support) and a registered nurse, performs a medical assessment on an 
infant less than one month old Oct. 27, 2017, in Jayuya, Puerto Rico. Military 
medical personnel were critical to disaster response related to hurricanes 
Harvey, Irma, and Maria. (Ohio National Guard photo by Sgt. Joanna Bradshaw)
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After visiting family in Santa Ana, Cali-
fornia, Air Force Staff Sgt. Cassidy Mc-
Curdy, an independent duty medical 
technician with the 51st Medical Group 
here, was heading back to her base on a 
connecting flight from San Francisco to 
Seattle, when things took an unexpect-
ed turn.

“I was taking a nap and there was some 
commotion going on in the back [of the 
aircraft],” McCurdy recalled. “Then the 
[flight attendants] asked if there was a 
doctor or emergency medical techni-
cian onboard.”

McCurdy sprung to action to assess 
the situation. “I got up and there was a 
woman in cardiac arrest,” McCurdy said. 
“There were no other medics around [at 
the moment] and she didn’t have a pulse, 
so I started to do chest compressions. I 
just completely reacted and did every-
thing I’ve been trained to do through the 
emergency medicine protocols that we 
do. It was the first time I had to 100-per-
cent rely on myself to know what to do 
[in a cardiac arrest situation].”

It took around two minutes of cardio-
pulmonary resuscitation for the victim 
to gain consciousness.

“She quickly gained consciousness. 
Then another gentleman moved her to 
the back where the flight attendants sit,” 
McCurdy said. “So from there, we just 
got her stable [when] she started vom-
iting and another nurse came back and 
assisted.”

Years of Medical Experience
McCurdy has more than five years of 
experience in the Air Force’s medical 

field, including two years as an inde-
pendent duty medical technician.

“[As an IDMT] we’re essentially physi-
cian extenders trained on anything in 
the hospital. We’re able to see patients, 
prescribe medication, diagnose and 
treat them under a flight surgeon,” Mc-
Curdy said. “We’re supposed to be like a 
mini-hospital ourselves, so if we deploy, 
we can help take care of everything like 
dental, labs, pharmacy, public health 
and water testing.” McCurdy applied 
what she learned during her military 
career to help aid the victim.

Treating the Patient
“We administered oxygen, maintained 
her vitals, obtained glucose readings 
and made sure she stayed stable,” 

McCurdy said. “I was able to do a full 
neurological exam to rule out a couple 
of other things.”

Once the aircraft landed, emergency re-
sponders from the ground transported 
the patient to the emergency room.

“I feel very grateful I was there. She 
truly was my reason for being on the 
plane that night. It has been more than 
a month since this happened, and each 
day I have wondered if what I did was 
enough and how she is doing,” Mc-
Curdy. “I joined the medical field to help 
people, so it feels great knowing that the 
skillset the Air Force has taught me al-
lowed me to do so in a moment’s notice.”

defense.gov

Active
EMERGENCY
Air Force Medical Technician Saves Airborne 
Heart Attack Victim
By Air Force Staff Sgt. Franklin R. Ramos, 51st Fighter Wing

U.S. Air Force Staff Sgt. Cassidy McCurdy, 51st Medical Group independent medical duty technician, 
poses for a photo at Osan Air Base, South Korea. McCurdy has more than five years of experience 
in the medical field including two years as an IDMT. On a flight from San Francisco to Seattle she 
responded to a passenger, who went into cardiac arrest, by providing cardiopulmonary resuscitation 
and stabilizing the passenger. Once the aircraft landed, emergency responders from the ground 
transported the patient to the emergency room. (U.S. Air Force photo by Staff Sgt. Franklin R. Ramos)

Active
EMERGENCY
Joint Base Lewis-McChord Soldiers Rescue  
Train Accident Victims
By Suzanne Ovel

Just seconds after seeing the train fall into traffic on Interstate 5, 
Army 2nd Lt. Robert McCoy rushed out of his car to run toward 
the train car now dangling from the overpass.

He was driving home from physical training when the Amtrak 
train derailed just south of DuPont, Washington, on Dec. 18. 
A platoon leader in the 62nd Medical Brigade at nearby Joint 
Base Lewis-McChord, McCoy was soon joined by other Good 
Samaritans on the scene including Army Maj. Michael Living-
ston, a registered nurse at Madigan Army Medical Center, and 
Army Lt. Col. Christopher Sloan, Madigan’s deputy commander 
for administration.

“We all had the idea that that car was going to fall, and there 
were people in it,” said Livingston. His first priority was to help 
move the passengers who were underneath the dangling car, 
having been ejected during the accident. He then joined Mc-
Coy, who had found a way to scale a semi, get on top of another 
downed rail car and then climb into the car still hanging from 
the overpass. Sloan joined them in the car to help rescue the 
passengers still inside.

“The seats were everywhere. There was luggage everywhere. It 
was chaos and people needed guidance, and they needed help,” 
said Sloan. The Soldiers helped the passengers navigate through 
the tilted car, strewn luggage and shifted overhead racks to safe-
ly exit the car. “We were there to provide care and compassion, 
and we were there to take care of people and address what they 
needed,” said Sloan.He recalled one passenger with a broken 
bone who was trapped underneath a seat. The Soldiers lifted the 
seat up, pulled her out inch by inch, and got her to sit up. “Then 
she took a breath, and said ‘I’m going to be OK,’” said Sloan.

None of the Soldiers on scene questioned their impulse to run 
toward the accident and help the injured passengers. “These 
could’ve been our neighbors or people that I knew,” said Living-
ston. “I just knew that people were going to need lots of help and 
I had to get up there.”

They saw other impromptu rescuers, including Madigan nurse 
Tanya Porter, help as well. “I look back and I’m thankful that I 
was able to be placed in that situation; I’m thankful for all of the 
individuals, the first responders, the civilians, (and) the other 
military individuals who were able to come together and sup-
port the community,” said McCoy.

Once ambulances were able to get to the scene, emergency 
medical services took over and transported the passengers to 
hospitals throughout the area, including Madigan. Altogether, 
Madigan treated 19 patients from the accident for conditions 
including spinal fractures, head lacerations and abdominal inju-
ries. The hospital began prepping for massive casualties as soon 
as they heard about the accident — stopping elective surgeries, 
sending current emergency room patients to inpatient floors, 
and readying themselves to begin treating the passengers.

“Most of us have been deployed, and we have experienced mass 
casualty scenarios. This is something that we rehearsed for, and 
this is something that many of us have experienced in combat, 
and so I think it helped us and we were very ready for this sce-
nario,” said Army Lt. Col. Vance Sohn, Madigan’s program di-
rector of general surgery.

While the 19 patients were treated in the emergency room, 
clinics, surgery or intensive care, Madigan staff members were 
prepared to care for many more passengers, given the extent 
of the accident. Located just six miles from the accident scene, 
the hospital was prepared to care for at least 70 patients, said 
Army Lt. Col. Carl Skinner, Madigan’s chief of the Department 
of Emergency Medicine. The staff counted it as very fortunate 
that the actual number of injured passengers was much lower 
than that, said Emily Phillips, a registered nurse team lead in 
Madigan’s Primary Care Service Line.

“It was nothing short of a miracle,” she said.

army.mil

Lt. Col. Christopher Sloan, Maj. Michael Livingston, and 2nd Lt. Robert 
McCoy helped rescue passengers at a train accident near DuPont, 
Washington, on Dec. 18. Sloan and Livingston work at Madigan Army 
Medical Center, while McCoy is assigned to the 62nd Medical Brigade at 
Joint Base Lewis-McChord. (Photo Credit: U.S. Army photo by John Wayne Liston)
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BAMC Re-verified as Level I Trauma Center
By Elaine Sanchez, Brooke Army Medical Center

Brooke Army Medical Center has again 
been verified as a Level I trauma center by 
the American College of Surgeons for its 
dedication to providing top-quality care 
for critically injured patients. 

“This accomplishment reaffirms our on-
going commitment to providing the high-
est quality trauma care for our civilian and 
military patients,” said BAMC Command-
ing General Brig. Gen. Jeffrey Johnson. 
“It’s also a testament to our trauma staff ’s 
teamwork, professionalism and expertise.”

Hospitals seeking verification must un-
dergo intense scrutiny by reviewers from 
the American College of Surgeons Com-
mittee on Trauma every three years. To be 
verified, the hospital must demonstrate 
its ability to provide a broad spectrum 
of trauma care resources to address the 
needs of all injured patients. 

“We are fortunate to have incredible teams 
of trauma surgeons and supporting spe-
cialists at BAMC,” said Army Col. Bret 
Ackermann, Deputy Commander for Sur-
gical Services. BAMC’s “team of teams” 
includes orthopedic, cardiothoracic, vas-
cular, otolaryngology, oral and maxillofa-
cial, plastic, and neurologic surgeons, in 
addition to anesthesia, emergency medi-
cine, internal medicine, infectious disease, 
critical care, pulmonology, physical ther-
apy, neurology, rehabilitation, radiology, 
nursing and operative technician teams.

BAMC is the only Level I trauma center 
within the Department of Defense and 
one of two Level 1 trauma centers within 
San Antonio. Alongside University Health 
System, BAMC administers lifesaving care 
to more than 4,000 trauma patients each 
year, including 750 burn patients, from 

an area that stretches across 22 counties 
in Southwest Texas and encompasses 2.2 
million people.

Of the over 4,000 trauma patients admitted 
each year, 85 percent are community mem-
bers without military affiliation. Johnson 
cited the recent Sutherland Springs church 
shooting as an example of BAMC’s readi-
ness to provide care. Eight patients from 
the shooting were cared for at BAMC with 
wounds similar to those sustained in war. 

“Due to our daily trauma mission and the 
experience we’ve garnered downrange, we 
were ready when needed and honored to 
provide care,” the commander said. 

The trauma center is not only an asset 
within the community, but is “absolutely 

critical” to military medical readiness, 
Johnson said. “There is no other place 
within the DoD that has the volume of 
trauma in their hospital to accomplish 
our wartime training and sustainment of 
health professionals’ mission,” he said.

This readiness enables BAMC profession-
als to respond quickly and efficiently when 
called upon, whether here in San Antonio 
or deployed overseas, he said.

“What we do here ensures our medical 
personnel are ready to do what’s needed 
to save a life whether stateside or down-
range for full scale military operations or 
humanitarian assistance,” Johnson said. 
“This is who we are and what we do.”

army.mil

A trauma team examines a patient in the emergency department at Brooke Army Medical Center. 
BAMC has again been verified as a Level I trauma center by the American College of Surgeons. U.S. 
Army photo by Robert Whetstone
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The Wilford Hall Ambulatory Surgical 
Center, located at Joint Base San Anto-
nio-Lackland, Texas, has a robust, multi-
faceted patient care program. 

The one-stop-shop for medical needs 
is one unique aspect of Wilford Hall, 
including its own Emergency Medical 
Service teams.

Working in conjunction with the Urgent 
Care Center, the EMS is responsible for 
locating individuals experiencing medi-
cal emergencies and bringing them back 
to the UCC for evaluation and treatment.

“To be the pinnacle of excellence on 
every front of medicine is our mission,” 
said Staff Sgt. Andrew Hall, a paramedic 
at the 59th Medical Wing. “We try to be 
the team that is truly genuine and kind 
to every person we encounter, and also 
be the expert in all aspects of emergen-
cy medicine outside of the hospital. We 
strive endlessly to be the team that ev-
eryone prays in their heart they receive 
when the unfortunate tragedies of life 
strike.”

JBSA-Lackland serves as the hub for Air 
Force Basic Military Training. Each year, 
tens of thousands of trainees graduate 
and become full-fledged Airmen. 

This does not come easy, as trainees are 
included in the amount of the calls that 
EMS respond to. It is not uncommon for 
the summer temperatures to break into 
the 100s, and if the trainees are not prop-
erly hydrated, heat exhaustion and heat 
stroke is a very real consequence.

“At any prehospital department there will 
be slow days and busy days, but we exist 

and train for the few true emergencies 
that do occur, especially at WHASC,” 
Hall said. “Through my career, it has al-
ways been known that the WHASC has 
the largest call volume and enforces a 
high standard of EMS. There is no other 
place I would ever want to work as an 
EMS member.”

Only the best are chosen to become 
paramedics in the Air Force. Paramedics 
are the ones who do their very best to 
ensure patients arrive at the emergency 
room in a stable condition, increasing 
their chance of survival. They pride 
themselves as the paramount example 
of patient care, and have earned the trust 

of their patients, which is crucial in the 
medical field.

The EMS teams at Wilford Hall con-
tinue to set the bar for excellence, per-
forming under pressure to diagnose and 
treat patients on-scene and en-route to 
a medical facility. Working as a team, 
these medical experts deliver patients to 
physicians. 

The ability to stand up as a leader during 
chaos propels them into outstanding 
Airmen and medical professionals.

af.mil
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EMERGENCY
59th Medical Wing Paramedics Expand Wilford 
Hall Capabilities
By Senior Airman Stefan Alvarez, 59th Medical Wing Public Affairs

Staff Sgt. Lucas Reaume, paramedic with the 59th Medical Wing, poses for a portrait at Wilford Hall 
Ambulatory Service Center, Texas, Feb. 9, 2017. The paramedics are on stand-by 24 hours a day for 
any medical emergencies that occur on base. (U.S. Air Force photo by Senior Airman Stefan Alvarez)

Healthcare professions encourage patients to learn more about 
diabetes as a first step to combating its dangerous effects.

According to the American Diabetes Association, every 21 
seconds someone is diagnosed with diabetes. A diagnosis of 
diabetes means one is more likely to develop complications in-
volving the heart, nerves, kidneys or eyes. The commitment of 
the staff at Kenner Army Health Clinic to improving the health 
of the Fort Lee community places emphasis on beneficiaries 
taking an active role with their own health.

In 1958, there were 1.5 million people with diabetes compared 
to 30.3 million in 2015. About 7.2 million are undiagnosed. 
Additionally, an estimated 86 million Americans age 20 and 
older have pre-diabetes, a condition that may, with time, de-
velop into full diabetes. The Mayo Clinic lists the following as 
increasing one’s risk to developing pre-diabetes: being over-
weight, physical inactivity, family history of type 2 diabetes, 
advancing age, race and history of gestational diabetes.

Diabetes prevention is proven, possible and powerful. Kenner 
Army Health Clinic has many resources for patients to achieve 
good health and prevention.

The ADA states that, often, there are no clear symptoms during 
the initial stages of diabetes (pre-diabetes), so people may have 
it and not be aware of it. During the later stages, some may 
experience extreme thirst, frequent urination, fatigue, cuts that 
are slow to heal, tingling in the hands or feet, and/or blurred 

vision. Often there are no symptoms at all and one must be 
diagnosed by a health care professional. According to research, 
damage to one’s body may already be occurring during pre-di-
abetes. Consider pre-diabetes as a warning sign. Making small 
changes early in the course of the disease may delay or even 
halt some of the damaging effects. Suggestions such as those 
listed below, when added to the daily routine, may help.

Talk with a primary care provider about diet and exercise. 
Changes to diet or beginning or changing a fitness program 
should be undertaken as a shared plan between you and a pro-
vider. A provider’s advice may depend on overall health, such 
as, the condition of the heart, blood vessels, eyes, kidneys, feet 
and nervous system.

Talk with providers about joint or bone problems that make 
it difficult to exercise. There are a wide variety of choices of 
exercises that will decrease impact to sensitive joints. 

Ask providers about how increasing activity levels might im-
pact any medications taken for chronic conditions like blood 
pressure and heart problems.

Check feet daily for red spots, cuts, swelling, and blisters. If 
people cannot see the bottoms of your feet, use a mirror or ask 
someone for help. Go to this website for more information on 
self-exams and care. 

army.mil
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ENDOCRINOLOGY
Knowledge Key to Combating Diabetes
By Mary Ann Crispin, Disease Management Coordinator, Kenner Army Health Clinic

Often there are no clear symptoms during 
the initial stages of diabetes (pre-diabetes), 

so people may have it and not be aware of it. 

During the later stages, some may 
experience extreme thirst, frequent urination, 
fatigue, cuts that are slow to heal, tingling in 

the hands or feet, and/or blurred vision. 



D
oD

 H
ealth A

ffairs

39

D
oD

 H
ea

lt
h 

A
ff

ai
rs

38

Arm
ed Forces M

edicine 2018Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
01

8

In response to the growing health bur-
den of diabetes mellitus (diabetes), the 
diabetes community has three choices: 
prevent diabetes; cure diabetes; and 
take better care of people with diabetes 
to prevent devastating complications. 
All three approaches are actively be-
ing pursued by the U.S. Department of 
Health and Human Services.

Kimbrough offers individual and group 
appointments for persons with diabe-
tes. Staff includes Registered Dietitian 
and Certified Diabetes Educators with 
appointments available daily. 

Additionally, we are teaching a Diabe-
tes class monthly. The class is a Diabetes 
Self-Management Education class and 
we discuss the following topics: healthy 
eating, being active, problem solving, 
healthy coping, monitoring, taking 
medications, reducing risks. 

Persons with diabetes DO NOT require 
a referral to get an appointment and 
should call the appointment line and 
request an appointment with Nutrition. 
Within those topics we discuss in depth 
prevention of complications, sick day 
management and foot care. Individ-
uals will be involved in developing a 
diabetes support plan and management 
goals. 

Regarding prevention, we see indi-
viduals with prediabetes and use an 
evidence-based approach for preven-
tion of Type2 diabetes in an individual 
appointment. Prediabetes is still a time 
where individuals can prevent diabetes 
and can be thought of as a ‘window of 
opportunity’ for prevention. Diabetes 
can be prevented! 

Services at Kimbrough 
Ambulatory Care Center
Kimbrough offers individual and group 
appointments for treating diabetes by 
our registered dietitian and certified 
diabetes educators with appointments 
available daily. 

Also offered are monthly diabetes class-
es which focuses on Diabetes Self-Man-
agement Education. Among the topics 
discussed are: healthy eating, being 
active, problem solving, coping and 
monitoring, taking medications, and 
reducing risks. 

Additional topics include, in-depth 
prevention of complications, sick day 
management and foot care. 

All participants will have opportunity 
to develop a diabetes support plan and 
management goals.

Individuals with diabetes DO NOT re-
quire a referral for an appointment and 
can call the appointment line to make 
an appointment with Nutrition Clinic. 

army.mil
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ENDOCRINOLOGY
Kimbrough Provides Education During  
National Diabetes Month
By Ms. Leah Roberts

Ms. Leah Roberts (right), Registered Dietitian, Kimbrough Ambulatory Care Center, explains 
better ways in making healthy choices through vegetables and fruits to Spc. Traver (left) and Sgt. 
Zalikowski as Ms. Karen Bartholet, (center) KACC Public Health Nurse, looks on. (Photo by Mr. Chul H 
Yang, Regional Health Command Atlantic)

Active
FIELD MEDICINE
International Health Specialists Employ  
Unique Skills to Build Medical Capabilities  
with Partner Nations
By Shireen Bedi, Air Force Surgeon General Public Affairs

Healthcare is a critical avenue to 
strengthen partnerships with U.S. allies 
around the globe. 

The Air Force International Health Spe-
cialist program takes highly trained Air 
Force health personnel with unique skill 
sets, and puts them in Global Health 
Engagements around the world. There, 
they share their experiences and work 
to improve the health infrastructure in 
their partner nation.

“When most people think of GHEs, 
they mostly think of humanitarian work 
that involve long lines of people waiting 
to receive treatment,” explained Lt. Col. 
Andrew Allen, GHE branch chief with 
the U.S. Air Forces in Europe and Air 
Forces Africa.

GHEs do much more than that, with a 
long-term focus to improve the medical 
capabilities of partner nations. This can 
include everything from training medi-
cal personnel and working on an effec-
tive process for getting medical supplies 
on time, to developing a plan on how 
GHEs can help partner nations align 
their medical services with the U.S.

“Global health is increasingly under-
stood as a strategic approach to health 
promotion and disease prevention 
beyond national interests,” said Col. 
Wesley Palmer, a physician and IHS 
program director. “To meet this need, 
the IHS program focuses on building 
medical capabilities through partner-
ships with countries in peacetime before 
they need assistance.”

Building and maintaining the health ca-
pabilities of partner nations is complex. 

IHS personnel must apply their health 
and military training to meet the spe-
cific needs of their assigned region. This 
involves aiding in patient movement, 
aeromedical capabilities, force health 
protection, expeditionary medical ca-
pabilities and preparedness in disaster 
response. 

“In order to build those medical capa-
bilities in our partner nations, IHSs 
work to organize military-to-military, 
as well as military-to-civilian health 
engagements between the United States 
and other countries,” said Maj. Khadidja 
Harrell, a pediatrician and IHS current-
ly with Pacific Command.

The IHS program relies on exceptional 

Airmen with diverse medical backgrounds.

“We have 55 personnel assigned full-
time at our commands responsible for 
the various regions across the globe,” 
said Palmer. “These personnel consist 
of both officers and enlisted from a wide 
variety of medical backgrounds such 
as physicians, dentists, nurses, medics, 
Public Health officers, medical admin-
istrators, industrial hygienists, just to 
name a few.”

Airmen who qualify for the IHS pro-
gram also have special skills, training 
and experience that allow them to work 
in unfamiliar environments while re-
specting cultural differences. Fully qual-
ified IHSs have deployed operational 

Maj. Linda Jones, 628th Medical Operations Squadron pediatric medical director, works with 
a patient in Nepal in July 2017. Jones is one of the international health specialists supporting 
U.S. Pacific Command’s capacity-building efforts by providing medical, dental, optometry and 
engineering assistance to their citizens. (U.S. Air Force photo)
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experience and extensive language and 
cross-cultural skills. These skills are 
necessary for GHEs to be successful.

“It is not enough for Airmen to have 
a medical background,” said Palmer. 
“They also need to have specific skills 

that allow them to communicate in our 
partner nations. You cannot just go to 
another country and explain operations 
the same way you would in the U.S. You 
have to work with those nations to come 
up with solutions that make sense in 
that area.”

Working on a GHE assignment as an 
IHS has allowed for Airmen to apply 
their diverse skill-set and broaden their 
Air Force career. The program fulfills a 
critical role in supporting partnerships 
with U.S. allies while helping to build 
their medical capabilities.

“It is rewarding [to] step out of the 
clinic to help another country develop 
their capabilities. I did not think this 
opportunity existed in the military be-
fore I learned about IHS,” said Harrell. 
“Every assignment where I have had to 
teach something, I learn something just 
as much from those partner nations. We 
are exchanging knowledge and learning 
from each other.”

af.mil

Flight Medicine international health specialists work with the Guatemalan air force to build and develop their Flight Medicine Clinic in Guatemala City, 
Guatemala, in January 2015. IHSs often engage in subject matter expert exchanges to build strong partnerships with such countries as Guatemala. 
(U.S. Air Force photo)

Healthcare is a critical avenue to strengthen partnerships 
with U.S. allies around the globe. The Air Force International 

Health Specialist program takes highly trained Air Force 
health personnel with unique skill sets, and puts them in 

Global Health Engagements around the world. There, they 
share their experiences and work to improve the health 

infrastructure in their partner nation.
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FIELD MEDICINE
WBAMC Medics, Nurses Assess Battlefield Care
By Marcy Sanchez

Soldiers with William Beaumont Army 
Medical Center’s Inpatient Surgical Unit 
participated in Tactical Combat Casu-
alty Care (TC3) training at the Medical 
Simulation Training Center (MSTC) at 
Fort Bliss, Nov. 16. 

The hands-on training presented Sol-
diers with simulated casualties replicat-
ing amputations and complex injuries. 

“The MSTC teaches everybody Basic 
Life Support (BLS), Combat Lifesaver 
Course, medic certification tables and 
IFAK (Improved First Aid Kit) class; they 
teach trauma basically,” said Staff Sgt. 
Rodney Hardwick, noncommissioned 
officer in charge, Inpatient Surgical Unit, 
WBAMC. “The course provides the 

training to know how to treat a patient 
from the point of injury to sustaining a 
patient afterward.”

The MSTC employs mechanical man-
nequins that replicate movements of 
combat casualties to include fake blood 
to simulate injuries. Soldiers were tasked 
with applying techniques learned during 
training to stop the bleeding and stabi-
lize the mannequins.  

“I definitely like (the training),” said Spc. 
Samuel Scott, combat medic, Inpatient 
Surgical Unit, WBAMC. “These injuries 
are stuff you can experience just driving, 
if you run into a car accident (and need 
to assist a casualty).”

For some WBAMC Soldiers, the train-
ing provided a refresher to battlefield 
medicine training they received during 
Advanced Individual Training (AIT).  

“Outside of the course, there’s not a lot of 
training for (point of injury care),” said 
Hardwick. “That used to be a big part of 
our scope.” 

The training offers Soldiers front line ex-
periences to medical responses differing 
from patient care operations at WBAMC, 
where operations and treatment are 
more controlled and structured. 

“My scope of practice is limited at the 
hospital,” said Scott, a native of Modesto, 
California, whose daily routines image 
that of a Certified Nursing Assistant 
(CNA). “(At the MSTC) or in a combat 
unit you practice this stuff every day, 
you’re the medic and the doc.”

During the training, Soldiers went over 
equipment, tourniquet application, pres-
sure-dressing inguinal wounds, treating 
sucking chest wounds and nasopharyn-
geal airways (NPA). 

“That’s part of readiness, the ability to 
provide first-aid and self-aid,” said Hard-
wick, a native of Farmer City, Illinois. 
“If (Soldiers) see a (U.S. Army Medical 
Command unit patch) or know you’re 
medical (personnel) then you’re expect-
ed to be a (Subject-Matter Expert) on it. 

Scott was one of about 15 Soldiers going 
through the training. For the Soldiers, 
the refresher training also increased the 
unit’s readiness and capability to aug-
ment units requiring medical personnel.  
“There might be a need for nurses in the 

Spc. Alyssa Hobbs, combat medic, Inpatient Surgical Unit, William Beaumont Army Medical Center, 
is treated for a mock inguinal wound during Tactical Combat Casualty Care training at the Medical 
Simulation Training Center at Fort Bliss, Nov. 16. (Photo Credit: Marcy Sanchez)

future to serve in an expanded capability 
that they are not used to serving in,” said 
Hardwick. “Everybody is theoretically 
supposed to be on the same playing field 
so we’ll train (WBAMC Soldiers) on the 
same playing field.”

army.mil

(From left) Spcs. Alyssa Hobbs and Breana Robinson, both combat medics at William Beaumont Army Medical Center’s Inpatient Surgical Unit, apply a 
tourniquet to a simulated casualty during Tactical Combat Casualty Care training at the Medical Simulation Training Center at Fort Bliss, Nov. 16.  
(Photo Credit: Marcy Sanchez)

(From left) Sgt. Deborah Schumm, combat 
medic, Inpatient Surgical Unit, William 
Beaumont Army Medical Center and 1st Lt. 
Kate Abbott, Registered Nurse, Inpatient Surgical 
Unit, WBAMC, assess and prepare a simulated 
casualty for treatment during Tactical Combat 
Casualty Care training at the Medical Simulation 
Training Center at Fort Bliss, Nov. 16.  
(Photo Credit: Marcy Sanchez)
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GASTROENTEROLOGY
Acid Reflux Surgery Uses High-Tech Robotics
By Sameria Zavala, WAMC PAO

Fort Bragg is the largest U.S. Army installation by population. 
This makes Womack Army Medical Center the premier loca-
tion for retirees, active-duty service members and their Fami-
lies to receive care. 

A common condition that is treated at WAMC is acid reflux. 
Our doctors perform a procedure known as a hiatal hernia re-
pair to solve, in some cases, life-changing discomfort.

A hiatal hernia is when part of a person’s stomach is pulled up 
into the chest cavity. This eventually leads to severe acid reflux. 
According to Dr. (Lt. Col.) Viet Nguyn, Division of Medicine 
chief and gastroenterologist at WAMC, the goal of the surgical 

team is to bring the stomach back down into the abdomen and 
keep it there, preventing any further severe acid reflux and im-
proving that person’s quality of life.

Dr. (Maj.) Katherine Hetz, a WAMC robotics surgeon, stresses 
that the benefits of this surgery extend beyond just lessening 
the symptoms of acid reflux — it can also reduce the chances 
of developing cancer. 

“A hiatal hernia surgery can cure a patient’s reflux and prevent 
injury to the esophagus that, if left untreated, can result in can-
cer to the esophagus,” said Hetz. “It can also allow patients to 
no longer require medication for this.”

A robotic surgical system is inserted through the stomach through four points allowing the surgeon to easily perform surgery and the patient quicker 
recovery time during acid reflux surgery at Womack Army Medical Center. (Photo Credit: Sameria Zavala, WAMC PAO)

Dr. Katherine Hetz, a robotics surgeon at Womack Army Medical Center, performs a hiatal hernia repair on a patient in WAMC’s operating room.  
(Photo Credit: Sameria Zavala, WAMC PAO)

The process to repair a patient’s hiatal hernia involves freeing 
up the esophagus and any attachments it may have in the chest 
cavity, ensuring the muscle between the esophagus and the 
stomach remains in the abdomen. The surgeons then tighten 
the diaphragm to prevent it from moving up to the chest and 
use the stomach to tighten the muscle between the esophagus 
and the stomach.

Hetz explained that there are benefits for both the patient 
and the surgeon when opting for robotic surgery versus open 
surgery. 

“Robotic surgery is different from open surgery in that we use 
smaller incisions and a camera and long instruments to per-
form the surgery rather than making a large incision,” Hetz 
said. “It is frequently easier to see up into the chest and other 
small spaces with a camera rather than with open surgery.”

Due to the small incisions, the expectation is that the patient has 
a faster recovery time and lower chances of any complications.

“Patients have less postoperative pain and faster recovery 
with robotic surgery,” said Hetz. “Robotic surgery offers the 

advantage of a 3-D camera as well as being able to use instru-
ments with articulation and the ability to reach into tight spaces 
and perform maneuvers has improved with these instruments.”

Hiatal hernia surgery is generally very successful. The patients 
are required to follow a strict postoperative diet to allow the 
esophagus and stomach swelling that occurs from surgery to 
heal before they resume regular food. 

According to Hetz, if this is followed and the patients maintain 
their weight to a BMI of less than 30, the chances of the her-
nia returning are low. Patients are asked to follow the diet and 
avoid any heavy lifting for four to six weeks after surgery.

For more information, visit the Journal of Robotic Surgery 
website at www.ncbi.nlm.nih.gov/pmc/articles/PMC4766202.

Editor’s Note: This is a series article (part two of three) that will 
focus on the aspects of having a transoral incisionless fundo-
plication (TIP), a hiatal hernia repair via robotic surgery and 
the patient perspective on experiencing severe acid reflux.

army.mil
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GASTROENTEROLOGY
Two-for-One Acid Reflux Surgery
By Sameria Zavala, WAMC PAO (Regional Health CommandAtlantic)

Those who walk the halls of Womack Army Medical Center to 
get a prescription refilled, lab work done or frequent the dining 
facility probably do not have access to the operating room. 

It is a place where the leaders of Army Medicine and profes-
sionals in the healthcare field would link the term high reliabil-
ity organization. 

In here, there is no room for mistakes. 

For the surgery they’re about to perform, the roles of Dr. Vito 
Ciriglianlo, WAMC gastroenterologist chief, and Dr. Viet 
Nguyen, WAMC gastroenterologist and division of medicine 
chief, are to perform a hernia repair in conjunction with a 
fundoplication. 

“A fundoplication is when you are tightening up the top of the 
stomach or the bottom of the esophagus in order to prevent 
reflux,” said Cirigliano. “It is an anti-reflux procedure.”

A hiatal hernia pulls up part of the stomach into the chest 
cavity, leading to people experiencing severe acid reflux. Ac-
cording to Nguyen, the goal of the surgical team is to bring 
the stomach back down into the abdomen and keep it there, 
preventing any further severe acid reflux, improving that per-
son’s quality of life.

WAMC is the only hospital in North Carolina and the only 
medical center in the Department of Defense currently per-
forming the fundoplication procedure, according Cirigliano.

Dr. Katherine Hetz, WAMC robotics surgeon, and lead sur-
geon for this particular procedure, is an integral part of the 
process. 

“The process to repair a patient’s hiatal hernia involves freeing 
up the esophagus and any attachments it may have in the chest 
cavity, ensuring the muscle between the esophagus and the 
stomach remains in the abdomen, tightening the diaphragm 
to prevent this muscle from moving up to the chest and using 
the stomach to tighten the muscle between the esophagus and 
the stomach,” said Hetz.

This type of elective surgery is something that the patient can 

request, but is often the last resort to improve their quality of 
life.

According to Nguyen, the procedure is for patients having se-
vere heartburn symptoms who haven’t responded to multiple 
medications. He adds that a person’s anatomy can even be a 
factor in diagnosed acid reflux. 

“We also perform this procedure for our Soldiers that don’t 
want the side effects of the medications and they don’t have to 
go to the field and carry medications with them while trying to 
focus on their mission,” he said.

Some side effects of taking acid reflux medication includes: in-
creased infection, dementia and association with osteoporosis. 

This non-invasive procedure is performed with a few simple 
tools -- a scope, a camera, a light and very skilled doctors. The 
endoscope is inserted through the mouth with a device that 
fires sutures to recreate a barrier keeping the acid in the stom-
ach and away from the esophagus.

“People don’t want to be on medication long term and if we 
can get them off of those medications, the fewer the meds the 
better,” Cirigliano said.

army.mil

The Womack Army Medical Center surgical team, view monitors in 
the operating room to asses the progress on the Transoral Incisionless 
Fundoplication and Hiatal Hernia repair. (Photo Credit: Sameria Zavla)

A Surgical Solution for 
Heartburn without Incisions 
Now Being Performed at 
Selected Army Medical 
Centers
TIF® procedure for reflux is now available 
at Beaumont Army – El Paso, TX; Brooke 
Army – San Antonio, TX; Winn Army – Fort 
Stewart, GA; Womack Army – Fort Bragg, NC

What may have seemed like science fiction, surgery without 
an incision, is now a reality that is giving patients suffering 
from chronic acid reflux or gastroesophageal reflux disease 
(GERD) a normal life. In a healthy patient, there is a natural 
valve between the esophagus and the stomach that forms a 
physical barrier preventing stomach fluids from backwashing, 
or “refluxing,” up into the esophagus. In a patient with chronic 
GERD, this valve has become dysfunctional. 

Many patients take reflux medications such as PPIs (proton 
pump inhibitors), which suppress acid production, to help 
relieve their heartburn symptoms. Even with PPIs, they are 
still unable to eat the foods they want or need to sleep sitting 
up to reduce nighttime reflux. In addition, recent studies have 
shown that long-term use of PPIs is linked to inadequate ab-
sorption of minerals1, chronic kidney disease2 and dementia3. 
GERD sufferers just want to get back to living normal lives.

TIF is an acronym for transoral incisionless fundoplication, 
and the advantage is that it is ‘surgery from within’ performed 
through the mouth. Based on the same well proven principles 
of conventional, more invasive laparoscopic GERD surgery, the 
TIF procedure reconstructs the valve between the esophagus 
and the stomach to prevent reflux. Because the procedure is 
incisionless, there is reduced pain, no visible scar and most pa-
tients can get back to their normal activities within a few days.

In a randomized controlled study outcomes five years after the 
TIF procedure4, were reported: 86% of patients experienced 
elimination of regurgitation, more than 80% of patients ex-
perienced elimination of all daily troublesome atypical symp-
toms and 66% of patients have eliminated daily dependence on 
PPIs after the TIF procedure4.

With millions of Americans diagnosed with GERD and not 
fully satisfied with their treatment options, the TIF procedure 
with the EsophyX® device offers an excellent alternative.

1. Heidelbaugh JJ, Ther Adv Drug Saf. 2013 Jun;4(3):125-33.
2. Lazarus B, et. al., JAMA Intern Med. 2016 Feb 1;176(2):238-46.
3. Gomm W et. al., JAMA Neurol. 2016 Feb 15. doi: 10.1001/jamaneurol.2015.4791.
4. Trad KS, et Al. Surg Innov. 2018 Feb 6.(TEMPO 5-Year follow-up)
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IMMUNIZATION
Vaccinations are Best Safeguard Against  
Illness-Causing Viruses
By Velvie Bennett, FNP-C, Family Medicine Clinic, KAHC

Flu or Influenza is a contagious respirato-
ry illness caused by viruses. It can cause 
mild to severe health issues. Serious 
outcomes of flu infection can result in 
hospitalization or death. Some people in-
cluding older adults, young children and 
those with certain health conditions are 
at higher risk of serious complications.

According to the National Institutes of 
Health, people who have the flu may feel 
some or all of the symptoms — fever, 
chills, cough, sore throat, runny or stuffy 
nose, muscle or body aches, headaches, 
or fatigue.

It is important to note that not everyone 
with the flu will have a fever. Some may 
have vomiting and diarrhea, though this 
is more common in children than adults.

How does the flu spread? Most experts 
believe these viruses are mainly passed 
along by droplets made when people 
with the flu cough, sneeze or talk. These 
droplets can land in the mouths or noses 
of others who are nearby. 

Less often, a person may get the illness 
by touching a surface or object that has 
flu virus on it and then touching their 
mouth, eyes or nose.

Certain individuals are at greater risk 
for serious complications if they get the 
flu. The Centers for Disease Control and 
Prevention includes in this group older 
people, pregnant women, young children 
and individuals with certain health con-
ditions, such as asthma, diabetes or heart 
disease.

It is important to note not everyone 
should take the flu vaccine. It is not 

approved for children younger than 6 
months of age. People who have had a se-
vere allergic reaction to influenza should 
generally not be vaccinated. 

There are some who should not get the 
vaccine without first consulting a phy-
sician. Those experiencing moderate 
to severe illness with or without a fever 
should wait until they recover to get 
vaccinated. People with a history of Guil-
lain-Barré Syndrome (a severe paralytic 
illness) that occurred after receiving a flu 
shot and who are not at risk for severe 
illness from influenza should generally 
not be vaccinated.

According to the CDC, yearly vaccina-
tion should begin as soon as the shots are 
available, ideally by the end of October 
when the earliest seasonal outbreaks have 
been known to occur. Usually influenza 
activity peaks from December -February. 
Significant outbreaks can continue into 
May, so vaccination later in the season 
can still be beneficial.

It takes about two weeks after vacci-
nation for antibodies to develop in the 
body. This is what protects people against 
influenza virus infection. It is best to get 
vaccinated so individuals are protected 
before the influenza begins spreading in 
our community.

Only injectable influenza vaccines are 
recommended for use this season. Live 
attenuated influenza vaccine (nasal 
spray) is discouraged because of con-
cerns about the effectiveness against the 
H1-N1 viruses, according to the CDC.

Recommended influenza vaccines for 
2017-2018 include a number of inactivated 

injectable formulas as well as recombi-
nant influenza vaccines. Both trivalent 
and quadrivalent injectable vaccines are 
available.

There is no preferential recommendation 
for one flu vaccine product over another 
by the CDC and the Advisory Commit-
tee on Immunization Practices. Do not 
delay vaccination if quadrivalent vaccine 
is not available. Both types offer import-
ant protection.

Trivalent vaccines are designed to pro-
tect against three different influenza vi-
ruses where quadrivalent immunizations 
protect against the same three viruses 
plus an additional B virus from a differ-
ent lineage of influenza B viruses. The 
composition of the season’s vaccines has 
been updated to better match recently 
circulating influenza viruses.

In most healthy people, the flu will go 
away in five-seven days, but can last as 
long as 10 days. The worst symptoms 
usually last three-four days. Home treat-
ment to ease the symptoms and prevent 
complications is usually all that is need-
ed. In the meantime, the following are 
some steps to feel better:

Immunization Healthcare Branch nurse 
practitioner Ann Morse (left) speaks to Sailors 
about immunizations at a health fair. The Health 
Fair was part of a long-range plan to improve 
the overall health and wellness of Sailors.   
U.S. Navy photo by Lt. j.g. Mckensey Smith

Active
IMMUNIZATION
Immunization Healthcare Nurses  
Have All Bases Covered
By Chris Orose, Defense Health Agency Immunization Healthcare Branch

From the bedside to the battlefield to the 
classroom and beyond, nurses have al-
ways had a prominent role in the history 
of military medicine.

Nurses of the Defense Health Agency’s 
Immunization Healthcare Branch (IHB) 
carry on the nursing mission through 
education, policy development, ad-
verse event management, research, and 
training.

“Our primary role is being patient ad-
vocates,” said Tara Reavey, a registered 
nurse and chief of Program and Policy 
Management for IHB. “No matter where 
you are, your heart always goes back 
to the patients and the staffers who are 
pounding the pavement, and making 
sure they’re taken care of.”

Since IHB serves a global population, 
much of its work with health care pro-
viders or patients is done through tele-
health service or electronically. A nurse 
or nurse practitioner is on call 24/7 to 
field clinical questions through the Im-
munization Healthcare Support Center.

With the Centers for Disease Control 
and Prevention, the IHB utilizes a Col-
laborative Adverse Events Reporting 
System (CAERS) to perform a clinical 
review of all military-related Vaccine 
Adverse Event Reports (VAERS) for 
the assessment of medical interven-
tions, outcomes, and potential for IHB 
intervention.

“Our goal is to ensure clinicians and pa-
tients have access to 24/7 assistance with 
immunization questions and adverse 
event management,” said Catherine 
Skerrett, a nurse practitioner at IHB’s 

San Antonio Regional Vaccine Safety 
Hub.

Ann Morse, a nurse practitioner in Ports-
mouth, Virginia, and part of IHB’s Na-
tional Capital Region hub, works with the 
Atlantic Fleet, Military Sealift Command, 
and Navy Medicine East, among others. 

She provides training and consultation 
with a wide range of patients, providers 
and families mostly through the Immu-
nization Healthcare Support Center and 
HELP (Health Experts onLine Portal), a 
telemedicine portal run by Naval Med-
ical Center Portsmouth medical staff 
and serving all of the Services within 
NAVMED EAST.

“We love taking care of patients,” Morse 
said. “We love alleviating concerns and 
answering questions, no matter who it 
is.”

Tom Rampy, an RN at IHB’s San An-
tonio hub who teaches at the Medical 
Education Training Campus, echoed 
that notion, saying he owes his students 
“the knowledge that they can reach back 
to IHB with any concerns or issues.” 
Rampy primarily works with the Navy 
Preventive Medicine Technician Course 
and teaches a two-day course each quar-
ter centered on the Eight Standards for 
Military Immunization.

A lot of work is being done to address 
vaccine hesitancy, said Laurie Housel, a 
nurse practitioner at IHB’s Fort Bragg, 
North Carolina hub. That includes out-
reach through events like a new parent 
support group, outreach lectures, and 
the development of a toolkit for health 
care providers to provide counseling to 

vaccine-hesitant parents before their ba-
bies are born.

“There’s a lot of misinformation out 
there,” Housel said, “and it can be very 
difficult for families because they hear 
conflicting things. We understand that.”

Suzy Walker, an RN and Immunization 
Healthcare Specialist, IHB’s “boots on 
the ground” providing direct support to 
MTFs, works with the Navy accession 
site at Great Lakes, Illinois, and Soldier 
Readiness Programs at Fort Leonard 
Wood, Missouri, where she provides 
immunization training and consul-
tation, and assistance with procuring 
sometimes large amounts of vaccines. 
Walker spent 27 of her 30 years in the 
Air National Guard  working around im-
munizations, which she says gives her a 
kinship with the providers in the clinics 
she visits.

“You can’t tell me anything that would 
shock me,” Walker said. “Having seen so 
much in my career helps me relate better 
to the people going through it now. It 
feels great seeing when everything clicks 
and everyone understands the full scope 
of what they’re doing.”

“When you’re educating health care 
professionals, you’re still giving back to 
those patients,” said RN Dana Donald-
son, who put herself through nursing 
school as the single parent of two young 
children. “If you always err on the side 
of patient safety — imagine the person 
you’re caring for is the person you love 
most in the world — you will always suc-
ceed no matter what.”

health.mil
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•  Get extra bed rest. Even if you’re not 
sleeping a reduction in activity will 
help you feel better. It also reduces the 
spread of the virus to others.

•  Drink plenty of fluids to replace 
those lost from fever. Fluids also ease 
a scratchy throat and help keep nasal 
mucus thin. Water, soup, fruit juice 
and hot tea with lemon are all good 
choices.

•  If a fever is uncomfortable, sponge 
the body with lukewarm water. Do 
not use cold baths, ice or rubbing 
alcohol. Lowering the fever will not 
make symptoms go away faster but it 
may make people more comfortable. 
People also may take acetaminophen 
or ibuprofen to lower fever and help 
with body aches. Follow all instruc-
tions on the label. If giving medicine to 
children, follow a pediatrician’s advice 

regarding dosage. Do not give aspirin 
to anyone younger than 20 because of 
the risk of Reye’s syndrome, a rare but 
potentially fatal disease of the brain 
and liver.

Antiviral drugs like Tamiflu and Relen-
za can lessen symptoms and shorten the 
time people are sick by one or two days. 
They also can prevent serious flu com-
plications like pneumonia. Studies show 
that flu antiviral drugs work best for 
treatment when they are started within 
48 hours of getting sick.

Antivirals are usually prescribed for 
five days, although people hospitalized 
with the flu may need the medicine 
longer. Some influenza viruses develop 
resistance to the anti-viral medicines, 
limiting the effectiveness of the treat-
ment. The World Health Organization 

monitors antiviral susceptibility among 
circulating influenza viruses to provide 
timely guidance for antiviral use in clini-
cal management.

Antibiotics are not useful for treating 
viral illnesses such as influenza. Anti-
biotics should only be used if there is a 
bacterial complication of the flu such as 
bacterial pneumonia, ear infection or si-
nusitis. Antibiotics can cause side effects 
and lead to development of antibiotic 
resistance.

There are wide variety of herbal, homeo-
pathic and other complementary and 
alternative treatments that are marketed 
for influenza. Unfortunately, there have 
been few well-designed studies to evalu-
ate their efficacy and safety.

army.mil

Photo by Tereasa Wade

Active
INFECTIOUS DISEASES
Guarding the Health of Service Members
By the Military Health System Communications Office

James Coker began his career as a public 
health officer at Yokota Air Base, Japan. 
During a quarantine inspection of an air-
craft infested with beetles, Coker collect-
ed samples for laboratory identification, 
where one turned out to be a previously 
unidentified beetle species. Today, that 
sample, named after the base, is part of 
the National Archives, and serves as a 
memory of Coker’s introduction to pub-
lic health.

“Quarantining infested aircraft that ar-
rive is a standard procedure that helps 
avoid introducing a foreign, invasive 
species that could affect the environment 
— for example, the brown tree snake in 
Guam or the coqui frog in Hawaii,” said 
Coker.

In his current role as deputy chief with 
the Defense Health Agency’s Public 
Health Division, Coker is still helping to 
protect the health of service members. 
Military, civilian, and contractor person-
nel in Public Health work together in six 
major areas: individual medical readi-
ness and deployment health, immuni-
zations, preventive health, occupational 
and environmental health, veterinary 
services, and the Armed Forces Health 
Surveillance Branch, which tracks dis-
ease around the world.

“Looking across the Military Health 
System, we identify ways to standardize 
health programs and find efficiencies,” 
said Coker. “One example is the opti-
mized Department of Defense, Periodic 
Health Assessment. It incorporated a 
mandated annual mental health assess-
ment,” he said. “Everyone across the ser-
vices now answers the same questions. 
And, service members only have to make 

one appointment, which reduces time 
away from work.”

A retired Air Force lieutenant colonel 
after 23 years, Coker feels his military 
service prepared him well for his current 
duties with DHA.

“I enjoy working on disease outbreaks, 
emergency care and preparedness, and 
humanitarian relief activities,” said 
Coker. “Continuous learning and new 
discoveries are what make me most ex-
cited about my job. You definitely have to 
keep abreast of what’s happening around 
the world.”

Coker’s military service and personal 
travels have taken him through all 50 
states and to more than 78 countries. It 
was in Germany where Coker took his 
first assignment as a newly enlisted Air 
Force aeromedical technician and began 
his love of travel and public health. He 
gave vaccinations to the flying popula-
tion and others preparing to deploy for 
Operation Desert Storm.

In December 2001, Coker found himself 
stationed in Oman’s 101-degree weather. 
Soon after arriving, he moved on with an 
advanced reconnaissance team to a former 
Soviet state, trudging through snow up to 
his knees. He was part of the team that 
surveyed, secured, and then opened an air 
base at Manas Airport in Bishkek, Kyrgyz-
stan. The air base became a vital staging 
ground for the coalition effort in Afghan-
istan, both during Operation Enduring 
Freedom and then for the NATO-led In-
ternational Security Assistance Force.

“We lived in tents and used kerosene 
stoves — it was very cold there. In 

addition to ensuring force health pro-
tection, safety, and food supplies, we 
examined the site for any potential en-
vironmental issues. We looked to see if 
there were vaccines or other preventive 
requirements needed to protect our forc-
es deploying to the area,” Coker said.

Whether using health surveillance to 
evaluate the effectiveness of the influenza 
immunization or advising on safe food 
practices, “we all have that common vi-
sion of protecting our forces.” Coker said. 
“We have some great people — intelli-
gent physicians, scientists, and other pro-
fessionals in the Public Health Division. 
We’ll continue working together with the 
services to synchronize and improve the 
future of military public health.”

As for Coker’s travel wish list, he says the 
world is a big place. “I could return to fa-
vorite places like Barcelona and Buenos 
Aires or return to Michigan to visit family. 
When I decide to retire for a second time, 
I want to continue exploring and living in 
new places where I haven’t been before.”

health.mil

James Coker focuses on protecting service 
member health every day as deputy chief 
of the Public Health Division at the Defense 
Health Agency. Here he is exploring a Mount 
Denali glacier “off the clock” while stationed in 
Alaska as a public health flight commander at 
Elmendorf Air Force Base.
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INFECTIOUS DISEASES
DoD’s International HIV/AIDS Prevention Program 
Saves Lives, Builds Lasting Relationships
By the Military Health System Communications Office

Navy Capt. Gregg Montalto remembers the first time he met 
the young Ugandan teenager a couple of years ago sitting 
across the table. The boy was HIV positive with AIDS.

“He’s a pretty shy kid,” said Montalto, a pediatrician now sta-
tioned at Naval Medical Center San Diego. He met the boy 
through DHAPP, the Department of Defense HIV/AIDS Pre-
vention Program. DHAPP is the DoD’s implementing arm of 
the President’s Emergency Plan for AIDS Relief, also known 
as PEPFAR, which is the largest commitment by any nation in 
history to combat a single disease.

“We talked a little bit, and I learned he was severely under-
weight at just 38 kilograms [about 83 pounds] and orphaned,” 
said Montalto. He recalled that the boy’s CD4 count, the 
amount of HIV virus-killing cells in the body, read just four. 
Anything below 200 means the AIDS virus is allowing other 
infections to attack the body.

The Department of Defense recognizes World AIDS Day Dec. 
1 as a time to commemorate not just this Ugandan teenager 
but the millions of lives that have been impacted by HIV/AIDS 
in the last 35 years. It is an epidemic that continues to infect 
more than 37,000 people globally every week, and threatens 
the health and prosperity of families and communities.

According to the Centers for Disease Control and Prevention, 
an estimated 35 million people worldwide live with HIV/
AIDS; more than two-thirds are in Sub-Saharan Africa. Nearly 
75 percent of the 2.1 million new HIV infections in 2013 oc-
curred in this area. 

The Navy was previously the Department of Defense executive 
agent for DHAPP, which includes Army, Navy, and Air Force 
medical assets. Recently, DHAPP transitioned to the Defense 
Health Agency for oversight.

“We identify partner militaries and approach their medical 
folks,” said Richard Shaffer, DHAPP’s division chief and an ep-
idemiologist. “We ask if there’s anything the U.S. military can 
help with when it comes to their medical programs that sup-
port their military members and family members with HIV.”

DHAPP collaborates with partner militaries to plan activities 

and implement programs to combat HIV/AIDS in their mili-
tary services. Through direct military-to-military cooperation, 
its goal is to maximize program impact by focusing on the HIV 
epidemic specific to the partner military. 

DHAPP’s support includes training health care workers to pro-
vide HIV clinical services and implementing testing strategies, 
such as the use of mobile testing units, to reach individuals 
most at-risk. It also helps equip laboratories and clinics for 
testing and diagnostics, links HIV-positive individuals into 
treatment, promotes health education, and provides training 
against stigma and discrimination.

Fifteen years after its inception, DHAPP’s partnership with 57 
other countries’ militaries, mostly in Africa, works to help low-
er the incidence of HIV and AIDS in those countries. Shaffer 
said not only does the program make a difference for the peo-
ple living in those countries; it benefits American troops who 
may one day operate in those areas.

“Any time we can develop capable partners, it takes a health 
care burden off our U.S. military,” he said, adding that medical 
aid is a great foot in the door to help develop deeper relation-
ships with other militaries and the larger civilian population.

In addition, American military doctors get to see other diseas-
es firsthand they might have only read about. “We’ve got peo-
ple who have learned about yellow fever in the United States 

Air Force Capt. Crystal Karahan, U.S. Air Forces in Europe, Air Forces Africa 
international health specialist, talks to Cameroonian nursing students 
during a clean site delivery workshop in Douala, Cameroon.

through medical school, but never saw a case until they went 
with us to southern Africa to work on an HIV program,” said 
Shaffer. “Our medical departments are getting more experi-
ence than what they did before DHAPP.”

Moving responsibility of DHAPP to the Defense Health Agen-
cy gives the program a more defined DoD-wide role, said 
Shaffer. “There are so many organizational benefits I see com-
ing out of this. We already had a good relationship with the 
combatant commands, and being part of the Defense Health 
Agency will help to improve that relationship. This transition 
gives us the ability to engage more at the military Joint Staff 
and interagency levels.”

Montalto recently saw the Ugandan boy again. He had gained 
about 45 pounds in two years, and his CD4 count was at about 
300-400, meaning his immune system was far better equipped 
to keep him healthy. 

The captain said the youth had improved in part because he 
was taking better care of himself, when many in that condition 
might have just given up.

“I asked him what motivated him to take care of himself,” said 
Montalto. “He said, ‘I looked around and saw a lot of other kids 
who were having problems, and I wanted to help other people. 
The only way to do that is by helping myself.’”

Helping people who help themselves and improving HIV out-
comes is what DHAPP is all about. Montalto waved off any 
credit he may have had in the process, crediting the local doc-
tors for making DHAPP a success, especially in parts of Africa 
where it’s still a big issue despite gains made since HIV/AIDS 
was at extreme epidemic levels in the 1990s.

“The members of the team in the HIV treatment clinic in 
Uganda are the ones doing the heavy lifting,” said Montalto. 
“They sit down with these kids and talk. The team we send 
from San Diego brings a concept of adolescent health to the 
clinicians already on the ground there.”

Montalto encouraged other military doctors and other health 
care providers to get involved in DHAPP by contacting the 
program. Then DHAPP can assess skills and match the pro-
vider to a program area or country where the skill set can be 
best utilized.

“You never want to go somewhere, take a few pictures, feel 
good about yourself, and never show up again,” said Montalto, 
who wants the program to continue until AIDS is eradicated.

“The reason programs such as DHAPP work is not because the 
people in it come and go,” he said. “They bring hope and stay.”

health.mil

The Department of Defense HIV/AIDS 
Prevention Program (DHAPP) is re-
sponsible for assisting foreign military 
partners with the development and 
implementation of culturally focused, 
military-specific HIV/AIDS preven-
tion, care, and treatment programs in 
over 65 countries around the globe.

In fiscal year 2013, DHAPP trained 
over 7,000 health care workers to pro-
vide HIV clinical services; reached 
over 740,000 military and family mem-
bers with comprehensive prevention 
messages; 630,000 military and family 
members were counseled and tested 
for HIV; 55,000 pregnant women knew 
their HIV status based on testing and 
counseling services; and 200 new labo-
ratories were equipped and supported 
for HIV testing and diagnostics.

The Department of Defense HIV/AIDS Prevention Program (DHAPP)

International Militay HIV/AIDS Conference in Arusha, Tanzania. Representatives from 60 
multinational militaries, the U.S. Department of Defense, U.S. Africa Command, and non-
governmental organizations were in attendance to develop a joint strategy for combating this 
global pandemic.
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INFECTIOUS DISEASES
HIV Infections on the Rise,  
Military Can Be At Risk
By Ms. Catrina Francis (IMCOM)

In 1981 many memorable historical 
events happened such as the U.S. and 
Iran signing an agreement to release 52 
Americans hostages after 444 days in 
captivity. President Ronald Reagan was 
also shot and wounded by John Hinck-
ley III during this time. But, one of the 
most significant events was the discov-
ery of Pneumocystis carinii pneumonia, 
a rare lung infection which was affecting 
gay men in Los Angeles. 

This became the first official reporting of 
what would become known as the AIDS 
epidemic, according to www.aids.gov. 

Although HIV has gone from the No. 1 
killer among ages 16-25 in 1995 to the 
No. 6 killer, newly reported cases in Lou-
isville and southern Indiana are on the 
rise causing concern in the medical and 
law enforcement communities.

According to the Kentucky Cabinet for 
Health and Family Services, around half 
of the state’s 9,300 HIV cases, as of June 
2014, were Louisville residents.

Recently, an HIV outbreak in Scott 
County, Indiana, caused from a new her-
oin-use-epidemic, has brought the issue 
of AIDS and HIV back to the forefront 
of social discussion. Scott County is lo-
cated 30 miles north of Louisville.

The concerns of law enforcement differ 
from that of medical personnel--part of 
the reason for the rise in cases is from 
the use of shared needles via drug use.

Dr. Will Cooke of Foundations Family 
Medicine in Austin, Indiana, said in an 
interview with the Gold Standard, there 
have been 189 people who have tested 

positive for HIV in his community. He 
added that most of those tested positive 
are IV drug related and more than 80 
percent are coinfected with hepatitis C.

“Waiting until after an outbreak happens 
is not protecting the public and not the 
best public health policy,” explained 
Cooke. “It’s too late. Viruses and drug 
use do not respect county boundaries. 
We need comprehensive, statewide or 
better yet nationwide response to this 
urgent issue. We are losing lives.

“The single best way to prevent the 
spread of HIV and hepatitis C is to treat 
the disease. That’s what we are doing. All 
additional strategies are great but mean 
nothing without treatment.”

But the overall concern for the situation 
is because all the education, safety and 
personal responsibility training con-
ducted since the mid-’80s needs to be 
revisited as today’s youth have forgotten 
the deadly lessons of the past.

In the beginning AIDS was a death 
sentence.

Dr. John Van Arsdell, a former internal 
medicine doctor at Fort Knox’s Ireland 
Army Community Hospital, who is cur-
rently an internal medicine and infec-
tious disease physician at Kentucky One 
Health, said when he began practicing 
internal medicine in 1985 doctors read 
reports that AIDS was in all body fluids 
and no one knew the facts.

“It was a very frightening time,” he ex-
plained. “It wasn’t until that year we were 
able to do a lymphocyte panel to tell 
somebody’s T cells. We couldn’t do viral 

levels because that was still years away in 
1985 and 1986.” 

In 1986 AZT, a new drug at the time, re-
quired the patients take two tablets every 
four hours. But in the wrong combina-
tion AZT would be as hard on the body 
as the virus. 

“(They were taking) 12 tablets a day, 
(and it) was just brutal to those kids,” 
Van Arsdell said, but, “it was like any 
other drug in the right dose.”

He added it was and still is a great drug. 

“We actually found out less than half of 
that was the ideal dose,” said Van Arsdell.

Van Arsdell added that 24 of his 27 
patients died in one year and the other 
three followed the next year.

Everybody died during those early days, 
he said.

In the 12-a-day regiment it was extreme-
ly toxic to the bone marrow and caused, 
in some cases, profound anemia. Some 
of the patients needed blood transfu-
sions so they could simply take the drug.
Van Arsdell recalled how one of his pa-
tients was so sensitive to the drug that he 
required many transfusions.

“When I (began) practicing infectious 
disease in 1988, I had one young man 
(who) was so sensitive to the drug, he 
required so much transfusion, that he 
finally said, ‘no, I’m not doing it…I will 
talk to you in the morning,’” he said 
about his former patient.

After much discussion, he finally relented 

and told Van Arsdell he would come into 
the doctor’s office the next day. “I talk-
ed to him at 8 o’clock that night and the 
next day he didn’t come,” said Van Ar-
sdell. “By noon (that day) my medical 
assistant … knew something was wrong. 
She called the police and they went to his 
apartment in the (Louisville) Highlands 
and he was dead.”

In 1996 Dr. David Ho, an HIV/AIDS 
researcher, advocated for a new strategy 
for treating HIV — a three-drug regi-
men. From that point on if you treated 
patients with appropriate combo drugs, 
they stood a chance of survival.

“If you lived to 1996 when the prote-
ase inhibitors were released, then the 
likelihood (is that) you are still alive 
today,” explained Van Arsdell. “When 
the cocktail was recommended (it) used 
two drugs that worked in a different way 

on the virus, plus (adding) the prote-
ase inhibitors. The protease inhibitors 
were the monster guns. People actually 
started getting better, you started seeing 
improved T counts, you could get viral 
loads undetectable, which is where they 
needed to be. You could keep people 
alive.”

But, Van Arsdell said that doesn’t mean a 
person is HIV negative because the HIV 
antibody is still in the bone marrow.

It’s important to note, the disease hasn’t 
been relegated to the civilian community.

Soldiers are required to take an HIV test 
every two years, as well as when they 
deploy and when they have a permanent 
change of station overseas, said Maj. 
Craig Meggitt, the former assistant chief 
of Preventive Medicine at Ireland Army 
Community Hospital.

Military personal who engage in risky 
behavior aren’t immune — and can lose 
more than their good health.

Meggitt added that Soldiers are also test-
ed if a primary care provider is aware of 
other risk factors or risky behavior.

“If we see someone who’s tested posi-
tive for an STD (sexually transmitted 
disease) we will test for HIV as well,” 
explained Meggitt.

Once upon a time, testing positive for 
HIV meant the end of a military ca-
reer. But with the new drugs and AIDS 
awareness, regulations have changed.

Once a Soldier takes an HIV test and 
the results are positive, Meggitt said the 
Department of Defense has an initial 
screening assessment that tests for anti-
bodies for HIV. If it’s negative then the 

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. (Photo Credit: Ben Sherman, Fort Sill)
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service member is HIV negative. If it’s 
positive more testing is done to include 
a Western Blot, which looks for at least 
five different markers from the HIV vi-
rus, he said.

“Your body has produced antibodies 
to five different markers (and) they all 
have to be positive to be a positive test,” 
explained Meggitt. “When I get a result 
back which says this person is HIV posi-
tive we are certain they are HIV positive.” 

When that happens Meggitt contacts the 
Soldier’s chain of command.

Betty Walker, an administrative attor-
ney with Fort Knox’s Office of the Staff 
Judge Advocate, said the Soldier’s chain 
of command will counsel the exposed 
Soldier about the restriction to which he 
or she must adhere.

“Restrictions such as practicing safe sex, 
telling potential partners and not donat-
ing blood,” said Walker. “Not adhering 
to these restrictions can result in UCMJ 
(Uniform Code of Military Justice) pun-
ishment for the Soldier and/or voluntary 
discharge, per AR 600-100.”

Meggitt said they have to involve the Sol-
dier’s UCMJ authority, the person who 
can enact UCMJ actions against them in 
the future.

“This is in preparation for the initial 

counseling we are going to do,” Meggitt 
explained. “We call behavioral health 
and tell them we are going to counsel 
somebody who’s newly HIV positive and 
we need (them) on standby in case we 
need (their) help. This is going to be a 
very traumatic experience for this per-
son and we make sure we have a chap-
lain available, who we can call up on a 
minute’s notice, who can sit down with 
(the) Soldier if (he or she) wishes.” 

He added that they arrange with the Sol-
dier’s chain of command and the UCMJ 
authority for the Soldier to be at the hos-
pital on a specific date and time.

“In general we do this as quick as pos-
sible,” Meggitt said. “We can get (this) 
done within 24 hours. They have an in-
fectious disease that is potentially very 
harmful for your health and even fatal in 
some cases. We don’t want them to infect 
anyone else, and we want to make sure 
they know right away.” 

Meggitt pointed out that a doctor must 
do the initial counseling. The counseling 
form goes through everything the Sol-
dier has to understand with his/her new 
diagnosis and it emphasizes more of the 
medical side of what they need to know, 
like not being able to donate blood or 
organs and notifying medical personnel 
if they are having a medical procedure.
“The two big ones we emphasize after 
you tell someone they are HIV positive 

(is) 100 percent partner notification, 100 
percent condom use--this is not nego-
tiable,” said Meggitt. “This is something 
that (will get a) Soldier into trouble, this 
is something that will get (a) UCMJ ac-
tion brought against them.”

Once Meggitt finishes his counseling, 
he will ask the Soldier if he/she has any 
additional questions. If everything is OK 
he will then contact the hospital’s public 
health nurse. The public health nurse 
will oversee the commander’s coun-
seling and the Soldier is also informed 
about the mandatory appointments ev-
ery six months with an infectious disease 
doctor. 

The public health nurse will also ask the 
Soldier to contact all of the sexual part-
ners she or he had in the last six months 
to notify them about the positive results.

“We don’t name the person, but we do 
follow up to make sure they get testing 
as well,” Meggitt said. “Once we finish all 
of our counseling (the Soldier) essential-
ly (goes) back to their normal duty day 
being a normal Soldier. 

“There used to be more restrictions in 
place that have loosened a little bit as 
long as you continue to be healthy. You 
can’t deploy (and) you can’t serve over-
seas. Most countries in the world have 
travel bans for people with HIV… Even 
the United States had a ban until 2009.”

Meggitt pointed out that as long as a 
Soldier remains healthy he or she can 
remain in the Army and attend military 
courses that are needed to further their 
career. 

He added that the old policy had limita-
tions on the number of weeks a course 
had to be for a HIV Soldier to attend. 
Now, he or she can attend as long as they 
are healthy. But, an HIV-positive Sol-
dier cannot attend civilian training, like 
graduate school.

“For military schooling Soldiers (who) 
are infected and determined to meet re-
tention standards are eligible for all mil-
itary professional development schools, 
NCO (noncommissioned officer), 

Captain’s Career Course (and) interme-
diate level education,” explained Meg-
gitt. “HIV-infected Soldiers may also 
attend formal military training required 
from them for reclassification for a new 
MOS (military occupational specialty), 
award a skill qualification, or additional 
skill identifier.

“If an educational program would re-
quire you to stay in the military lon-
ger, you’re not eligible. The regulation 
changed in 2014.”

Although there have been HIV-positive 
Soldiers on Fort Knox, Meggitt said he 
doesn’t see a lot of cases. In fact, he said 
the installation has an average of less 
than one new case a year. He also said 
there is nothing in a Soldier’s record 
which states he or she is HIV positive. 

“Someone at HRC is aware so that you 
don’t come down on orders to PCS over-
seas,” he said. “(The) chain of command 
(and) the company commander know 
and it’s his (or her) discretion who else 
has to know. (The commander) has a re-
cord of that counseling that has to be un-
der lock and key — no one should have 
access to that but (the commander).”

If an HIV-positive Soldier PCSs he or she 
has a case manager in the hospital. They 

have to tell their case manager within 30 
days of leaving. The case manager will 
tell the receiving case manager that the 
Soldier will report to them at their new 
duty station. If the Soldier fails to do that 
they can be prosecuted. 

“The case manager is the person who’s 
going to be monitoring and make sure 
they keep up with their medical appoint-
ments and keep track of what’s going on 
with (the) Soldier,” Meggitt noted.

Although Fort Knox has less than one 
new case of HIV each year, Meggitt said 
that’s not the average with summer ca-
dets, which is more than one case during 
the summer. 

He said when cadets arrive on Fort Knox 
they are processed through Ireland and 
take a screening test which isn’t very 
specific for HIV. Since it isn’t HIV spe-
cific, Meggitt said a lot of the screening 
tests are positive, which is why they don’t 
solely rely on the test. Follow-up testing 
takes two weeks. He added, by the time 
the hospital receives the results the ca-
dets have completed half of their sum-
mer training. 

“We follow the exact same procedures, 
and since they are not Soldiers they are 
not subject to UCMJ,” Meggitt said. “We 

let them know because most states have 
partner notification requirements. We 
need to let them know that they will be 
subject to those laws when they go home.”

Meggitt said once a cadet is notified he 
or she is sent home and disenrolled from 
the school’s ROTC program because 
they can’t pick up the requirement that 
they serve for a certain amount of time 
and they can’t receive a commission. 

“For me having to do an HIV notifica-
tion is the worst part of my job,” he said. 
“It is heartbreaking in those cases even 
more so than the active duty (because) 
they put so much into ROTC. In a lot of 
cases they thought they were going to 
be active duty and find out, ‘hey you’re 
going home. You are going to be disen-
rolled from ROTC,’ and whatever edu-
cation you have left to get your degree 
you’re going to have to do it on your 
own.”

Risky behavior includes sharing drug 
paraphernalia, multiple sex partners, us-
ing drugs, and having unprotected sex.

Meggitt said education and understand-
ing the facts and myths are key to protec-
tion against HIV.

army.mil

 Lab technicians test for HIV, electrolytes, blood count and urine balances.  U.S. Air Force photo by Senior Airman Luke Hill
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INFECTIOUS DISEASES
Partnerships, Collaboration Essential in  
Global Fight Against Health Threats
By the Military Health System Communications Office

As service members deploy and operate 
around the world, the ability to pro-
tect the troops from exposure to health 
threats is critical to the overall mission. 
In the fight against infectious diseases, 
the Department of Defense has inter-
agency partnerships, including with the 
National Institutes of Health and the 
Centers for Disease Control and Preven-
tion, to target these diseases.

These partnerships have contributed to 
numerous vaccines, aimed at such threats 
as Zika and Human Immunodeficien-
cy Virus, along with efforts to decrease 
risk for disease. Dr. Susan Blumenthal, 
a retired rear admiral and former U.S. 
assistant surgeon general, said the HIV 
infection rate has fallen by 18 percent in 
the United States over the last decade.

“How does that happen? It’s happened 
because of the people in this room, 
who work together with partners across 
America and the world to develop and 
implement a roadmap to end AIDs,” said 
Blumenthal, speaking at a recent amfAR 
conference in Washington, D.C. Blu-
menthal is currently serving as the senior 
policy and medical adviser for amfAR, 
the Foundation for AIDS Research.

This kind of collaboration has helped 
the Department of Defense establish 
strategies using data-driven measures 
to address health epidemics that affect 
national security. 

Dr. David Smith, deputy assistant sec-
retary of Defense for Health Readiness 
Policy & Oversight performing the du-
ties of the assistant secretary of Defense 
for Health Affairs, stressed the connec-
tion between global health threats and 

national security while speaking at the 
same conference.

“We put a major investment in research 
and development in this area because 
of the protection piece of it, but under 
the precept of prevent, protect, and re-
spond,” said Smith, adding that major 
global health issues remain a threat to 
national and international security.

The U.S. Military HIV Research Pro-
gram contributes expertise, surveillance, 
and vaccine development in response to 
global health threats. DoD has support-
ed the U.S. President’s Emergency Plan 
for AIDS Relief, known as PEPFAR, in 
the global fight against HIV and AIDS 
since 2003.

DoD involvement in the fight against ep-
idemics is extensive, especially in areas 

affected by the most devastating diseases 
and the instability that follows. 

Collaboration with the National In-
stitutes of Health, Centers for Disease 
Control and Prevention, academic insti-
tutions, and other governments proves 
vital to the ongoing work against infec-
tious diseases. DoD continues to train 
health workers and helps build capabil-
ity in partner nations, while providing 
HIV prevention, care, and treatment to 
military personnel, said Smith.

Established in 1986, the U.S. Military 
HIV Research Program serves as a 
leader in HIV acute infection and cure 
research. It provides prevention, care, 
and treatment to military personnel 
while providing surveillance and threat 
assessment. 

The military’s efforts against HIV have 
also been leveraged to fight against oth-
er threats, including Ebola and Zika. 
Walter Reed Army Institute of Research 
moved Zika vaccine development for-
ward, from concept to human clinical 
trials in less than 10 months, with the 
help of HIV program researchers.

“We have a rich national resource of 
laboratories around the world, including 
[in] South America, Africa, and Asia,” 
said Smith, stressing the important re-
search and surveillance they conduct to 
help prevent infectious diseases around 
the world. “It’s important to support the 
global health security agenda and the 
great partnerships that we … want to 
sustain and further develop around the 
world.”

health.mil

Dr. David Smith (second from the right) was 
part of a panel discussing the national security 
implications of epidemics during amfAR’s recent 
conference in Washington, D.C. Other panelists 
included, from left to right, Rear Adm. Anne 
Schuchat, acting director, Centers for Disease 
Control and Prevention; Ron Klain, former 
White House Ebola response coordinator and 
executive vice president, Revolution, LLC; Dr. 
Smith; Ambassador James Glassman, former 
undersecretary for Public Diplomacy, U.S. 
Department of State; and moderator Judy 
Woodruff, anchor and managing editor, PBS 
Newshour.

Active
MENTAL HEALTH
Medics Organize, Attend Stress Training
By Capt. Jerome Ferrin

U.S. Army medical professionals learned techniques to better 
treat combat and operational stress February 27 to March 3, 
2017 at the Landstuhl Regional Medical Center’s Learning 
Center.

The U.S. Army Medical Department Center and School in San 
Antonio, Texas sent their Combat and Operational Stress Con-
trol Mobile Training Team to train “Victory Medics” from the 
254th Medical Detachment (COSC), and other medical pro-
fessionals, to help enhance combat effectiveness and conserve 
the fighting strength of Soldiers in theater. 

“This course defines who we are and what we do,” said Lt. Col. 
Robert V. Parish, neuropsychologist and commander, 254th 
COSC. “With this training we will be better able to support 
European Command and Central Command mission now and 
in the future,” 

The training provided the 254th COSC Team the skills to be 
tactically proficient in the art of expeditionary behavioral 
health care.

“The Primary tool for helping and managing the psychological 
health of the force is the combat and operational stress control 
teams, the detachments, of which the 254th COSC is one of six 
on active duty,” said Carl E. Smith, Chief of the COSC Train-
ing Branch, AMMED Center and School. “So their mission is 
critically important to maintaining the behavioral health or 
psychological health of the troops that are deployed. They are 
the principle vehicle we use to sustain the troops resiliency, 
cohesion, and esprit de corps of the troops deployed; to keep 
the warfighter’s vision in the war fight.”

Parish and Chaplain (Capt.) Derek D. Mosher, 254th COSC, 
not only attended the training but contributed to the blocks of 
instruction. Mosher instructed on the role of the unit ministry 
team in COSC operations and Parish instructed the group on 
the assessment and management of traumatic brain injuries in 
a deployed setting.

The training not only instructed behavioral health technicians, 
occupational health technicians, the unit ministry team, and 
the various behavioral health providers from the 254th COSC, 
but also behavioral health technicians, behavioral health 

providers, and a physician assistant and medic from the 16th 
Sustainment Brigade. LRMC behavioral health technicians 
and the 30th Medical Brigade chaplain were in attendance as 
well. 

army.mil

Capt. John O. Okomu, social worker, 254th Medical Detachment, Combat 
Operational Stress Control, briefs his group’s unit assessment to Lt. Col. 
Robert J. Parish, neuropsychologist and commander, 254th COSC and Sgt 
1st Class Clayton Cope, detachment sergeant, at training by the U.S. Army 
Medical Department Center and School Combat and Operational Stress 
Control Mobile Training Team on Mar. 2, 2017. (U.S. Army photo by Capt. 
Jerome Ferrin, 30th Medical Brigade Public Affairs) 

The 254th Medical Detachment, Combat Operational and Stress Control, 
with assorted Soldiers from 16th Sustainment Brigade, 30th Medical 
Brigade HHC, and Landstuhl Regional Medical Center attended training 
by the U.S. Army Medical Department Center and School’s Combat and 
Operational Stress Control Mobile Training Team Mar. 2, 2017. (U.S. Army 
photo by Capt. Jerome Ferrin, 30th Medical Brigade Public Affairs) 
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MENTAL HEALTH
Doctors Use Cutting-Edge Research  
at Navy Hospital
By Shannon Collins DoD News, Defense Media Activity

A Defense Department study on the benefits of surfing for pa-
tients with post-traumatic stress. A clinical tracking tool used 
to manage patient care. An advanced electroencephalogram 
and eye tracker.

The traumatic brain injury clinic at Naval Medical Center 
San Diego and the Naval Health Research Center at Naval 
Base Point Loma in San Diego are developing and using cut-
ting-edge research to better help service members, their family 
members and retirees.

At the research center, Kristen Walter is conducting DoD’s first 
research study of its kind on the psychological and physical 

effects of a surf therapy program for patients with post-traumat-
ic stress disorder and other issues. Almost 70 active duty and 
reserve component patients from all service branches, primarily 
the Marine Corps and the Navy, participated in the study.

“Initial results suggest that both PTSD and depression symp-
toms improve for those affected with the disorders,” Walter 
said. “We’ve also found our strongest effects are improvements 
in positive effect and decreases in negative effect. We assess 
individuals before and after each surf therapy session.”

After this first study, she added, she and her team will look 
into not only the effects not only of surfing therapy, but also of 

Chad Rodarmer, traumatic brain injury clinic program manager, demonstrates tracking a patient’s eye movement at Naval Medical Center San Diego, 
Calif., Sept. 15, 2017. DoD photo by EJ Hersom

hiking and other recreational therapies that would be accessi-
ble for more patients. She said she has personally noticed the 
change in the patients.

Sense of Community
“There’s definitely a sense of community here in addition to 
the surf therapy,” she added. “It improves mood, makes people 
feel better — more connected to the environment and also to 
other people.”

Patients typically undergo standard psychotherapies for psy-
chological disorders, but recreational outlets offer them an 
alternative, Walter said.

“Some people don’t benefit from our standard treatment,” she 
explained. “Getting people actively engaged in their environ-
ment, doing things that matter to them — that’s incredibly 
important for mental and physical health. It’s really important 
to study those effects.”

The team designed the algorithm for the clinical tracking tool 
with Navy Seal patients because of the Seals’ high operations 
tempo, said Dr. Lars Hungerford, senior clinical research di-
rector for the Defense and Veterans Brain Injury Center, which 
oversees the research at the TBI clinic.

“We created an algorithm and a tool so that we can screen 
them while they’re still overseas so we’ll know how many peo-
ple we’ll need to see [and] get them set up so that when they 
hit the ground here, they’re all set up and running. We can just 
move on from there,” he said.

On the Same Page
While a patient is undergoing treatment at the hospital, Hun-
gerford said, all of the different specialists who see the patient 
will put in their notes and appointments and see the patient’s 
goals so that everyone is on the same page.
“For example, when we first see a patient, we do an intake, 
meet as a team and come up with a treatment plan for what 
that person needs,” he said. “They need occupational therapy, 
speech, neuropysch — that gets put into the referral and gets 
kicked over to the individual providers, and then they write up 
their notes and we track all of their symptoms in the system.

Coordinating Care
“We see they have a headache goal,” he continued. “Accord-
ing to the tracking system, we’ve met, and we’re about halfway 
through the headache goal, but now they’re complaining more 
about memory problems, so things might shift as we go along. 
You can capture that quickly by looking at this system, and [all 
of the providers] can communicate and coordinate care.”

The eye tracker is used to measure saccade response, or reac-
tion time and speed of response, Hungerford said. The new 
wireless EEG prototype is portable and doesn’t require liquid 
or gel.



D
oD

 H
ealth A

ffairs

63

D
oD

 H
ea

lt
h 

A
ff

ai
rs

62

Arm
ed Forces M

edicine 2018Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
01

8

The Naval Health Research Center (NHRC) located aboard Naval Base Point Loma in San Diego, California was initially established in June 1959 as the 
U.S. Navy Medical Neuropsychiatric Research Unit (NMNRU) that now optimizes the operational readiness and health of our armed forces by conducting 
research, development, testing, and evaluation that spans the spectrum from physical readiness to joint medical planning, to wounded warrior recovery 
and behavioral health interventions, all focusing on the health, readiness, and well-being of our nation’s military members and their families.

“With the old EEGs, you had to put on a lot of gel, and patients 
left with a goopy head and had to go home and take a shower,” 
he said. “With this prototype, we can apply it within a few min-
utes and get a nice reading of the EEG waves. When the sen-
sors touch skin, they don’t have to go through hair. They’re flat 
for comfort and don’t have prongs. It’s advanced technology.”

The new fusion study is using both the eye tracking and EEG 
at the same time. “That’s probably something that hasn’t been 

done,” Hungerford said. 

Looking at the different modalities that diagnose TBIs and 
comparing what the eyes are doing to what the brain is doing 
to what the MRI reveals combine to achieve a better under-
standing of what is going on with the patients, he added.

med.navy.mil

Active
NEUROLOGY
NMCP’s New Warrior Concussion Clinic to Treat 
Service Members with TBIs
By Petty Officer 2nd Class Kris Lindstrom, Naval Medical Center Portsmouth

Staff from Naval Medical Center Portsmouth (NMCP), in 
conjunction with leadership from the naval special warfare 
(NSW) community, held a ceremony on Nov. 27 to celebrate 
the official launch of a ground-breaking concussion treatment 
program delivered through the newly established Warrior 
Concussion Clinic (WCC).

The program was developed at NMCP and modeled after ex-
isting Military Health System programs to more efficiently and 
effectively diagnose and treat expeditionary forces who have 
a history of concussive exposure and traumatic brain injury 
(TBI) symptoms. NMCP worked in collaboration with the 
NSW community to focus on the frontline warfighters and 
their return to duty after expedited treatment.

“Every once in a while, you get your hands around something 
transformational, and I think that’s what we are part of here for 
sure,” said Capt. M. Jamie Sands, commodore of Naval Special 
Warfare Group TWO, during the ceremony. “This is a whole 
mind, body, spirit treatment program for our folks. We are all 
in on this from the naval special warfare perspective. We care 
about our people, and we care about their families. We don’t 
leave them behind.”

NMCP staff created the WCC to be a one-stop clinic focused 
on evaluation and treatment for concussions and more severe 
forms of TBIs.

“We have four patients at a time and when they come through 
the assessment, they will see all 12 specialties over the course 
of four days,” said Bethany Swogger, program manager of the 
WCC. “On Friday, we determine which specialists they are go-
ing to see for treatment during the next three weeks.”

“This is ground breaking because traditionally, that would take 
six months in a standard hospital with a referral-based system,” 
said Lt. Cmdr. Christofer Ecklund, clinical neuropsychologist 
and the head of the WCC.

The WCC takes a different approach to the injury by expand-
ing available resources and incorporating 12 specialties into 
the concentrated four-week program. Some of the specialties 
involved are neurology, occupational therapy, physical therapy, 
audiology, clinical psychology, neuropsychology, optometry, 
speech language pathology, sleep medicine and otolaryngology.

The program is custom tailored to each service member with 
the goal of returning them to their highest functioning level.

“The focus of the program is on readiness,” said Cmdr. J. Por-
ter Evans, clinical neuropsychologist and associate director 
of Mental Health. “We are looking at our deployable forces. 
Our concern is less on what community they belong to, but 
more along the lines of ‘is this somebody who is an actively 

Lt. Cmdr. Christofer Ecklund, head of the newly established Warrior 
Concussion Clinic, right, presents a plank owner certificate to Capt. M. 
Jamie Sands, Naval Special Warfare Group TWO’s commodore, during the 
ceremony that officially announced the establishment of the clinic. The 
Warrior Concussion Clinic brings a multidisciplinary, value-based program 
for evaluating and treating traumatic brain injuries to expeditionary 
forces with a history of concussion exposure. (U.S. Navy photo by Mass 
Communication Specialist 2nd Class Kris R. Lindstrom)

The Warrior Concussion Clinic was developed 
at NMCP and modeled after existing 

Military Health System programs to more 
efficiently and effectively diagnose and treat 
expeditionary forces who have a history of 
concussive exposure and traumatic brain 

injury (TBI) symptoms.
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deployable member, like an expeditionary force, who we can 
get back out there and get back in the fight?’”

The warfighters who enter into the WCC program are not typ-
ically in a medically limited duty status, but are those whose 
symptoms may be interfering with their ability to serve at their 
highest level.

“These patients are typically full duty when they get to us,” Eck-
lund said “We want to get them back in better shape than when 
they begin treatment. Their symptoms are not just neurologi-
cal — there can be a lot of other medical issues such as chronic 
pain, headaches, sleep or balance problems. Yes, it is a concus-
sion clinic, but that’s just one of the precursor requirements.”

Because each patient’s injury is unique, medical discoveries 
made during the assessment period vary from patient to pa-
tient. After the assessment, the doctors from each specialty 
work as a multidisciplinary team to determine each patient’s 
unique treatment plan.

“Their treatment depends on the findings,” Evans said. “We’re 
focused on only treating areas where there are positive 
findings.”

After completing the three weeks of care based on their treat-
ment plan, the service members return to their units, and have 
a place within the program for follow-on care as necessary. 

Those who have questions or need further treatment can 
contact the WCC nurse care facilitator. who will assess the 
situation and connect them with the designated specialty or 
schedule an appointment.

“They are motivated to get better, they are motivated to do it 
in a quick manner and return to their team members in better 
shape,” Ecklund added.

According to Evans, NMCP is an ideal place for such a pro-
gram, due to the area being densely populated with service 
members who are likely to experience a concussion. 

“It is a priority for the medical center to have a highly special-
ized program like this,” Evans said. “Through this clinic, we 
are able to provide a lot of these treatments locally where the 
service member can return home every night and have that 
time with their families while getting treatment.”

med.navy.mil

Eighty five percent of TBIs are considered mild and individuals can expect to fully recover and return to their job or school. Most patients recover within 
weeks. (Photo courtesy of Danielle M. Bolton, Naval Hospital Camp Lejeune Public Affairs)

Active
NEUROLOGY
Blue-Light-Blocking Lenses a Potential 
Breakthrough for Warfighters
By the Military Health System Communications Office

New eyeglasses might help warfighters 
get the sleep they need. Military Health 
System officials are working on tinting 
for lenses that can be worn an hour or 
two before bedtime, blocking the light 
that blocks the brain’s production of 
melatonin, the chemical that helps peo-
ple sleep.

“Sleep deprivation has been a significant 
and well-documented issue for service 
members,” said Navy Cmdr. Marc Her-
witz, the chief ancillary informatics of-
ficer for the Navy’s Bureau of Medicine. 
“It has been especially problematic for 
those on changing shiftwork schedules 
and those who work continuously under 
artificial lighting.”

The Navy is responsible to the Depart-
ment of Defense for the manufacture of 
glasses and ballistic eyewear. “Blue light 
comes from numerous natural and ar-
tificial sources,” said Herwitz. “Some of 
the artificial sources include computers, 
tablets, cell phones, and overhead light-
ing. This blue light suppresses the brain’s 
production of melatonin and keeps peo-
ple from sleeping.”

Herwitz said using materials now avail-
able, the Naval Ophthalmic Support and 
Training Activity crafted a tint for safety 

lenses that blocks about 70 percent of 
blue light. Adding the tint to the lenses 
is inexpensive (done for about the same 
cost as adding tinting to a pair of glasses) 
and easily done. 

These tinted lenses are not intended to be 
worn all the time since people need to be 
alert on the job. But they can be useful as 
the day winds down and suppression of 
blue light helps bring on the urge to sleep. 

Anecdotal evidence showed the lenses are 
effective, but research seeks confirmation.

“We just completed a preliminary study 
with the use of these blue-light-blocking 
lenses in a group of active duty military 
members deployed in military facilities,” 
said Nita Shattuck, a fatigue and sleep 
expert at the Naval Postgraduate School 
in Monterey, California. “We’re still eval-
uating all the data and creating control 
measures to test, but the results are very 
promising so far.”

In fact, Shattuck said people who wore 
the glasses for two hours before going 
to bed fell asleep about 30 percent fast-
er than those who didn’t use them. She 
said, if successful, the lenses could make 
a big difference in the sleep warfighters 
get, especially those who do shift work 
and have to sleep at times against the 
body’s natural rhythms.

“They’re getting more sleep,” said Shat-
tuck, “which improves their mood and 
makes them less likely to be drowsy 
when we need them to be alert, such as 
when they perform security duties. Nod-
ding off is just not an option.”

Herwitz said, depending on the results 
of Shattuck’s research, better sleep pro-
duced by the tinted lenses could make 
better warfighters.

“This eyeglass application has the poten-
tial to enhance the readiness, safety, and 
productivity of service members and im-
prove their quality of life,” said Herwitz. 
“We can help them sleep, wherever they 
might be.” 

health.mil

Airmen at Tinker Air Force Base, Oklahoma, are 
illuminated by the glow of the blue light from 
their computer screens. Blue light blocks the 
brain’s production of melatonin, an important 
chemical that helps people sleep. New lenses 
developed by the Navy are designed to be worn 
for a couple of hours before bedtime and will 
block the blue light, allowing warfighters to get 
better sleep. (U.S. Air Force photo by Greg L. Davis)

Military Health System officials are working on 
tinting for lenses that can be worn an hour 
or two before bedtime, blocking the light that 
blocks the brain’s production of melatonin, the 
chemical that helps people sleep.  
(Courtesy photo)

Shattuck said people who 
wore the glasses for two 
hours before going to 

bed fell asleep about 30 
percent faster than those 

who didn’t use them.
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NEUROLOGY
Military Sleep Clinics Keep Troops on Their Toes 
by Shutting Their Eyes
By the Military Health System Communications Office

Navy Lt. Brian Holbrook knew something 
was wrong. He was tired all the time. Too 
tired, in his opinion, for the work he did 
during a regular duty day as the health 
facilities planning and project officer for 
Navy Medicine West in Hawaii. He felt 
drowsy, almost intoxicated, all the time. 
And then the accidents started happening.

“I’ve been driving for 20 years and never 
had an accident. I had two driving acci-
dents within six months of each other,” he 
said. “And they were both my fault! I ran 
into a car and hit a parked car.”

He addressed his tiredness at the Trippler 
Army Hospital sleep clinic where provid-
ers confirmed he was waking up at least 
eight times a night. 

After also determining it was not sleep 
apnea — one of the most common sleep 
problems for men his age — he went to his 
primary doctor and was diagnosed with 
a gastrointestinal issue that was causing a 
pain in his right side and keeping him up 
at night. 

He knew about the pain, albeit not that 
serious in his mind, when he was awake. 
He didn’t realize it had been keeping him 
from getting good sleep. Pain conditions 
are known to interrupt sleep frequently, 
leading to fatigue.

“It was eye-opening sitting through the 
sleep study class,” said Holbrook. “They 
talked about the effects of lack of sleep on 
the body, something which I was naïve 
about.”

Dr. Christine Fukui, a sleep physician at 
the Trippler clinic, said beyond eliminat-
ing causes of sleep deprivation such as 

physical ailments and apnea, she tells her 
patients to get to bed earlier, especially 
those in their 20s who may prefer going to 
bed late and getting up late.

“Obviously, that’s not conducive to being in 
the military,” she said. “The result is, they 
go to bed at 1 a.m. and have to get up at 4 
or 5 a.m. and are terribly sleep deprived.”

Fukui realizes military duty, such as when 
troops are deployed, means they’re going 
to have times when they don’t get enough 

sleep. But when they are back home and on 
a regular schedule, she said they need to 
eliminate some light exposure, including 
the light from computers and smartphones. 

“At least two hours before bedtime, they 
should not be using their phones. But it’s 
hard to get them to do that,” she said with 
a laugh.

“Sleep is one of those hubs in the wheel of 
health,” said Diana Jeffery, a health psy-
chologist and health care research analyst 
with the Defense Health Agency. “Without 
sleep, you impair mental health, cognitive 
functions, and decision-making skills. 
There are very few health functions that 
don’t require sleep.”

Jeffery explained that sleep is a biological 
function that helps the body repair itself. 
In addition, it keeps the mind from rac-
ing. She likens a lack of sleep to running 
a car at 100 miles an hour: You can run at 

a high speed for short periods of time, but 
extended periods risk doing damage.

“Prolonged periods of stress have pro-
found impacts on the immune system, 
which needs to be at its optimal level to 
fight disease, to repair injured cells, and to 
control hormones needed to regulate the 
body,” she said. “We need a period of rest.”

But recent health surveys show at least 10 
to 20 percent of service members don’t get 
enough sleep, while more than half say 
they don’t feel they get enough sleep. 

Jeffery said military sleep clinics help diag-
nose what’s keeping troops and their fam-
ilies up all night, but practicing good sleep 
hygiene is important:

• Avoid screen time near bedtime such 
as TVs, monitors, and smartphones

• Sleep in a darkened environment

• Use relaxation techniques the half-
hour before bedtime

• Have regular, consistent bedtime hours

Another promising idea that might help 
people sleep is a new, blue-light-blocking 
lens being developed by Military Health 
System researchers. The lenses filter out 
the type of blue light from TVs, computers, 
and smartphones that suppresses produc-
tion of melatonin (an important chemical 
that helps people sleep). 

A preliminary study on the tinted lenses 
showed that when worn two hours before 
going to bed, the wearers fell asleep about 
30 percent faster than those who didn’t use 
them.

Jeffery recommended going to a mili-
tary sleep clinic to eliminate some of the 

common causes of insomnia, such as sleep 
apnea or poor sleep habits.

Holbrook, who did just that, will get treat-
ment for his issue, which he thinks will 
help him get some more shut-eye. He also 
encourages others who are feeling more 
tired than they think they should to get it 
checked out.

“Sleep is a big issue in your life,” said Hol-
brook. “And until you realize it, it could be 
affecting you.”

health.mil

“Sleep is one of those hubs in the wheel of health,” said Diana 
Jeffery, a health psychologist and health care research analyst 
with the Defense Health Agency. “Without sleep, you impair 

mental health, cognitive functions, and decision-making skills. 
There are very few health functions that don’t require sleep.”

“Sleep is a big issue in your 
life,” said Holbrook. “And 

until you realize it, it could 
be affecting you.”
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NEUROLOGY
The Importance of Sleep — You Lose if  
You Don’t Snooze
By Douglas H. Stutz, Naval Hospital Bremerton Public Affairs

Whether trying for a quick snooze, occa-
sional siesta, or attempted slumber, Sail-
ors and Marines are continually at risk 
for the actual health threat of insufficient 
sleep.

“Sleep has been identified and priori-
tized as a leading Health and Wellness 
Department and disease prevention 
goal. Sleep is an important element of 
health and well-being just like nutrition 
and physical fitness. Adequate sleep is 
necessary to fight off infection, support 
the metabolism of sugar to prevent dia-
betes, perform well in school, and work 
effectively and safely,” said Trish Skinner, 
Naval Hospital Bremerton Health and 
Wellness Department health educator.

According to Fleet and Marine Corps 
Health Risk Assessment surveys and the 
Navy and Marine Corps Public Health 
Center (NMCPHC), personnel are re-
porting insufficient sleep at a steady 
increase from 31 percent in 2008-2009 
to 37 percent in 2016. A related DoD 
survey shows that 40.9 percent get 7-8 
hours of average sleep, with 43.5 percent 
getting 5-6 hours and 11.4 percent aver-
aging less than four hours.

“There were 37 percent of military mem-
bers and 29 percent of civilian staff who 
reported they do not get enough restful 
sleep to function well on the job and in 
their personal life. Our department is fo-
cusing on the needs and benefits of ad-
equate sleep with awareness, education 
and intervention techniques,” Skinner 
said.

Sleep deprivation and lack of rest, are 
impactful physically as well as mental-
ly. Research shows even young, healthy 

service members lose 25 percent of their 
ability to think clearly after only one day 
without adequate sleep.

“When we sleep our body goes through 
a very intricate process where it recovers 
and rebuilds. Short and long-term mem-
ories are allocated and stored. It (also) 
gives our physical body time to rest and 
rebuilt broken down muscle and tis-
sue,” said Navy Hospital Corpsman 2nd 
Class Christopher Stevens, NHB Mental 
Health sleep hygiene specialist.

The effects of poor sleep have been doc-
umented leading to mishaps involving 
aviation and motor vehicle accidents; 
work performance issues with higher 
error rate; quality of life concerns such 
as increased fatigue, decreased response 
time and lowered immune function; 
and mental health consequences such as 
irritability. 

Yet people still take sleep for granted. 

“When we start to feel stressed, self-care 
is one of the first things we throw out the 
window. When we have an important test 
coming up, a deployment, when we are 
feeling stressed at work, or we are having 
trouble with our personal lives, it’s very 
easy for us to find time to accommodate 
these stressors by neglecting things like 
physical fitness, nutrition and sleep. In 
the end, neglecting self-care only helps 
to decrease performance as we are not 
able to effectively manage stressors at an 
optimum level,” explained Stephens.

“Chronic poor sleep can also result in 
cardiovascular disease, depression and 
obesity. When it comes to physical re-
covery, workouts can be totally wasted 

by not giving our body time to rest and 
recover,” added Stephens.

Skinner attests that the prevailing con-
sensus is that adults should strive for 
seven to eight hours of sleep every day 
for optimum performance. Studies 
have shown that those who do get that 
amount of sleep are able to learn and re-
tain information better and outperform 
those not as rested on daily activities.

There is available guidance to assist with 
good sleep hygiene. Simple tips to help 
get a good night sleep include; minimize 
noise and light; maintain regular sleep 
and wake hours; foster a comfortable 
sleep environment; limit caffeine four to 
six hours before sleep; and limit the use 
of technology with a screen light at least 
15 to 30 minutes before sleeping.

Yet those in the military, especially in an 
operational status, know that at times 
being able to implement such simple tips 
can be easier said than done.

“It’s no secret that military service often 
results in periods of decreased sleep. Ser-
vice members need to use what opportu-
nity they have to get good sleep. Taking 
time to focus on self-care increases our 
performance to the physical and mental 
demands of arduous tasks or deploy-
ment. You can think of it like trying to 
cut down a tree with a blunt saw. Trying 
it that way is difficult. Taking the time to 
sharpen the saw will make the cutting 
down the tree more effective. Our mind 
and body are like that saw. So take the 
time to sharpen your saw,” explained 
Stephens.
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NURSING
LRMC Celebrates 117th Army Nurse Corps 
Birthday
By Capt. Jerome Ferrin (21st TSC)

Army Nurse Corps team members and Landstuhl Regional 
Medical Center staff celebrated the 117th Army Nurse Corps 
birthday at the center’s Heaton Auditorium, Feb. 2.

The event included a presentation on the history of the Army 
Nurse Corps founded in 1901 and reciting the Army Nurs-
ing Team Creed. Retired Brig. Gen. William T. Bester, former 
Chief of the Army Nurse Corps, spoke about the ANC legacy, 
his experiences and the lessons learned throughout his career 
as an ANC Officer.

“I think we should be proud of our history,” Bester said. “It is 
a great history. I think it is appropriate that we take time every 
year to take a breath, slow down, and look back at the great 
reputation and great legacy that was established by those who 
preceded us. We should never lose sight of the great impact 
that each and every one of you have on the Corps today and 
will have on the Corps in the future.”

Nurses who attended the event noted the impact celebrating 
their heritage and inherited legacy had on them. “The Army Nurse Corps Birthday is a reminder for me to 

remember my importance as a Soldier and a nurse in the 
military,” said 1st Lt. Dashekia Adams. “Sometimes as we lose 
sight of that. It reminds me how important my job is and how 
important being a nurse and a Soldier together is.” 

The event closed with a cake cutting ceremony and singing 
the Army Song.

After the ceremony young ANC Officers in attendance had 
the opportunity to mingle with senior and retired ANC Offi-
cers. Many of the seasoned Army Nurses related their experi-
ences to the young officers. 

“My brother was killed in Vietnam in 1965,” said retired Lt. 
Col. Lois Borsay. “It was the worst thing that ever happened to 
me. Joining the Army gave me the chance to make something 
good come of that, it gave me the chance to serve my country, 
which I think everyone should do in some form or another. 
The Army Nurse Corps Birthday allows us to celebrate the 
great legacy we have of taking care of soldiers and advocating 
for our patients.”

army.mil

Retired Brig. Gen. William T. Bester, former chief of the Army Nurse Corps, 
presents coins to Maj. Jennifer Y. Givens and Capt. Marqus O. Berry, 
Landstuhl Regional Medical Center Clinical Nurse Educator and LRMC 
Registered Nurse, respectively, during the LRMC 2018 Army Nurse Corps 
birthday celebration, Feb. 2, 2018. (Photo Credit: Capt. Jerome Ferrin, 21st TSC)

Retired Brig. Gen. William T. Bester, left, former Chief of the Army Nurse 
Corps, 2nd Lt. Addison, Landstuhl Regional Medical Center Staff Nurse 
and Col. Michelle L. Munroe, right, LRMC chief nursing officer perform the 
ceremonial cake cutting at the LRMC 2018 Army Nurse Corps birthday 
celebration Feb. 2, 2018. (Photo Credit: Capt. Jerome Ferrin, 21st TSC)
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NURSING
Hand-free Device Enhances Staff 
Communication, Safety
By Lori Newman, Brooke Army Medical Center Public Affairs

The wireless hands-free integrated communications system 
(WHICS) worn by many staff members throughout Brooke 
Army Medical Center may not be able to teleport them to an-
other location, but it allows a faster, more efficient way for staff 
members to communicate.

BAMC Information Management Division implemented the 
WHICS last October, but the system was fully employed Oct. 5 
to allow alarms from patient monitors to automatically contact 
the appropriate personnel through the device. 

“This communication between the servers allows staff to get 
immediate notification of the life threatening rhythms that 
their patients may be experiencing,” explained Army Col. 
Mike Ludwig, deputy commander for Inpatient Services. 

“This direct communication augments current processes and 
monitoring assets in place, which includes the telemetry tech 
who monitors the patient’s rhythm and communicates with 
staff,” Ludwig said.

The $4.3 million project deployed 1,650 badge devices 
throughout multiple departments within the hospital. These 
badges were integrated with the nurse call, telemetry and tele-
phone systems. Nurse call and telemetry integration allows pa-
tient alarms to be routed directly to nursing staff via the badge. 

“The badge allows for direct communication to a member of 
the care team,” he said. “The tool reduces the time it takes to 
contact a patient’s nurse and increases the ease and speed of 
communication between healthcare providers to include nurse 
to physician communication and other interdisciplinary com-
munication with dietary, radiology, housekeeping, etc.”

The wireless device also allows staff members to place internal 
and external telephone calls using the badge, which is worn 
around the person’s neck. With the touch of a button, the caller 
can speak another staff member’s first and last name or their 
job title, such as 3E charge nurse.

“The badge allows for instantaneous communication that is 
secure and at the staff ’s fingertips,” Ludwig said. 

If a patient presses the Call Bell in their room, an alarm is sent 

through the WHICS badge to the nurse assigned to that pa-
tient’s room. The room nurse has the option of accepting the 
call or escalating it to the charge nurse who has the option of 
accepting the call or escalating it to clinical nurse officer in 
charge of the unit. 

The WHICS is a secondary notification system. The nurse 
must also reset the alarm on the nurse call or telemetry system 
console.

“The staff loves the device because it’s easier to contact physi-
cians and other staff members,” said Air Force Col. Deborah 
Jones, chief, Medical Nursing Services. “It’s hands-free, saves 
time and allows more work productivity throughout the day.” 

The Provost Marshall Office also uses the WHICS badge for 
security personnel.

“When I need to talk to one of the officers, I can contact them 
directly, even in the outlying clinics,” said Chuck Bielling, se-
curity guard supervisor. “It helps cut down on radio transmis-
sions when the traffic is only for one specific officer.”

Another added benefit is that a BAMC staff member can use 
the WHICS badge to contact security directly. All they have to 
do is push the button and say “Security.”

“By calling security through the badge, staff members can reach 
the BAMC security dispatcher directly,” Bielling said. “This 
saves time and enhances the safety of our staff and patients.”

Currently 4,324 personnel are using the WHICS system 
throughout BAMC including all the inpatient wards, intensive 
care units, emergency department staff, outpatient clinic staff, 
housekeeping, information management and many others.

“This tool enhances communication not only in the inpatient 
clinical settings but the outpatient settings such as the ED and 
the clinics,” Ludwig said. “This tool also enhances and stream-
lines communication with senior leaders at BAMC, allowing 
communication to a wide range of staff located in the various 
locations of BAMC’s large footprint.”

army.mil
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Imagine the possibility of detecting lung 
cancer by using a simple blood test. At 
this time researchers are working on 
advancing biomarker studies towards 
this goal. The Congressionally Directed 
Medical Research Programs’ Lung Can-
cer Research Program has funded The 
Detection of Early Lung Cancer Among 
Military Personnel consortium to inves-
tigate early detection biomarkers in lung 
cancer for Service Members. 

I’m sure many have heard of lung cancer, 
but how many are aware that this is the 
most common cancer worldwide? 

As November is national Lung Cancer 
Awareness month, this provides a mo-
ment to stop and think about this epi-
demic throughout our country that is 
affecting so many lives.

Lung cancer is extremely difficult to de-
tect, and affected individuals can be con-
sidered high-risk or low-risk. For those 
in the high-risk category (current or 
former smokers, family history, hazard-
ous work environment, etc.), the current 
detection method includes a computed 
tomography scan or chest X-ray. 

Both of these diagnostic methods give 
increased levels of radiation exposure 
and can be inconclusive (giving a large 
percentage of false positives). 

In light of this, individuals with low-
risk would not consider this as routine 
screening. Generally, an individual with 
a low-risk of lung cancer might not seek 
medical attention until symptoms begin 
to show, in which case, the cancer may 
be at a more advanced stage and more 
difficult to cure.

Lung cancer affects approximately 1.6 
million people worldwide. This year in 
the U.S. alone, it is estimated that there 
will be 222,500 new cases of lung cancer, 
and 155,870 people will die from this 
disease. The leading cause of lung cancer 
is tobacco use, and 24 percent of Service 
Members smoke compared to 19 percent 
of civilians. 

In addition, deployments can worsen 
smoking rates by as much as 50 percent. 
Military service also leads to a wide 
range of occupational risks and expo-
sures, such as diesel fuels, burn pits, ura-
nium, and asbestos. 

“Recognizing the risk factors that Ser-
vice Members have for developing lung 

Active
ONCOLOGY
DOD Expanding Early Detection for Lung Cancer
By Ms. Erin Bolling

The Congressionally Directed Medical Research Programs observes Lung Cancer Awareness Month 
during November. (Photo Credit: Ms. Erin Bolling, Army Medicine)

Active
NUTRITION
DOD Campaign Guides Military Community  
on Use of Supplements
By Robert Goetz, 502nd Air Base Wing Public Affairs

Dietary supplements can play an important role in helping mil-
itary members, retirees, Department of Defense civilians and 
their family members achieve physical fitness and optimum 
health. However, some of these over-the-counter products pro-
vide no benefits or, even worse, prove to be detrimental to a 
person’s health, according to Joint Base San Antonio health pro-
motions professionals.

Operation Supplement Safety, a DOD initiative through the Hu-
man Performance Resource Center, offers guidance by educating 
the military community and DOD civilians about the potential 
benefits and dangers of using supplements.

“The ultimate goal of the campaign is just for the safety of the 
military family, making sure they understand what a supplement 
is, how to read the ingredients and whether the supplement is safe 
to take,” said Claudia Holtz, 559th Aerospace-Medicine Squad-
ron, Health Promotions Program manager at JBSA-Lackland.

The OPSS campaign uses a variety of avenues to reach the broad-
est audience, from public service announcements, posters and 
videos to information sheets, social media and suggested activi-
ties for installations.

The OPSS website, www.opss.org, offers a wealth of information 
about supplements, including links to topics such as fitness and 
performance, weight loss and dietary supplement ingredients.

The website also provides alerts and announcements about sup-
plements and lists of high-risk supplements and dietary supple-
ment ingredients prohibited by the DOD. Holtz addressed some 
of the risks of taking supplements.

“Some supplements can interact in an unsafe way with other 
products people are taking, whether they’re prescribed medica-
tions or other supplements,” she said. “Supplement use may re-
sult in organ dysfunction or make a person’s health issues worse.”

For military members and civilians, some supplements may be 
detrimental to their careers if they result in positive blood or 
urine tests, Holtz said.

“It’s important that their physician or primary care manager 
knows what supplements they are taking,” she said. “They can 
also go to the OPSS website for information.”

Supplement use may also affect people financially if they are pay-
ing for a product that is providing no benefits, Holtz said.

Aracelis Gonzalez-Anderson, 359th Medical Group Health Pro-
motions Program coordinator at JBSA-Randolph, said consum-
ers should be careful even if a product they are considering for 
use is not on the OPSS list of high-risk supplements or does not 
contain ingredients prohibited by the DOD.

“It doesn’t mean it is safe to be consumed,” she said. “See your 
provider to make sure you are making an informed decision 
about the dietary supplement. Your life and career may depend 
on it.”

People should be especially aware of any supplements that con-
tain dimethylamylamine, also known as DMAA, Gonzalez-An-
derson said. “Any dietary supplements that contain DMAA are 
illegal,” she said.

Ingestion of DMAA, which is often touted as a natural stim-
ulant, can elevate blood pressure and lead to cardiovascular 
problems ranging from shortness of breath and tightening in 
the chest to heart attack, according to the U.S. Food and Drug 
Administration.

There is not a black-and-white answer to which supplements are 
beneficial if taken in the proper doses, Gonzalez-Anderson said.

59mdw.af.mil

Operation Supplement Safety aims to help Airmen make informed, 
responsible decisions on supplement use. (U.S. Air Force graphic)
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Lung Cancer Screening Saves Lives
By Jason Bortz, Naval Hospital Pensacola

Naval Hospital Pensacola has a new pro-
gram to screen at risk patients for lung 
cancer, which is the leading cause of 
cancer-related deaths among men and 
women according to the American Can-
cer Society.

Lung cancer can be very hard to cure, 
but early detection can lower the risk of 
dying from this disease.

“If we can find the cancer before symp-
toms appear, life expectancy is much 
better,” said Cmdr. Mark Seigh, radiolo-
gist, Naval Hospital Pensacola.

Lung cancer is often preventable because 
it is related to smoking or second hand 
smoke. It is possible to develop lung 
cancer from exposure to radon or other 
environmental factors, but these are far 
less common. 

Screenings are usually done for patients 
who are between the age of 55 and 80, 
smoked at least 30 pack years and cur-
rently smoke or quit smoking less than 

15 years ago. Pack years is the number of 
cigarette packs smoked every day multi-
plied by the number of years smoking. 

“If you have a history of smoking, you 
should talk to your provider about 
whether a lung cancer screening is nec-
essary or not,” said Lt. Harry Calisch, a 
physician at NHP.

The lung cancer screening program at 
NHP is currently for patients enrolled 
to care at one of the hospital’s Medical 
Home Port Teams. If a patient is de-
termined to be at risk for lung cancer, 
their primary care manager will refer 
them to the Radiology Department to 
have a low-dose computed tomography 
(LDCT) test done. The LDCT makes 
pictures of the insides of a person’s lungs. 

“The LDCT is similar to an x-ray and is 
the study of choice for lung cancer,” said 
Seigh. “It only takes a couple of minutes 
and the results will usually be available 
to the physician that day.”

The results of the test will be analyzed for 
signs of cancer and a biopsy may be per-
formed. If cancer cells are found, a treat-
ment plan will be developed between the 
physician and patient.

“If cancer is discovered after the screen-
ing, the patient’s provider will work with 
them to develop an appropriate treat-
ment plan,” said Calisch. “If discovered 
early, the chances for beating the cancer 
are significantly better than if it is dis-
covered later.”

The screening program is not a substitute 
for prevention. The best way to reduce 
the risk of lung cancer is to not smoke. 

Quitting smoking can be very difficult, 
but help is available through your health 
care provider. 

Tobacco cessation counseling is also 
available through NHP’s Health Pro-
motion and Wellness Department. The 
counseling is available to all TRICARE 
beneficiaries and appointments can be 
made by calling (850) 505-7243.

Each year, there are over 150,000 lung 
cancer deaths in the United States ac-
cording to the American Cancer Society. 
If you think you may be at risk, contact 
your health care provider today.

dvidshub.net

Petty Officer 1st Class Rodel Simon, a radiologic 
technologist at Naval Hospital Pensacola, 
monitors a low-dose computed tomography test 
on a patient to screen for lung cancer. The LDCT 
makes pictures of the insides of a person’s lungs. 
(Photo by Petty Officer 1st Class James Stenberg)

A patient at Naval Hospital Pensacola prepares 
to have a low-dose computed tomography 
test done to screen for lung cancer. The LDCT 
test is quick and painless and can lead to early 
detection of lung cancer. (Photo by Jason Bortz)

cancer is why it is imperative to support 
the research that will advance early de-
tection, prevention, risk assessment, di-
agnosis and treatment,” said Col. Wanda 
Salzer, CDMRP director. “The LCRP 
promotes the integration of research 
from multiple disciplines, collaborations 
between research scientists and clini-
cians, and supports new and early career 
investigators to pursue productive, im-
pactful careers at the forefront of lung 
cancer research.”

In response to the multiple risk factors 
for lung cancer in Service Members, as 
well as efforts by the lung cancer advoca-
cy community, Congressional appropri-
ations were provided to the CDMRP in 
2009 to establish the LCRP.

“To achieve the LCRP’s goal of erad-
icating deaths from lung cancer, the 
program has invested over $85 million 
in research,” said Marielena McGuire, 
LCRP program manager.

“The LCRP encourages researchers to 

propose their best, innovative ideas that 
address the urgent need to eradicate 
deaths from lung cancer,” she contin-
ued. “Scientists are challenged to pursue 
high-risk, high-reward research, explore 
new paradigms that could lead to critical 
discoveries and make an unprecedented 
impact on lung cancer.”

McGuire explained that in 2010, the 
LCRP funded the DECAMP clinical 
consortium. 

The DECAMP consortium is led by Dr. 
Avrum Spira of Boston University Med-
ical Campus and this consortium is con-
ducting research studies to develop and 
validate early detection molecular bio-
markers for lung cancer within current 
and former Service Members. 

This consortium is working in collabo-
ration with four large military treatment 
facilities (San Antonio Military Medical 
Center, Walter Reed National Military 
Medical Center, Naval Medical Center 
Portsmouth, and Naval Medical Center 

San Diego), seven Department of Veter-
ans Affairs hospitals, and several addi-
tional clinical sites. 

“Lung cancer-associated mortality has 
remained essentially unchanged over the 
last three decades, in part because of our 
inability to detect lung cancer at its earli-
est and potentially curable stage. Broad-
ly, DECAMP is advancing lung cancer 
research by discovering and validating 
minimally and non-invasive molecular 
biomarkers for the pre-clinical detection 
of lung cancer,” said Spira.

“Already, we have recruited 375 of a 
targeted 500 patients in our diagnostic 
cohort of patients with indeterminate 
pulmonary nodules, and 472 of a tar-
geted 800 patients in our longitudinal 
screening cohort of high-risk smokers.”

“In addition, we are in the process of 
building and training molecular bio-
markers in the nasal and bronchial 
epithelium capable of distinguishing 
patients with malignant and benign pul-
monary nodules. We are also working 
to identify quantitative imaging features 
that can serve this same purpose. Excit-
ingly, we have also discovered transcrip-
tomic changes in endobronchial biopsies 
from lung cancer patients and controls 
that suggest an immunologic vulnerabil-
ity to lung cancer development.”

The need for lung cancer research is 
clear. The statistics alone provide enough 
detail to cause concern and promote a 
need for this awareness. 

Through the CDMRP supporting re-
search such as the DECAMP consor-
tium, we are able to provide our Service 
Members with assurance that medical 
research is working to support their 
medical needs. This scientific research 
focused on early detection of lung can-
cer will save the lives of our military and 
American public.

“The ultimate goal of the LCRP is to 
eradicate deaths from lung cancer,” said 
McGuire.

army.mil
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WBAMC Continually Tops Cancer Guidelines, 
Treatment
By Marcy Sanchez

In 2016, Sherita Kelly, despite being in the best shape of her 
life, was diagnosed with stage three breast cancer, an advanced 
stage of breast cancer extending beyond the immediate tumor 
region but not yet invading other organs. 

After her 40th birthday, Kelly, a military spouse and native of 
Columbus, Georgia, was recommended and requested a mam-
mogram through her Primary Care Manager (PCM) even 
though she regularly performed self-exams and never detected 
abnormalities. The American Cancer Society recommends an-
nual mammograms for women ages 40-44. 

Once her mammogram was completed and she was informed 
of the diagnosis, Kelly didn’t know what to do next.

“I had multiple tumors but I never felt them,” said Kelly. “I 
didn’t know where to go or who to see.”

William Beaumont Army Medical Center has operated a can-
cer program fully approved by the American College of Sur-
geons, Commission on Cancer since 1954. Recent reports from 
the Commission on Cancer highlight WBAMC’s adherence to 
standardized guidelines on cancer screening and treatments. 

“We can treat most cancer patients, except those requiring 
inpatient chemotherapy which we can’t (logistically) support,” 
said Dr. Warren Alexander, staff physician, Hematology/ On-
cology Clinic. “As part of the Commission on Cancer, we do 
make a concerted effort to participate in screenings, not just 

for malignancies but for other (issues) to make the quality of 
life of our patients a little bit better.”

Over the past few years, WBAMC’s cancer treatment has been 
above the national average for administration and reporting 
radiation and chemotherapy after diagnosis, according to the 
Commission on Cancer, a program dedicated to improving 
survival and quality of life for cancer patients through stan-
dard-setting, prevention, research and education.

“We have evidenced-based information that proves we are 
consistently above other Commission on Cancer sites when 
you pull all the data,” said Alexander, a San Francisco native. 
“Quarterly reports look at data and administration of radiation 
(therapy) after breast cancer therapy as well as mastectomy, 
we’re almost across the board 100 percent.”

According to Alexander, other measures also includes recom-
mended treatments following the Commission on Cancer’s 
standardized guidelines, of which WBAMC is reported at 100 
percent compliance.

“Even as guidelines change, we adapt,” said Alexander, who 
was recently recognized as one of the top specialty-care doc-
tors in the Army. “(WBAMC) is above the national average 
in surgical outcomes. When you adhere to the guidelines you 
have a tendency to have good outcomes.”

Because of WBAMC’s proactive approach to recommended 
screenings, which incorporates everyone in a patient’s line of 
care, Kelly’s persistent PCM’s recommendations for a mam-
mogram led to detecting Kelly’s cancer before it metastasized 
to stage four breast cancer, considered to be incurable. 

“I was diagnosed in July, had a right mastectomy in Septem-
ber and started chemotherapy on Oct. 6,” said Kelly. “From the 
very first time I walked into the office, the physician explained 
everything. (Treatment) was difficult but the staff here made it 
easier, compared to how it could have been.”

After 28 treatments of radiation therapy, Kelly’s cancer went 
into remission. 

Because of her experience during her battle, Kelly, already a 

Over the past few years, WBAMC’s  
cancer treatment has been above the 
national average for administration and 

reporting radiation and chemotherapy after 
diagnosis, according to the Commission  

on Cancer, a program dedicated to 
improving survival and quality of life for 
cancer patients through standard-setting, 

prevention, research and education.

continued on page 79
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Dr. Warren Alexander, staff physician, Hematology/ Oncology Clinic, William Beaumont Army Medical Center, speaks to Sherita Kelly, a stage three breast 
cancer survivor, during an appointment at WBAMC, Dec. 15. Over the last few years WBAMC has continously reported above average adherance to the 
American College of Surgeons, Commission on Cancer’s standardized guidelines, resulting in positive surgical outcomes and improved detection of 
malignency. (Photo Credit: Marcy Sanchez)

registered nurse specializing in emergency medicine, is hoping 
to pursuit an education to also specialize in oncology. 

With the assistance of outside organizations, Kelly began ini-
tiated and began volunteering in the hospital’s Survivorship 
Group, a group aimed at comforting and educating other pa-
tients diagnosed with cancers. 

“Once you’re diagnosed, your life completely changes. It’s 
always in the back of your head, how do I live without con-
stantly thinking about whether it’s going to come back again,” 

said Kelly. 

In addition to a full-team approach, WBAMC’s access to care 
and the military’s comprehensive health care which covers re-
tirees and family members, also played a vital role in Kelly’s 
treatments. 

“Having a team effort is important to be able to push patients 
from one clinic to another to include primary care,” said Al-
exander. “If you need a colonoscopy, mammogram... you can 
get one versus in the private sector where there may be a cost 
that may prohibit you from doing so. (WBAMC screenings) 
are free, (patients) just have to get it.”

Through adherence to guidelines and proactive screenings, 
WBAMC’s cancer program continuously contributes to Army 
readiness through patient-friendly access to high-quality 
healthcare.

army.mil

Through adherence to guidelines and 
proactive screenings, WBAMC’s cancer 
program continuously contributes to 

Army readiness through patient-friendly 
access to high-quality healthcare.

continued from page 76
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OPHTHALMOLOGY
Improving a Patient’s World, One Eye at a Time
By Ms. Debra Thompson, Army Medicine

When you’re little, your dreams are big. 
From superhero to circus clown to a 
doctor, the possibilities are endless. 

Capt. Barton Blackorby, Ophthalmology 
Chief at General Leonard Wood Army 
Community Hospital, wanted to be an 
astronaut but during college he discov-
ered his passion for medicine. 

“My passion turned to medicine when 
I was a lifeguard in college. I enjoyed 
having the responsibility to care for and 
occasionally save swimmers at the pool 
and desired to take that passion further,” 
said Blackorby.

Choosing a specialty proved to be a bit of 
a challenge for Blackorby. 

“I enjoy surgery but did not enjoy the 
bowel, a prerequisite for general sur-
gery, and though the tools used in or-
thopedic surgery were interesting, they 
lacked a certain amount of finesse,” said 
Blackorby.

After reading John 9:1-12 (in which 
Jesus healed a blind man) his interest 
turned towards ophthalmology. 

“The precision and delicacy of eye sur-
gery was both a challenge to learn and a 
desire towards my pursuit of this field,” 
said Blackorby.

He says ophthalmology allows him to 
permanently improve someone’s vision 
without negatively impacting their life 
with an extended recovery time. Once 
he removes a cataract, for example, the 
patient will experience a lifelong im-
provement in the quality of the vision. 

Operating in a world that is measured in 
millimeters and micrometers, Blackorby 
stood out from his colleagues by being 
awarded the 2017 Army Junior Ophthal-
mologist of the Year. 

“I was very honored and humbled to re-
ceive this award given that all the young 
Army ophthalmologists were potentially 
in the running. This award showed me 
that my colleagues have noticed the 
work I have done and helped maintain 
the fire to drive on towards my next goal 
of a retina fellowship,” said Blackorby.

Blackorby’s determination helped propel 
him to excellence by attaining board cer-
tification on his first attempt.

“Board certification is the capstone of 
my 23 years of education. It allows my 
colleagues and patients to know that I 
have the knowledge and expertise to 

practice my craft. The current pass rate 
for first time test takers is 55 percent and 
I am very proud to count myself as one 
of them,” said Blackorby.

His favorite part of the job is when he 
takes an eye patch off a patient and they 
can see again out of that eye. He says it 
can be like an “Oprah moment” with just 
as much excitement and screaming as if 
they were given a free car. 

As a child, Blackorby didn’t dream of 
helping people see again, but his pas-
sion for his patients and his craft shine 
brighter than any star he would’ve seen 
from space had he been an astronaut. 

(Editor’s note: Debbie Thompson is the 
Public Affairs Officer at General Leon-
ard Wood Army Community Hospital)

army.mil

Capt. Barton Blackorby was named the 2017 Army Junior Ophthalmologist of the Year. Blackorby is 
the Chief of Ophthalmology at General Leonard Wood Army Community Hospital.  
(Photo by Ms. Debra Thompson, Army Medicine)

Active
OPHTHALMOLOGY
Wilford Hall Eye Center First Air Force Clinic to 
Offer New Breakthrough Procedure
By Senior Airman Stefan Alvarez, 59th Medical Wing Public Affairs

Poor eyesight can, and will, pose a po-
tential career ending medical condition 
to many service members. The 59th 
Medical Wing’s Wilford Hall Eye Center 
has a solution for it.

The Wilford Hall Eye Center is the first 
Air Force medical clinic to perform Cor-
neal Collagen Crosslinking in-house, 
and has already treated 10 patients so 

far. Corneal Collagen Crosslinking is 
a breakthrough procedure that was ap-
proved by the Food and Drug Associa-
tion in April of 2016. 

The surgery is one of the only preven-
tative treatments for keratoconus, an 
eye disease caused by the decrease of 
protective antioxidants in the cornea. 
Often diagnosed during Lasik and other 

corrective eye surgeries, keratoconus af-
fects roughly 1 in 2,000 people between 
the ages of 20-40. If left untreated, it can 
severely effect vision enough to cause 
blindness.

During the approximately two hour 
procedure, the outer deformed layer of 
the cornea is scrubbed off to make it as 
normal as possible. Eye drops are then 

Photo by Senior Airman Stephan Alvarez
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The 59th Medical Wing’s departments of ophthalmology, 
optometry, and the Joint Warfighter Refractive Surgery 
Center are now aligned under one umbrella for the first 
time, the Wilford Hall Eye Center.

The center is located within the Department of Defense’s 
largest outpatient clinic and surgical facility, Wilford Hall 
Ambulatory Surgical Center, and also includes the San An-
tonio Uniformed Services Health Education Consortium 
Ophthalmology residency program.  

“Reorganizing as Wilford Hall Eye Center allows us to bet-
ter provide the full spectrum of eye care to our patients,” 
said Lt Col Matthew Caldwell, chairman of the new eye 
center at the 59th Medical Wing. “Who we are in totality is 
better represented now that we are co-located in the new fa-
cility. Joining the three major departments under one name 
is the right thing to do.”

Since moving into the new Wilford Hall in June of 2017, 
the Air Force’s flagship eye clinic has a new 15,700 square 
foot clinic, 62 exam rooms and state of the art technology. 
The largest eye center in the DoD sees approximately 32,000 
patients annually, performing nearly 4,000 surgeries.

Beneficiaries are able to receive a full spectrum of subspe-
cialty eye care: cornea and refractive, glaucoma, neuro-oph-
thalmology, ocular pathology, pediatric and strabismus, 
oculoplastics, retina, vision rehabilitation, and medical 
contact lenses.

In conjunction with their multi-faceted eye care on Joint 
Base San Antonio-Lackland at Wilford Hall, WHEC pro-
vides critical manning for trauma, burn, wounded warrior, 
and inpatient services centered at San Antonio Military 
Medical Center.

Eye specialists from Wilford Hall are the source of just over 
50% of all ophthalmology deployments to Afghanistan. 
A majority of WHEC ophthalmologists have deployed to 

combat zones, bringing experience in management of eye 
trauma back to home-station patient care. The center is 
credited with the most combat ophthalmology experience 
in the DoD.

“Separating out trauma, burns, and in-patient care at SAM-
MC allows the Wilford Hall Eye Center to specialize and 
fine tune outpatient eye care, while still being able to sup-
port those missions across town,” Caldwell said. “Special-
ization is the key to achieving the best medical outcomes, 
and the trend has been toward focusing on specific diseases, 
procedures, and surgeries…doing a lot of them, and doing 
them well.  As the outpatient arm of the San Antonio Mili-
tary Health System, we are able to focus on optimizing care 
for outpatient conditions like cataracts, glaucoma, diabetes, 
and macular degeneration.”

 “Having the three specialized branches of eye care co-locat-
ed within our new center allows for better communication 
between the different physicians a patient may see,” said 
Capt. Jason Croskrey, an ophthalmologist at the 59th Med-
ical Wing. “It is very common for me to have a question 
about a patient from one of the other specialties, and now 
it is easy to just walk down the hall and have those collab-
orative moments to ensure we are providing the best care 
possible to our patients. Having that single point of care is a 
positive step for us.”

WHEC doctors bring a breadth and depth of knowledge and 
experience having trained at top eye centers in the world in-
cluding Harvard’s Massachusetts Eye and Ear Infirmary, the 
Duke Eye Center, the Kellogg Eye Center, the University of 
Colorado, and the University of Minnesota. “I really believe 
our high quality team plays a major factor in making the 
Wilford Hall Eye Center such a special place,” Caldwell said. 
“We have some of the newest and best technology, a state-of-
the-art facility, a fantastic education program, but without 
our excellent ophthalmologists, optometrists, technicians, 
and administrative personnel, we wouldn’t be able to stand 
out like we do today.”

About the New Wilford Hall Eye Center

applied to sensitize the cornea, followed 
by Ultra Violet light shined into the 
cornea for 30 minutes. This causes it to 
harden and become more rigid, prevent-
ing the keratoconus from changing the 
shape any further.

“Over the past 10 years that I’ve been 
at the clinic here, I’ve seen a lot of pa-
tients with keratoconus and, previously, 

we really couldn’t offer them anything 
to stop it” said Col. Matthew Caldwell, 
chairman of the new eye center at the 
59th Medical Wing. “This is huge to be 
able to change the course of their lives 
and careers when they can go on and 
function normally once you stop the 
progression.”

Ophthalmologists at Andrews Air Force 

Base, Maryland, are able to treat patients 
at Ft. Belvoir, Virginia, which makes 
it the Army’s first location to host the 
Crosslinking procedure. In the next 
few years, Crosslinking will most likely 
be performed at many more locations, 
increasing the capability of treating mili-
tary personnel across the country.

af.mil
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ORAL CARE
Fort Sill Dentists Sink Their Teeth into Dog’s Bite
By Christina Steiner, Fort Sill Tribune

Most people probably don’t look forward 
to root canals, and canine patients would 
likely agree. However, late last month a 
very special dog got a successful and less 
painful root canal and porcelain crown 
at the Veterinarian Treatment Facility 
(VTF) on post. Dentists from the Cow-
an Dental Clinic here performed the 
procedures.

Zeus, 8, a Belgian Malinois, is a special 
dog because he’s a military working dog 

and he needs his teeth to work. If his 
teeth don’t work the mission fails, and 
he needs his teeth to protect his handler 
and to practice his mission.

The process for doing a root canal on 
a dog differs slightly from that of a hu-
man, explained dental staff. They require 
more anesthesia because they are less 
agreeable and tolerant to the process 
than humans. With the latest technol-
ogy, the root canal and crown can be 

finished and installed on the dog (or hu-
man) in three to four hours. After dental 
staff rouses the dog from anesthesia and 
observes him for up to an hour for any 
complications, he and the handler are 
free to leave the clinic. 

Capt. Janet Myung, a general dentist 
who works at Cowan Dental Clinic on 
post, took much of the lead doing the 
root canal as part of her advanced den-
tistry residency.

Dr. (Maj.) Michael Kroll, general dentist, inspects and perfects a military working dog’s crown that was placed by two dentists in advanced residency. 
Kroll works at Cowan Dental Clinic, which has a partnership with the Fort Sill Veterinarian Treatment Facility. (Photo Credit: Christina Steiner, Fort Sill Tribune)

Capt. Nicholas Stroeters, licensed den-
tist also in advanced training assisted. 
Experienced dentists Drs. (Majs.) Jarom 
Burbank, an endodontist (root canal spe-
cialist among other areas) and Michael 
Kroll, general dentist, also of Cowan, 
oversaw, assisted and performed the more 
intricate tasks. Dr. (Capt.) Joseph Thom-
as, officer in charge of the VTF oversaw 
anesthesia and presided over the event. 

Kroll also serves as the assistant director 
of the Advanced Education in General 
Dentistry program. Part of his job is to 
teach and mentor dentists in training.

Kroll explained the process of root canals 
and crowns for canines. “Typically what 
we do (for human patients) is you come 
in for a root canal. We’ll see you first, do 
the root canal and immediately send you 
to my chair.” In human patients, dentists 
do the root canal first, then the crown; in 
dogs it’s opposite.

Kroll elaborated in a paper he wrote last 
year: The Computer Aided Design-Com-
puter Aided Manufacturing machine 
(CAD CAM) allows a specialist to make 
a crown while the patient is being treat-
ed. It is low cost, highly durable and es-
thetically appealing. It eliminates several 
hours and follow up appointments.

“We have to prepare the crown first 
because it takes about 45 minutes to 
an hour for me to process from start to 
finish, so that gives Dr. Burbank time 
to work. That way we can get the dog 
done in a matter of about two hours. The 
longer that dog is under anesthesia, the 
more complications can happen.”

Thomas described the pre-operative 
procedures. Among them: In order to 
keep Zeus as calm as possible, he and 
his handler wait at least a half hour in a 
private medical room at the VTF before 
Zeus is introduced to his team of den-
tists. Thomas explained the pre operative 
local and general anesthesia in detail:

“Zeus won’t fall asleep under local se-
dation. He’ll just be disorientated and 
loopy,” he said. “He’ll tolerate the root 
canal and crown better. A few minutes 
after local sedation the medical staff will 

put an IV catheter in and will induce an-
other drug that actually causes Zeus to 
lose consciousness.

“When you induce (sleep) they fall asleep 
right away and will get a ventilator and 
will generally stop breathing,” Thomas 
said. “You want to get a (breathing) tube 
in right away; then we maintain them on 
(sedatives) for the procedure. All of those 
drugs together won’t over sedate him. 
The good thing is you target the kinds of 
drugs you use. You try to get your pain 
management done with your pre meds. 
That’s That way they’re under general an-
esthesia for less and safer time.”

While the dog undergoes a root canal, 
Kroll simultaneously tends to creating 
the crown. “On a human when we do 
this we put (the tooth) into what’s called 
a virtual articulator,” Kroll said. “It’s kind 
of like the bite analysis you were talking 
about. We used to take stone models and 
put them on a physical virtual articula-
tor, and I would sit in the lab for hours 
taking the jaw through different move-
ments, different movements especially if 
you have bruxism and grind.

“The problem with dogs, dogs don’t 
grind. They’re jaws are much different 
than ours,” he elaborated. “It’s a pure 
hinge jaw. It’s up and down. The problem 
with dogs is their jaws go side to side and 
they’re teeth are so long that they create 
a lot of sheer forces. That’s what we’re 
kind of looking out for here. She (techni-
cian Amber Washington) is putting the 
crown in this (model) jaw so we can get 
a basic idea of where we want to put the 
tooth in the dog’s mouth.”

Kroll assisted Washington with the 
CAD CAM machine, a device that as-
sists dentistry staff in the artistry por-
tion of crown work. CAD CAMs have 
been used in some form or fashion in 
dentistry since the 1980s, though they 
were cumbersome then. CAD CAMs 
are used in many other industries. “It 
works somewhat like Photoshop,” Kroll 
said. Photoshop is an editing software 
frequently used by photographers.

“We always say that digital dentistry 
doesn’t make the dentist better. It doesn’t 

make a bad dentist fast. It just speeds 
up processes that are maybe more inef-
ficient,” Kroll said. “If I were to take this 
crown and make it by hand, I’d have to 
take an impression on the dog, which is a 
goopy impression. I’d have to pour it up in 
a laboratory in stone, then actually make 
the crown in wax, I’d have to melt the wax 
after I’ve put it in a stone model, and then 
inject molten porcelain into that mold.

“I can do that, but for me to do that pro-
cess, it would probably take me a good 
eight hours just to sit down if no one 
is interrupting me,” he said. “The nice 
thing is (with CAD CAM) we do all the 
same preparation. We do everything the 
exact same way, but everything is done 
digitally. I can do that process in about 
15 to 20 minutes. So it just speeds up 
that process. All the bite analysis you’re 
talking about, all the preplanning, all the 
work ahead of time, we still have to do 
that, absolutely. It just speeds up the pro-
cess, that’s all.”

After Kroll and Washington draw and 
finely design the crown, Kroll assem-
bles a wax mold in a milling machine. 
He further evens out any imperfections 
before casting the crown into porcelain 
and fitting it onto the dog. 

Zeus’ handler, Staff Sgt. Corey Stoude-
mayer of the 97th Security Forces Squad-
ron at Altus Air Force Base, roughly 60 
miles due west of Fort Sill, explained the 
incident that happened over Thanksgiv-
ing in which the dog suddenly needed 
an emergency crown.

They were training and playing. The dog 
was biting but not letting go, Stoudemay-
er said. He wouldn’t let go. My supervisor 
actually noticed the blood coming from 
his mouth. He broke most of the tooth, 
which was embedded into the cloth cord 
wrap. Since it was Thanksgiving holi-
day and much on post was closed, Zeus 
had to wait until after the holiday to get 
treatment.

Zeus and his handler spent about four 
hours at the Fort Sill VTF getting the 
root canal and crown. The mission end-
ed successfully.

army.mil
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ORAL CARE
Patient Safety in Action: MHS Dental Community 
Drills Down for Patient Safety Standards
By DoD Patient Safety Program

Often when thinking about patient 
safety, the image of a doctor’s office or 
hospital usually comes to mind, but the 
dentist office plays a critical role in pro-
tecting patient safety, too. When getting 
dental care, a patient may be given an-
esthesia or have an outpatient surgery 
like wisdom teeth removal. The services 
are working to advance safer care and 
standardize processes and procedures. 
One of these areas of focus is how den-
tal safety events are being reported and 
analyzed. A Dental Patient Safety Inte-
grated Product Team was formed to help 
standardize definitions and reporting 
throughout the Military Health System.

Representatives from the Army, Navy, 
Air Force and National Capital Region 
dental communities have been meeting 
monthly for more than a year to discuss 
dental patient safety and reliability. This 
group is working to enhance the cul-
ture of safety within the MHS dental 
community.

“The Dental IPT’s work this past year is 
critical for our high reliability organiza-
tion journey,” said Ms. Heidi King, pro-
gram manager of the DoD Patient Safety 
Program. “I commend these dental and 
patient safety champions for recogniz-
ing variability in reporting among the 
services, voluntarily coming together 
to study and have transparent conver-
sations on how to learn from each other 
and drive improvements.”

During a September 2017 two-day re-
treat, the Dental IPT discussed a variety 
of topics including, wrong site surgery, 
loss of specimens, contamination, medi-
cation issues, delay in treatment, fire and 
unintended retained foreign objects. The 

services also shared some of their strat-
egies to improve patient safety in dental 
clinics. 

Two ways the services are improving 
patient safety includes following The 
Joint Commission’s criteria for reporting 
events and conducting root cause analy-
ses, and developing surgical instrument 
count protocols before and after a dental 
procedure.

“The work that the Dental IPT is doing 
has the potential to be industry leading,” 
said Dr. Daniel Ross, chief of the DoD 

Patient Safety Program. “Through stan-
dardized event definitions and our focus 
on the reporting of safety events as a 
tool for learning, military dentistry has 
a great opportunity to leverage organiza-
tional learning to mitigate unsafe condi-
tions and proactively prevent harm.”

In 2018, a dental patient safety reporting 
guidebook will be released to educate 
frontline health care providers on best 
practices to identify and report dental 
patient safety events.

health.mil

U.S. Air Force Maj. Matthew Sands and Staff Sgt. Lacy Summy perform a dental procedure on Army 
Spc. Sarah Hunt in the dental clinic on Schofield Barracks, Hawaii. The Airmen are deployed with the 
Florida Air National Guard to work and train in a joint environment alongside active duty soldiers at 
Tripler Army Medical Center and the dental and optometry clinics on Schofield Barracks.  
U.S. Air Force photo by Staff Sgt. Shelley Gill
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Air Force dentists, hygienists and dental technicians are gear-
ing up for three Dental Readiness Training Exercises in Lat-
in America over the next several months, allowing Air Force 
dental teams to practice field dentistry and prepare for future 
contingency operations.

“The primary mission of the exercises will be to ensure dental 
personnel and deployment packages meet mission require-
ments,” said Col. James Kutner, the Air Force Dental Expe-
ditionary Consultant. “The teams will also provide crucial 
humanitarian assistance to more than 3,000 patients.”

The Air Force Dental Service has two objectives: ensure that 
Airmen are dentally cleared to deploy and that our dental team 
members are trained and ready to support short-notice con-
tingency operations and our long-term theater clinics.

“Dental personnel are trained and prepared to address acute 
dental emergencies such as stabilizing jaw fractures, managing 
dental-related infections, completing root canal therapy and 
restoring fractured teeth,” said Kutner. “Over the next several 
months, we have two Air Force dental teams deploying to the 
Dominican Republic and a team deploying to Belize.”

An Army dental team will also deploy to the Dominican Re-
public  at the same time. This exercise will let the Air Force 
and Army dental teams train together, and practice with host 
nation health team members.

“Our goal is 95 percent of our [Air Force] Airmen be dental-
ly ready to deploy,” said Kutner. “But we also need to make 
sure that our dental teams are prepared and ready to deploy. 
These DENTRETE exercises greatly improve our readiness 
platforms.”

DENTRETE exercise goals are to demonstrate the capability to 
coordinate a deployment, employ personnel and dental equip-
ment while carrying out mission objectives, and successfully 
redeploy the teams back to their home stations.

The DENTRETE teams deploying to Latin America will in-
clude general dentists, oral and maxillofacial surgeons, dental 
hygienists and dental technicians. 

The two teams deploying to the Dominican Republic will each 

have 15 members, and a smaller team is deploying to Belize.

Over the last twelve months, 22 percent of Department of De-
fense patients who sought medical care in theater at Air Force 
military treatment facilities presented for dental care. Treat-
ments include extracting impacted molars, managing acute 
gum disease, and providing routine care and dental exams.

“Airmen deploy in good oral health,” said Kutner. “Dental is-
sues can arise unexpectedly, so our dental teams must be avail-
able at deployment locations, prepared to evaluate and treat 
acute dental concerns as they arise.  By evaluating, treating, 
and returning service members back to duty as soon as possi-
ble, we help Combatant Commanders have the airpower need-
ed to fulfill mission operations.”

“There were 9,500 total dental encounters across three Air 
Force deployment locations in theater over the past 12 
months,” says Kutner. “Our Air Force dental teams need to 
train in pre-deployment, deployment and post-deployment 
activities to deliver vital dental care in theater per expectations 
of Combatant Commanders.”

airforcemedicine.af.mil

Active
ORAL CARE
Upcoming Exercises in Latin America Help Air 
Force Achieve Total Dental Readiness
By Peter Holstein, Air Force Surgeon General Public Affairs

Master Sgt. Millicent Cavazos cleans Luz Dari’s teeth during last year’s 
Dental Readiness Training Exercise at the Rio San Juan hospital, 
Dominican Republic. The DENTRETE, which is part of the 2016 NEW 
HORIZONS exercise, provides an opportunity for U.S. military dentists and 
dental technicians to practice their craft in a deployed environment.   
U.S. Air Force photo by Master Sgt. Chenzira Mallory

Active
PAIN MANAGEMENT
Burn Center Offers New Pain Management 
Approach for Patients
By Dr. Steven Galvan, U.S. Army Institute of Surgical Research Public Affairs 

Doctors at the U.S. Army Institute of Surgical Research Burn 
Center at Joint Base San Antonio-Fort Sam Houston are utilizing 
a novel method of administering pain medication to burn pa-
tients in the burn intensive care unit in hopes to mitigate opioid 
addiction and other complications associated with burn care.
“It’s something different,” said Dr. Clayne Benson, assigned to 
Brooke Army Medical Center, collocated with the USAISR Burn 
Center. “But the promise and benefits are huge.”
 
The pain medication is managed with the placement of an in-
trathecal catheter and infusion of preservative-free morphine. 
The concept is similar to epidural anesthesia used during labor 
for pain relief, except the catheter resides in the intrathecal space 
where the cerebrospinal fluid resides instead of the epidural space.
 
The catheter used is exactly like an epidural catheter used for la-
boring women. “It’s an FDA-cleared device for a procedure that a 
lot of anesthesiologists have done for other reasons,” Benson said. 
“It had never been done on burn patients and we presented the 
idea of the study to the burn center leadership [Drs. Booker King, 
Lee Cancio, Jennifer Gurney, Kevin Chung and Craig Ainsworth] 
and they agreed to try this initiative.” 

Benson, an Air Force Reserve lieutenant colonel, got the idea of 
using this technique in the intensive care unit while taking care 
of polytrauma soldiers at Landstuhl Regional Medical Center in 
Germany from 2009-2012. Benson said he is excited about the 
potential of this new pain management for burn patients.

“The results are amazing,” he said. “The best thing about it is that 
it only uses one-one hundredth of the amount of pain medication 
used with the traditional [intravenous] method.” 
 
Intrathecal medication is delivered straight to where it is effec-
tive, the spinal cord, thereby minimizing systemic complications 
of IV medications. Intravenous medication disperses pain medi-
cation throughout the entire body and only a tiny percentage of 
it gets to where it is needed.  This is especially beneficial for burn 
patients who require numerous painful operations and tradition-
ally require being placed on a ventilator, with one of the reasons 
being pain control. 
 
Longer ventilator times lead to complications like decondition-
ing, delirium and pneumonia, which all impact quality of life and 
time in the Burn Intensive Care Unit. “Also, the majority patients 
who are mechanically ventilated are diagnosed with delirium and 
are likely to have increased length of hospitalization, increased 

ventilator days and higher rates of long-term cognitive dysfunc-
tion,” Benson said.
 
Delirium is another complication burn patients experience with 
exposure to sedatives and pain medications.“Delirium is when 
a patient’s awareness changes and they become confused, agitat-
ed, or they completely shut down,” said Sarah Shingleton, chief 
wound care nurse and clinical nurse specialist at the USAISR Burn 
Center Intensive Care Unit. “It can come and go, and is caused by 
a number of things to include different pain medications, pain, 
infections, a disturbed sleep cycle or an unfamiliar environment.”

Members of the USAISR Burn Center Intensive Care Unit will pres-
ent the data of the initiative at the 2018 American Burn Association 
meeting in April 2018. The presentation will describe a patient who 
sustained 45 percent burns to her body and had her pain and seda-
tion managed with the placement of the intrathecal catheter. 
 
The abstract prepared for the ABA meeting states, “During in-
trathecal administration of morphine, IV infusions of ketamine, 
propofol and dexmedetomidine were discontinued. The patient 
was awake and responsive, reporting adequate pain control with-
out systemic opioid administration. Following removal of the 
intrathecal morphine infusion, the patient’s opioid requirement 
remained lower than prior to catheter placement despite repeated 
surgical interventions.”
 
“This novel way of achieving pain control helped us get our pa-
tients off mechanical ventilation faster and shorten the time they 
needed to be in the [intensive care unit],” said Maj. (Dr.) Craig 
Ainsworth, Burn Intensive Care Unit medical director. “We are 
excited to share this treatment option with other members of the 
burn care community so that we can better care for our patients.”
 
Benson’s goal is to someday apply this type of pain management 
to patients with polytrauma to reduce pain and the amount of 
pain medication which could potentially lessen addictions to 
pain medication.
 
“It’s a new approach and I hope that eventually it becomes the 
main mode of pain control for burn and polytrauma patients,” 
Benson said. “It has been a good team effort with the burn staff 
and their ‘can do’ attitude. I’m looking forward to where this 
leads. I believe it will change pain management as well as help 
to prevent opioid addiction in patients who have suffered from 
polytrauma and burns.”

af.mil
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cropped up after “overdoing it.” But the 
problem got progressively worse as he 
aged, and he had to increase pain meds 
and eventually give up things he loved, 
such as running and refereeing lacrosse 
matches. Moler lives near Quantico and 
has been going there for telemedicine 
appointments for almost two years, just 
after the service began at the base.

“It’s been great,” said Moler. “I have no 
problem getting an appointment. It’s 
been a blessing.”

Moler praised the people at Quantico 
who help set up the appointments on 
his end, and Spevak and physician as-
sistant Jasmine Anthony, who see Moler 
through a computer screen at their offic-
es at Walter Reed.

“They’ve been excellent. I’m upright. 
I’m walking. They’ve done very well,” 
said the 63-year-old Moler, adding that 
Anthony is doing everything possible to 
keep him off the operating table for his 
deteriorating back condition. 

“The first time I talked with Dr. Spevak 

and Anthony, they told me their job was 
to keep me away from the surgeon’s knife 
as long as possible. And that’s what they 
have done.”

Moler admitted it took a little getting 

used to having his care provider “seeing” 
him through a video screen, although 
there are technicians in person at the 
Quantico clinic who could take care of 
anything that required direct contact. He 
recommends the service to others in the 
D.C. area, if it’s available in their location.

“It works just as well as having the doc-
tor right there in the room with you,” 
said Moler. “I’m a happy customer.”

health.mil

Some military treatment facilities in 
the Washington, DC, area offer virtual 
appointments for patients being treated 
for chronic pain. Providers at Walter 
Reed National Military Medical Center 
in Bethesda, Maryland, can now video 
conference with patients who are in hos-
pitals and clinics at Marine Corps Base 
Quantico, Virginia; Fort Belvoir, Virgin-
ia; Joint Base Andrews, Maryland; and 
the Pentagon.

Dr. Christopher Spevak, director of the 
opioid safety program for the National 
Capital Region in and around Wash-
ington, DC, said telehealth is especially 
important for patients who are using 
opioids to manage chronic pain because 
it gives them easier access to doctors 
who specialize in pain management and 
can offer alternative modalities.

“Virtual health care has really a unique 
opportunity to help with pain care and 
decreasing our opioid burden, not only 
in the military but in civilian sectors,” 
said Spevak. 

Sometimes, remote hospitals and clinics 
don’t have the capacity Walter Reed has 
to offer substitutes for opioids. “That’s 
the unique advantage of this program.”

Spevak explained this telehealth option 
is currently offered to those clinics in the 
D.C. area because providers must also be 
credentialed in the facilities where the 
patient is sitting for video consultation, 
in addition to the hospital where the 
doctor is located. 

All military hospitals and clinics provide 
the highest level of security for patient 
information in these video discussions.

“This isn’t a visit that occurs over your 
cellphone or Skype or any other com-
mercial type of service,” said Spevak. “It’s 
a military-grade standard with a secure 
connection, that is compliant with all 
federal and state privacy regulations.”

Retired Army Lt. Col. Bruce Moler has 

firsthand experience using this telepain 
option. 

The former infantryman has a chronic 
pain condition for a back problem that 
started 20 years ago, just a couple of 
years before his retirement in 1999. 

At first it was an issue with his back that 

Pain medication is managed with the placement of an intrathecal catheter exactly like an epidural 
catheter used for laboring women, except that the catheter resides in the intrathecal space where 
the cerebrospinal fluid resides instead of the epidural space.

Active
PAIN MANAGEMENT
Military Telepain Clinics in D.C. Area  
Help Patients Manage Pain
By the Military Health System Communications Office

Dr. Christopher Spevak, director of the opioid 
safety program for the National Capital Region 
in and around Washington, D.C., uses the 
telehealth equipment at Walter Reed National 
Military Medical Center, Bethesda, Maryland. 
(DoD photo by Kalila Fleming)

“Virtual health care has really a unique opportunity to help 
with pain care and decreasing our opioid burden, not only in 

the military but in civilian sectors,” said Spevak. 

Sometimes, remote hospitals and clinics don’t have the 
capacity Walter Reed has to offer substitutes for opioids. 

“That’s the unique advantage of this program.”
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PAIN MANAGEMENT
Winn Recognized as Best in Low Back Treatment
By Zach Rehnstrom

Members of the multidisciplinary process improvement team 
from U.S. Army Medical Department Activity – Fort Stewart, 
Winn Army Community Hospital were recognized with the 
Department of Defense Advancement Towards High Reliabil-
ity in Healthcare Award for the collaborative development and 
implementation of standardized treatment procedures for low-
er back musculoskeletal pain during the AMSUS Banquet in 
Washington D.C., Nov. 30.

“This was not an Army level award or a MEDCOM level award, 
but a DoD level award, U.S. Army MEDDAC – Fort Stewart, 
Commander Col. Christopher Warner said. “They recognized 
the best of the best from all hospitals.”

Army Medicine is committed to providing the best care where 
patients want it. To that effort, the committed staff at Winn 
and outlying clinics has spent the last three years developing a 
multidisciplinary approach to musculoskeletal treatment. The 

Anita Sachs, one of the members of the multidisciplinary process improvement team from U.S. Army Medical Department Activity -- Fort Stewart, was 
recognized by Special Assistant to the Commanding General, Maj. Gen. Ronald J. Place and Acting Assistant Secretary of Defense for Health Affairs, 
Thomas McCaffery with the Department of Defense Advancement Towards High Reliability in Healthcare award for the collaborative development and 
implementation of standardized treatment procedures for lower back musculoskeletal pain during the AMSUS Banquet Nov. 30. 
(Photo Credit: Zach Rehnstrom)

purpose of new guidelines is to standardize care, and prevent 
waste of resources utilizing physical therapists from the De-
partment of Rehabilitation to diagnose and treat lower back 
pain before using radiographic and magnetic resonance imag-
ing (MRI) is deemed necessary.

“Patients would come in with an acute episode of low back 
pain and providers would order both plain radiographs and 
an MRI, which incurs cost both to the patient in terms of time 
spent away from their Family or their job,” said Dr. Morgan 
Williamson, U.S. Army Medical Department Activity – Fort 
Stewart, Chief of the Department of Radiology.

In early 2013, a multidisciplinary team consisting of represen-
tatives from primary care, radiology, health benefits and re-
habilitation, began working on the implementation of robust 
process improvements, to treatment plans involving lower 
back pain.

“Our intent was to educate providers, to educate patients, to 
follow the clinical practice guideline, to ultimately get better 
outcomes for those patients that are complaining of low back 
pain,” said Maj. Michael Bean, U.S. Army MEDDAC – Fort 
Stewart, chief of the Department of Rehabilitation.

Educational sessions provided by radiology and physical ther-
apy in early 2014 were aimed at addressing the knowledge 
deficit providers were experiencing when diagnosing lower 
back pain, and providing the standardization of the treatment 
process.

“The research really indicates that early imaging for patients 
who just have back pain without radiating symptoms is really 
not effective in treatment and actually drives up not only the 
cost, but also does involve some risks,” Bean said.

In mid-2014, a physical therapist was embedded at Hawks 
Troop Medical Clinic which provides direct access for the pa-
tient to the PT program. The program started as a pilot to ad-
dress acute musculoskeletal injuries, and now is featured at the 
Richmond Hill Medical Home, and Tuttle Army Health Clinic.

“They can bypass their primary care manager if their com-
plaint is purely musculoskeletal,” Bean said. “That to feeds into 
evidence based medicine which indicates that early access to 
rehab tends to produce better outcomes.”

One of the main factors assessed during the implementation 
of the new guidelines for lower back pain was how readiness 
was affected.  “The Soldier’s had early access to physical ther-
apy,” said Anita Sachs, nurse consultant, Quality Management 
Department, MEDDAC. Sachs said this early access helped the 
Soldiers get back to the frontlines quicker, which had better 
outcomes on readiness.

As a result of the multidisciplinary process, the HEDIS mea-
surement for lower back pain increased from 10 to the 90 per-
centile in a 28-month time frame, ensuring Winn’s continued 
commitment to delivering the highest quality healthcare.

army.mil

It’s important for patients to understand the difference between acute and chronic pain and to realize that treatment for pain can sometimes by difficult.



D
oD

 H
ealth A

ffairs

95

D
oD

 H
ea

lt
h 

A
ff

ai
rs

94

Arm
ed Forces M

edicine 2018Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
01

8 Active
PEDIATRICS
Offutt Airman saves newborn minutes from 
death; named AFMS Trusted Hero
By Tech. Sgt. Rachelle Blake, 55th Wing Public Affairs

After severe weather left many with property damage, and 
even more without power, a patient missing an appointment 
might have been easily overlooked.

But for Senior Airman Taylor Scherff, 55th Medical Group Pe-
diatric Clinic medical technician, something didn’t sit right. 
She knew she couldn’t wait for the normal call-back to happen, 
so she took it upon herself to reach the family.

“We had a four-day-old scheduled at our 11 o’clock and they 
no-showed for that appointment,” said Scherff, a native of 
Sioux Falls, South Dakota. “(The) mom gave birth in the midst 
of when tornados hit the area, and all the clinic phone lines 

were down. I had a weird feeling that I needed to call them my-
self, so I got the clinic cell phone and got ahold of (the) mom. 
They were unaware that they had an appointment.”

The Kittel family was in luck. The clinic had a last minute can-
cellation for that afternoon and they could fit baby Isabelle in. 
Additionally, Scherff would be their technician.

“Right away I noticed a dusky color on her when mom start-
ed undressing her so I could get her weight and vital signs,” 
Scherff said. “The more she got upset, the bluer she turned. 
It was scary. I immediately got a pulse ox on her and it was 
ringing in the 60s and 70s and normal is 95.”

Senior Airman Taylor Scherff, 55th Medical Group Pediatric Clinic medical technician, takes Isabelle Kittel’s temperature as her mom, Casey, holds her 
Sept. 12, 2017 in the Ehrling Bergquist Clinic, Offutt Air Force Base, Neb. (U.S. Air Force photo by Tech. Sgt. Rachelle Blake)

Senior Airman Taylor Scherff, 55th Medical Group Pediatric Clinic medical technician, tries to make three-month-old Isabelle Kittel smile Sept. 12, 2017, 
in the Ehrling Bergquist Clinic at Offutt Air Force Base, Neb. (U.S. Air Force photo by Tech. Sgt. Rachelle Blake)

Scherff did her due diligence and tried different extremities – 
arms, legs and feet. She even attempted a different machine. It 
still wasn’t reaching normal, so she grabbed a provider.

After Scherff ’s findings were confirmed, Kittel was moved to a 
treatment room where she was given oxygen to rule out any-
thing respiratory related. 

It wasn’t helping, so the Children’s Hospital Newborn Inten-
sive Care Unit was immediately contacted and transport was 
arranged.

“A NICU nurse and two paramedics came with an ambulance 
and picked her up,” Scherff said. “Her O2 started going even 
further down while in transport to the hospital.”

Kittel was taken straight to the catheterization laboratory and 
underwent an emergency heart surgery. Post procedure, she 
stayed in the NICU and had secondary heart surgery later in 
the week.

“If Airman Scherff hadn’t caught the abnormalities in the baby 
when she first encountered her, that baby very likely would 
have passed away prior to receiving care,” said Capt. Tracy Nel-
son, 55th MDG pediatrician. “In talking to that NICU staff at 
that hospital, it was literally a matter of 20 minutes difference 

for that baby’s life. They got her to the hospital just in time to 
save her.”

For her efforts, the Air Force Surgeon General and the Air 
Combat Command recently named Scherff a Trusted Care 
Hero.

“I feel overwhelming pride in the work that she does,” Nelson 
said. “She has always demonstrated a strong work ethic and 
compassionate care, but this took it to a whole other level of 
demonstration of skill, and her willingness to call something 
out even when it broke the norms of how the clinic flow would 
have worked.”

For Scherff, all the recognition is still hard to grasp. “It still 
really hasn’t hit me because I was just doing my job,” she said. 
“I am proud of myself and the clinic — everyone kept calm and 
fulfilled their roles.”

But for Casey Kittel, Isabelle’s mom, it was easy to label Scherff 
her hero.

“I am so happy for her,” Casey said. “If she hadn’t gone out of 
her way to see us, Isabelle may not be here today.”

airforcemedicine.mil



D
oD

 H
ea

lt
h 

A
ff

ai
rs

96

Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
01

8 Active
PHARMACY
WBAMC Pharmacist Catches  
Serious Drug Interaction
By Marcy Sanchez, William Beaumont Army Medical Center Public Affairs Office

According to the Centers for Disease Control and Prevention, 
approximately 75.2 percent of physician office visits involve 
medication therapy. For some patients that’s a second or more 
prescription medication they are instructed to use in their 
treatment. 

In a mission to educate and boost safety, William Beaumont 
Army Medical Center pharmacists scrutinize new and current 
prescription medication orders before dispensing them. Thanks 
to a WBAMC pharmacist’s careful eye, one patient avoided a 
potentially deadly drug interaction.

Pioglitazone is a prescription drug which decreases blood sugar 
levels used to treat diabetes. Clopidogrel is a drug used to reduce 
the risk of heart disease and stroke by preventing blood clots. 
While both are safe to be prescribed alone, use of pioglitazone is 
contraindicated (advised against) for patients using clopidogrel 
due to dangerous decreases in blood sugar levels. 

When Dr. Anna Jewula, a pharmacist at WBAMC’s Freedom 
Crossing pharmacy on Fort Bliss, noticed both pioglitazone 
and clopidogrel were being prescribed to a patient, she asked 
the patient how they felt. The patient responded that they were 

so tired to a point of fainting causing worries regarding other 
medical issues. “I knew (the patient) was really concerned,” said 
Jewula, a Chicago native. “I told him he had to stop the (clopi-
dogrel) immediately.”

While the encounter was part of Jewula’s daily duties to inform 
and educate patients in their medication therapy, her actions 
impressed the patient. “This is the perfect example of some-
one doing their job great,” said Col. Erik Rude, commander, 
WBAMC.

A chance meeting during a recent retiree appreciation event 
brought the intervention to the attention of the WBAMC com-
mander. According to the patient, an out-of-network physician 
prescribed new medications without knowledge of the patient’s 
current medication therapy. When the patient attempted to re-
fill the prescription at the Freedom Crossing pharmacy, Jewula 
addressed the contraindication. 

“I don’t know if (an outside-the-network pharmacist) would 
have caught the contraindication,” said Rude. “That’s why a lot 
of our patients keep coming back to us.”

Because beneficiary health records from a Military Treatment 
Facility may not be available to some civilian providers, it’s 
possible that a medication may be overlooked when visiting a 
physician who is not a patient’s assigned primary care manager. 

“I believe everybody in this pharmacy would do the same thing,” 
said Jewula. “(Pharmacy) is a support service. Sometimes we 
don’t see the end result of our interventions. It was a true honor 
to help this patient with their quality of life.”

army.mil

Col. Erik Rude, commander, William Beaumont Army Medical Center, 
recognizes Dr. Anna Jewula, pharmacist, Department of Pharmacy, 
WBAMC, for her attentiveness in assisting a patient with a prescription 
order that contraindicated a previous prescription medication, avoiding a 
potentially serious drug interaction detrimental to the patient’s health.
(Photo By Marcy Sanchez)

Because beneficiary health records from a 
Military Treatment Facility may not be available 
to some civilian providers, it’s possible that a 
medication may be overlooked when visiting 
a physician who is not a patient’s assigned 

primary care manager. 
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The Naval Medical Center San Diego’s 
Comprehensive Combat and Complex 
Casualty Care center, or C5, celebrated 
its 10th anniversary in October 2017.

NMCSD is one of three hospitals in the 
Defense Department providing reha-
bilitation care to service members who 
are severely injured or ill, especially in 
overseas operations. The other two are 
Walter Reed National Military Medical 
Center in Bethesda, Maryland, which 
also works with the National Intrepid 
Center of Excellence, and San Antonio 

Military Medical Center, which used to 
be called Brooke Army Medical Center.

C5 is a program of care that manages 
severely or ill patients from medical 
evacuation through inpatient care, out-
patient rehabilitation and eventual re-
turn to active duty or transition from the 
military. Program components include: 
trauma service, which coordinates 
the overall inpatient clinical manage-
ment of the injured service member; 
orthopedic, reconstructive plastic sur-
gery and wound care; amputee care, 

prosthetics and rehabilitation; physical, 
occupational and recreational therapy; 
mental health assessments and care; 
traumatic brain injury care; pastoral 
care and counseling; and family sup-
port and career transition services.

“We are a multidisciplinary, one-stop 
shop and if it’s not within C5, we sim-
ply just get on the phone and call the 
specialist we need,” said Navy Lt. Cmdr. 
(Dr.) Carter Sigmon, acting depart-
ment head and medical director of the 
C5 department.

Active
PHYSICAL THERAPY
Poly Trauma Department Doctors Celebrate  
10 Years of Caring for Patients
By Shannon Collins DoD News, Defense Media Activity

Navy Seaman Chris Krobath, a patient at Naval Medical Center San Diego, reaches new heights on the hospital’s climbing wall, Sept. 15, 2017.  
DoD photo by EJ Hersom

Since 2007, C5 has taken care of about 
8,600 patients, “approximately … 20 per-
cent of all the active duty [Operation Iraqi 
Freedom, Operation Enduring Freedom 
and Operation New Dawn] service mem-
bers with war-related limb amputations,” 
he said. Sigmon said that the mission 
evolved over the years, and now the team 
sees service members with injuries from 
vehicular and training accidents.

Jackie Moore, a former Army major, 
helped stand up the C5 program. She 
had served as a physical therapist at 
Walter Reed and brought what she knew 
over to NMC-SD. “I was sent out here 
special to get C5 started,” she said.

“Nothing existed out here so we were 
instrumental in developing the pro-
gram and setting it up how we wanted 
to, based on our experience that we had 
from Walter Reed,” Moore said. “When 
we first stood it up, there were a lot of 
service members coming back with 
combat injuries, primarily amputations, 
so when it began, that was our focus. 

Over time, it morphed into more poly 
trauma. We are the rehabilitation ex-
perts here at Naval Medical Center San 
Diego in poly trauma rehab.”

Project Care

Navy Capt. (Dr.) Craig Salt, founder and 
director of Project Care, plastic surgeon, 
said Project Care, under C5, is the only 
one of its kind in the DoD. 

“Project Care is a multidisciplinary 
medical and surgical program designed 
to facilitate the restorative care of pa-
tients who have been traumatically dis-
figured,” he said. “We take people who 
have varying degrees of trauma and then 
we work to revise, repair and replace 
what has been damaged or lost versus 
the traditional rehab model. We look 
at the patient, top to bottom, figure out 
what they’ve lost, what their disfigure-
ment is, what their cosmetic deformity 
is, and then in conjunction with all the 
other rehab that’s happening, we work to 
repair, replace and correct deformities.”

He said this can be anything from using 
lasers on scars to a hand transplant and 
the disciplines include plastic surgery, 
dermatology, orthopedic hand surgery, 
oculoplastic, ophthalmology, ENT fas-
cial plastics, and reconstructive urology.

“The rehab center and all the different 
disciplines at this hospital are working to 
get the patient the best possible recovery 
we can get them so we’re committed to 
providing the medical and surgical care 
and psychological support. So whatever’s 
wrong with them and whatever they’ve 
lost, we’re going to see to it they get the 
best possible functional recovery, the 
best psychological recovery and the best 
aesthetic result they can get,” he said. 

“Everybody in the hospital that can help 
the patient look better, feel better, re-
cover, function, whatever, is involved in 
their care, and we coordinate all of that. 
All of us in the program are really pas-
sionate about that goal.”

Brian Zalewski, head of prosthetics at Naval Medical Center San Diego, discusses the custom prosthetics built at the hospital, Sept. 15, 2017.  
DoD photo by EJ Hersom
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Dr. Chad Rodarmer, the traumatic brain 
injury program manager for C5, served 
24 years in the Army as an enlisted field 
artilleryman, a physical therapist and 
health care administer, retiring as a ma-
jor. He said because patients with TBI 
may require specialists ranging from 
speech language pathology to vestibular 
therapy to audiology, he works to coor-
dinate the patient’s care within C5.

“On a weekly basis, we have our interdis-
ciplinary team conference, and we bring 
up the patients currently enrolled and 
talk about when someone’s due for their 
follow up, what the plan is, how good 
they are at meeting the goals we and the 
patients have set. We can see their prog-
ress. We get together regularly to make 
sure we’re all on the same sheet of music 
and moving toward the same goals,” he 
said.

Rodarmer said they’ll also have support 
groups and bring in subject matter ex-
perts to talk to the patients to help allevi-
ate anxieties such as going back to school 
while having a TBI.

Patient Care
Navy Petty Officer 1st Class Jordan True, 
a master at arms stationed at Naval 
Weapons Station Seal Beach, California, 
was injured Aug. 12, 2016, in a motorcy-
cle accident.

“They told me I had a traumatic brain 
injury, a lot of internal organ injuries, 
broken ribs, a spinal injury and that my 
foot was crushed. I knew I might have 
to amputate it,” he said. “They flew my 
parents out here from Iowa because I 
had a less than 40 percent chance that I 
was going to live. They helped me make 
some long-term decisions.”

He’s working with the C5 prosthetics de-
partment to get a brace for his leg and 
with physical therapy so that he can be-
gin running again. He said each of the 
doctors and staff he has worked with has 
taken the time to help him, especially 
since he has to drive down to make his 
appointments.

“Here, they have a day dedicated to pri-
mary care or Project Care. Me coming 
down from Long Beach, they would 
help me out,” he said. “I would ask one 
of the doctors if they would be willing to 
do one of these appointments on one of 
these days, and they were really flexible 
with me and helped me reduce a lot of 
stress, especially since southern Califor-
nia traffic is harder for me than it used 
to be. Any time I need a referral for any-
thing closer to Long Beach, they would 
get it in. It didn’t matter who was doing 
it. It would get done really quickly. I was 
excited about that.”

True said what he liked most if that even 
though he was being stubborn about try-
ing some of the services C5 offered, the 
doctors kept encouraging him to try them 
until he did. “They didn’t give up on me,” 
he said. “Especially the speech therapy, 
they just kept pushing me and that helped 
me go back to school and now I have a 4.0 
GPA. They actually listen to what your is-
sues are. I was taking a neuropsych exam 
one day and this person stayed like an 
hour and a half late just so I could finish 
my test so I wouldn’t have to reschedule 
and drive back down. It really made my 
life easier. My neuropsychologist, he was 
looking things up for me, like how I can 
get take the LSAT and get a private room.”

Navy Seaman Chris Krobath, an avia-
tion electronics mate, is also a patient as-
signed to NMC-SD. He has a below the 
knee amputation on his left side from a 
motorcycle accident. He said his leg was 
amputated in May 2016 and after going 
into rehabilitation in June, he had his 
first leg. He’s been working with physical 
therapist Moore.

“They are all really helpful,” he said. “If I 
ever have a problem with anything, I can 
just come here to physical therapy or to 
prosthetics, and they’re always willing to 
help me. It’s pretty cool. It’s convenient to 
have everything together.”

Brian Zalewski, head of the prosthetics 
department at NMC-SD, said the arti-
ficial limb is a “unique and customized 
process” and that he and his team make 
every effort to cast the patients and turn 

around with a socket in the same day or 
the next day.

Zalewski said they’ve had unique chal-
lenges along the way. “We had the first 
bilateral above the knee amputee come 
out of here and go back and do a de-
ployment which was incredible,” he said. 
“Our approach here is that everything’s 
custom.

“We work closely with the manufactur-
er,” he continued. “We had a Navy diver 
who wanted to stay on active duty. His 
list of requirements, he had to be able to 
walk to the water, get in the water and 
put on fins. Well that’s pretty hard to do 
with one type of leg so we worked with a 
manufacturer to make a foot with a but-
ton you push so that it goes flat and then 
you put the fin on it so you can dive. We 
did some testing, and it worked great.”

Zalewski said the diver went out and 
performed some missions and then 
called and asked about pressurization 
with deep dive.

“I told him, ‘You’re the only one who’s 
doing this so you tell us, and we’ll write 
the text book later. You’re the one push-
ing the limits,’” Zalewski said. He said 
he’s had a lot of patients he and his team 
have worked with who’ve received cus-
tomized prosthetics from his team and 
who continue pushing the limits from 
climbing Mount Everest to competing in 
the Paralympics.

“We’re providing a multidisciplinary 
approach because our ability to work 
with other providers to take care of the 
whole patient, from the mental side to 
the physical side and constantly address-
ing those needs so that they’re not sitting 
there wondering what they could be 
doing or if they could be getting some-
thing better,” Zalewski said. “We never 
just give them a device and say, ‘Here 
you go, enjoy that.’ It doesn’t work that 
way. We’ll give you so much more to 
make you that much better. It’s a whole 
approach and practice from a team of 
medical professionals.”

med.navy.mil

What are your goals for 2018 — have you thought about 
them? Will it be a new you for this new year, or a new year 
and the same old you?

This is a fresh opportunity to turn your vision inward and 
consider what you can do to improve your physical and emo-
tional health, job performance, and mission readiness. These 
qualities are fundamental to success not only in uniform, but 
also at home and in the community at large.

Total Force Fitness, or TFF, is a concept to build and maintain 
health, readiness, and optimal performance by connecting 
mind, body, spirit, environment, and relationships. Take a 
moment to reflect on your TFF goals for 2018. What matters 
most to you? Perhaps you want to enhance your physical en-
durance, better manage your emotions, improve your com-
munication skills, regulate your anger, lose weight, or cut back 
on caffeine. Whatever you decide to tackle, success requires 
three steps: inspiration, commitment, and action.

Inspiration can be defined as recognizing the need or desire to 
make change. It also means making change happen through 
commitment and then action. Importantly, inspiration in-
cludes more than just the physical, psychological, and social 
and family domains of TFF. The spiritual domain is also vital 
to health and performance. Meeting personal goals requires 
some sort of spiritual connection. This isn’t necessarily in a re-
ligious sense, but it means looking at your ethical foundation, 
core values, reasons for being, and what matters most to you.

We live in a world and time of great discord, and this can be 
difficult to accept. A spiritual connection helps us understand 
that while we can’t control disruptive forces surrounding us, 
we can learn how to control our thoughts, responses, and re-
actions to them by living up to our ideals and values. It may be 
helpful to remember what the great leader and civil rights ad-
vocate Mahatma Gandhi said: “If we could change ourselves, 
the tendencies in the world would also change.”

What do the words inspiration, commitment, and action 
mean? First, you must be inspired by or recognize a personal 
issue from within. Perhaps you are overly reactive or you have 
feelings of fear and self-doubt. Or maybe you believe you know 
it all or you don’t act according to your values. We all have areas 
where we need to take ownership. Once we’ve been inspired 
to accept the need for change, this must be accompanied by 

intentionally seeking a solution and setting a goal — a specific, 
measurable, achievable, relevant, and reasonable goal.

After you’ve set your goals, it’s essential to make a commit-
ment to execute them. This will take courage, concentration, 
and practice. The end result is action, which signifies success.

Acting according to deeply held values is very important to 
becoming a new you. The guiding principles you honor and 
strive to live up to reflect your inner core as well as your 
service-specific core values. Instead of reacting to your own 
thoughts and feelings, you choose to reflect and respond in 
ways that directly support your values. Taking action in sup-
port of those values will promote inner and outer flexibility, 
awareness, a sense of connection, gratitude, and optimism.

The following activities can help you decide the first steps to 
becoming a new you:
• Make a list of what matters most in your life. Examples 

include work, family, friends, being a good partner, being 
kind to others, being honest, being part of a community, 
and staying in good physical condition.

• Prioritize list according to how much you value what matters.
• Grade yourself on how well you believe you’re living up to 

what matters.
• Identify several things you can do now and over the coming 

months to actively honor and live up to your top values.
• Every day, engage in activities that support what really mat-

ters to you.

health.mil

Active
PREVENTATIVE HEALTH
Take Command of Your Health
By Professor Patricia Deuster, Uniformed Services University Consortium Director  
for Health and Military Performance



D
oD

 H
ealth A

ffairs

103

D
oD

 H
ea

lt
h 

A
ff

ai
rs

102

Arm
ed Forces M

edicine 2018Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
01

8

The Association for the Accreditation 
of Human Research Protection Pro-
grams, an independent, non-profit 
accrediting body, has welcomed its 
newest, fully-accredited member – the 
59th Medical Wing, located on Joint 
Base San Antonio-Lackland, Texas.

The Wing’s achievement becomes offi-
cial today, and marks the United States 
Air Force’s first external accreditation 
in human research subject protection.

Since 2003, AAHRPP has accredited a 
total of 241 organizations around the 
world. They assist organizations that 
conduct human research in elevating 
the level of protection that those or-
ganizations’ Human Research Protec-
tion Programs can provide to research 
participants. The program accredits 
HRPPs that demonstrate superior re-
search subject safeguards, surpassing 
the threshold of state and federal reg-
ulatory requirements. Accreditation is 
a voluntary, peer-driven, educational 
process. Organizations seeking accred-
itation must provide evidence through 
policies, procedures, and practices of 
their commitment to ensure the protec-
tion of human subjects. Accreditations 
are announced quarterly, and initial ac-
creditation is valid for 3-years.

The 59 MDW is the Air Force’s pre-
mier healthcare, medical education 
and research, and readiness Wing. The 
Wing’s Chief Scientist Office, currently 
led by Dr. Debra Niemeyer, supports 
the research mission by providing in-
vestigators with centralized resources, 
scientific and technical expertise, proj-
ect management assistance, research 
regulatory expertise, and direction and 

oversight to advance medical modern-
ization through innovative research 
medical technologies and treatment 
interventions.

The 59th Clinical Research Division is 
part of 59 MDW/ST, and is the largest 
Clinical Investigation Facility in the 
Air Force Medical Service. It provides 
centralized administrative, scientific, 
and regulatory oversight and guid-
ance to the 59 MDW and 58 other 
DoD and civilian institutions in the 
development and performance of bio-
medical research. The 59 CRD directly 
supports the 59 MDW Institutional 
Review Board, which provides regula-
tory compliance oversight and human 
research subject protection for approxi-
mately 200 active research protocols, at 
any given time, across the Air Force at 
multiple sites.  The 59 MDW/ST Chief 
Scientist’s Office spearheads the Wing’s 
Human Research Protection Program 

on behalf of the 59 MDW Command-
er and Institutional Official, to include 
chairing the HRPP Steering Committee 
with membership and active partici-
pation from across the organization to 
ensure adherence to all applicable laws, 
regulations, and ethical standards pro-
tecting the rights and welfare of our re-
search participants in the performance 
of highest-quality research. 

As a High Reliability Organization, fo-
cused on exceptional patient safety and 
care, pursuing AAHRPP accreditation 
was directed by the Wing Commander, 
Maj. Gen. Bart Iddins, as a part of the 
59 MDW’s ongoing effort to demon-
strate commitment to integrity, excel-
lence, and transparency in its clinical 
research operations. The accreditation 
of the 59 MDW HRPP testifies to the 
importance that the organization places 
on human research subject protection 
and maintaining quality in 59 MDW 
conducted and supported research. Im-
portant research initiatives, including 
critical care at point of injury, traumatic 
brain injury treatment, wartime vascu-
lar injury management, emergency and 
regenerative medicine, diabetes man-
agement, extracorporeal life support, 
and critical care in aeromedical evac-
uation, help to address AFMS medical 
care priorities and major command 
mission capability gaps.

The 59 MDW is proud to be the first Air 
Force organization to obtain AAHRPP 
accreditation and count itself among 
the top-tier ranks of other AAHRPP-ac-
credited universities, hospitals, and pri-
vate research institutions.

af.mil

Active
RESEARCH
The 59th Medical Wing is First in DoD to Earn 
AAHRPP Full Accreditation
By 59th Medical Wing

The 59th Medical Wing, located at Joint Base 
San Antonio-Lackland, is the Air Force’s premier 
healthcare, medical education and research, 
and readiness wing. The wing’s vision is 
“Exemplary Care, Global Response.” Its mission 
is “Developing Warrior Medics Through Patient-
Centered Care.” (U.S. graphic by Robert Shelly)

Active
RESPIRATORY
Respiratory Therapist Now Battlefield Medic
By Amy Rollins

An explosion near his quarters while he was deployed to Ba-
gram Airfield, Afghanistan, on Nov. 12, 2016, set Senior Airman 
Joshua O’Sullivan into motion. There was no hesitation from the 
respiratory therapist from the 88th Medical Group, Wright-Pat-
terson Air Force Base, who was attached to a Critical Care Air 
Transportation Team at Bagram, and there were no other medi-
cal personnel immediately available to assist in treating wound-
ed personnel.

A trained medic, O’Sullivan raced to the scene to render aid. 
For what he accomplished that day as he treated the wounded 
and mustered support from other responders to get the victims 
to the hospital, O’Sullivan has been named to the 10th volume 
of the Air Force’s Portraits in Courage, an annual program that 
highlights individual Airmen and teams for their honor, valor, 
devotion and selfless sacrifice in the face of extreme danger to 
themselves and others.

O’Sullivan and 17 other individual Airmen and four teams will 
be honored Aug. 4 at a luncheon in the Pentagon with senior 
leadership as well as an evening Heritage to Horizons concert 
and reception at the Air Force Memorial with Secretary of the 
Air Force Dr. Heather Wilson and Air Force Chief of Staff Gen. 
David L. Goldfein.
 
Prepared and cool under pressure
Prior to joining the Air Force six years ago, O’Sullivan, 27, had 
been working as an emergency medical technician in and near 
his hometown of Elizabeth, Illinois, and volunteering for emer-
gency and disaster management relief efforts, such as hurricanes, 
wildfires, tornadoes and earthquakes, in the southern United 
States and Haiti.

He said he found his passion for providing medical assistance then 
and joined the military so he could do even more with his training. 
He would do so in less than a month into his deployment. O’Sul-
livan was about to go to sleep after a night shift that November 
day when he heard a loud noise outside his dorm. He called the 
command center, then ran out his door and toward the scene.

He identified himself as a critical care medic to responding se-
curity forces personnel and assessed each patient. He then pro-
vided initial medical aid while quickly taking steps to open the 
airways of wounded Soldiers who had suffered penetrating head 

injuries, a sucking chest wound and an open abdominal wound.

While triaging six patients, he determined that immediate sur-
gical capabilities were required. Although he wasn’t carrying his 
standard emergency equipment, O’Sullivan did have bandages 
and shears in his pants pockets, and he used them effectively. 
He directed available personnel to load and evacuate the patients 
to the hospital, using what military police vehicles were nearby. 
Within minutes, the site of the attack was clear of casualties and 
O’Sullivan rode with the last victim in the back of a pickup truck, 
continuing to control bleeding while stabilizing the patient’s 
condition.

Once he arrived at the hospital, he assisted with the care of the 
17 critically injured patients, providing airway support with ox-
ygenation, hemorrhage control, chest tube insertion and critical 
intravenous access. O’Sullivan worked until all critical patients 
were transported to surgery.

Later that same day, he and his team returned to the hospital to 
assist in patient transport. They loaded eight critically wounded 
patients onto a C-17, ensuring their immediate evacuation to 
Germany to receive higher-level care.

The best news
While it is unusual down range to know how a former patient 
has done in recovery, O’Sullivan said he was “tagged” on social 
media after the incident. One of the families of his patients had 
posted that he had done well with his surgeries and was pro-
gressing enough to return to his hometown.

airforcemedicine.af.mil

Senior Airman Joshua O’Sullivan
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SAFETY
Meet the 2017 Quality and Patient Safety Winners
By DoD Patient Safety Program

The winners of the 2017 Advancement toward High Reliability 
in Healthcare Awards were recognized on Nov. 30 during the 
2017 AMSUS Annual Continuing Education Meeting dinner 
and awards banquet. This awards program recognizes military 
health care teams and facilities that developed systems and 
processes to help lead the Military Health System toward a 
better, safer and nationally-recognized health care system. 

In the Healthcare Quality and Safety discipline, there were 
nine winners:

• Naval Hospital Camp Pendleton: “Cervical Cancer Screen-
ing Optimization”

• 99th Medical Group – Nellis Air Force Base: “Enhanced 
Recovery Program”

• Walter Reed National Military Medical Center: “High Value 
Cost Conscious Care: Optimizing the Electronic Medical 
Record to Reduce Laboratory Overutilization”

• Fort Belvoir Community Hospital: “Improve Sterile Instru-
ment and Process Handling”

• David Grant Medical Center: “Implementation of an En-
hanced Recovery after Surgery Program to Reduce Surgical 
Complications”

• Brian Allgood Army Community Hospital: “Increase The 
Healthcare Effectiveness Data and Information Set (HE-
DIS®) Low Back Pain Imaging Compliance at MEDDAC-K”

• U.S. Army Medical Department Activity Fort Stewart/
Hunter Army Airfield: “Winn Army Community Hospital 
Clinical Improvement of Low Back Pain”

• Health Net Federal Services LLC: “Improving Colorectal 
Cancer Screening by Mailing Fecal Immunochemical 
Testing (FIT) Home Screening Kits to Beneficiaries”

• Naval Hospital Pensacola: “Improve HEDIS Antidepressant 
Medication Management”

Lt. Brett Sadowski was the team leader for the “High Value 
Cost Conscious Care: Optimizing the Electronic Medical Re-
cord to Reduce Laboratory Overutilization” project at Walter 
Reed National Military Medical Center that will be featured in 
an upcoming webinar session. “Being recognized by the MHS 
for what began as a grassroots project to reduce waste in our 
department and residency program validates the efforts many 

of our house staff and faculty have made towards improving 
the care and experience of our patients,” he said.

“By making bold decisions and disrupting traditional prac-
tices, our team has illustrated that providers at all levels can 
find efficient and innovative ways to improve the product that 
our patients receive,” Sadowski continued. “WRNMMC and 
the MHS can use lessons learned from this project to design 
systems within the new electronic medical record [MHS GEN-
ESIS®] to curtail waste on a large scale, while allowing reallo-
cation of resources designed to optimize readiness and access. 
Countless other opportunities can be realized due to the force 
multiplying potential of limiting waste on a standardized and 
global scale.”

Military health professionals who participate in the webinar se-
ries will learn how USAMEDDAC Fort Stewart/Hunter Army 
Airfield team is striving to be the benchmark for standard-
ization across the MHS with their “Winn Army Community 
Hospital Clinical Improvement of Low Back Pain” initiative. 
The Fort Stewart team is using early access to physical therapy 
to help soldiers get back to the frontlines faster, which is im-
proving readiness.

About the Awards Program
All military treatment facilities within the MHS, including 
in-patient, ambulatory health clinics, dental clinics and aero-
medical evacuation units, were eligible to submit an applica-
tion for consideration.  Award selections were made through 
an internal board process using numerous reviewers with ex-
pertise in quality improvement and patient safety, education, 
data analysis, information management, case/care manage-
ment, patient experience, patient-centered medical homes, 
IT, change management, innovation and health care expertise. 
Winners were selected based on an average score evaluating 
the abstract, design methods, results, conclusion, sustainabili-
ty and replication of the initiative to other MHS facilities.

The DoD Patient Safety Program thanks each team that sub-
mitted their work for evaluation and encourages all MTFs to 
continue to lead additional initiatives and consider applying 
for the 2018 Advancement toward High Reliability Healthcare 
Awards Program. Nominations will be accepted in spring 2018.

health.mil

The potential threat of respiratory disease outbreaks can ham-
per the military’s ability to carry out its mission. The mobility 
of military units, along with the crowded living conditions 
and a high-stress working environment, can increase service 
members’ susceptibility to illness. Frequent deployments to 
developing countries where pathogens can be transmitted 
from animals to humans can expose service members to po-
tentially susceptible novel pathogens that can spread quickly 
and cause serious illness.

“Given the ever-changing nature of the flu virus, constant 
surveillance is necessary. The concern is that some of these 
changes will lead to a more transmissible and more lethal vi-
rus — a dangerous combination for our military members and 
the world,” said U.S. Public Health Captain Michael Cooper, 
who oversees the Armed Forces Health Surveillance Branch’s 
(AFHSB) Global Emerging Infections Surveillance section’s 
(GEIS) Respiratory Focus Area. “Early detection of such a sit-
uation will give public health authorities and vaccine makers’ 
opportunity to prepare interventions that will hopefully stem 
the tide of illness.” 

To reduce the impact of respiratory pathogens on service 
members, AFHSB coordinates a global respiratory surveil-
lance program for the military. The GEIS section funds the 
Department of Defense Global Respiratory Pathogen Surveil-
lance Program at the U.S. Air Force School of Aerospace Med-
icine at Wright-Patterson Air Force Base in Dayton, Ohio. 

The program conducts year-round respiratory surveillance at 
46 military installations in the U.S. and 33 sites overseas to 
identify influenza and other respiratory pathogens that could 
jeopardize the health and readiness of service members and 
their families.

The respiratory surveillance program offers a glimpse of AF-
HSB’s comprehensive work that allows the Department of 
Defense and the Military Health System to develop preventive 
and treatment programs to maintain combat readiness. The 
program also shares data with the Centers for Disease Control 
and Prevention (CDC) and World Health Organization to re-
duce gaps in their respective civilian respiratory surveillance 
efforts throughout the globe. The program also helps fulfill 
the Defense Department’s contributions toward the Global 
Health Security Agenda, a growing partnership of over 70 

nations, international organizations, non-government stake-
holders to help build countries’ capacity to detect and prevent 
infectious disease threats.

Respiratory sentinel sites submit between six and 10 respira-
tory specimens each week from patients who meet the case 
definition for influenza-like illness (i.e., present with a fe-
ver greater than 100.5°F and cough or sore throat within 72 
hours of the onset of symptoms). The program has increased 
the number of specimens that are tested with the addition 
of high-throughput multiplex polymerase chain reaction 
systems that can detect up to 20 respiratory pathogens and 
co-infections. This testing panel is performed on respiratory 
specimens received for routine testing as well as viral culture.

Next-generation sequencing also provides whole genome 
sequencing in less time than previous methods to identify 
genetic changes in all eight gene segments of currently cir-
culating influenza viruses. All the sequencing information 
is organized into phylogenetic trees that show the degree of 
variation and genetic grouping among the strains. These se-
quences are shared with the CDC and compiled into the Gen-
Bank database for use by public health researchers.
Finally, the respiratory surveillance program conducts esti-
mated influenza vaccine effectiveness (VE) at mid-season and 
the end of the flu season to account for potential antigenic 
drift or shift. VE estimates are performed using a test-neg-
ative, case-control study design and include Department of 
Defense healthcare beneficiaries and select non-military sub-
jects who seek health care in response to symptoms associat-
ed with respiratory infection. When appropriate, respiratory 
specimens are taken and submitted to the program for testing. 
“Cases” are patients who tested positive for influenza while 
“controls” are individuals who tested negative for influenza.

Mid-season estimates are presented at the Food and Drug Ad-
ministration’s annual Vaccine and Related Biological Products 
Advisory Committee meeting in early spring and contribute 
to the determination of the influenza vaccine strain in the 
U.S. for the upcoming season. Additionally, VE estimates are 
provided to the WHO Global Influenza Vaccine Effectiveness 
report, which helps determine the Northern and Southern 
Hemispheres’ influenza vaccine strains.

health.mil
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RESPIRATORY
Global Respiratory Surveillance Program Detects 
Dangerous Pathogens to Keep Armed Forces Healthy
By Armed Forces Health Surveillance Branch
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Communication, professional conduct 
and conflict management are vital for 
any high reliable medical care team and 
foundational to a culture of safety, says 
Col. Peter Napolitano, an Army obstetri-
cian/gynecologist, retiring in 2017 from 
his position as the program director of 
the Maternal-Fetal Medicine Fellowship 
Program at Madigan Army Medical 
Center. A career he describes as “excit-
ing and never boring because you are 
constantly learning new things, bringing 
new life into the world and it’s a specialty 
that has best of both worlds of medicine 
and surgery.” 

Napolitano is also a well-known Team-
STEPPS® and patient safety champion, 
and leader in the military health com-
munity. After managing the care for 
thousands of mothers and their babies 
over 28 years, Napolitano is leaving be-
hind a legacy of advocacy for quality 
care and patient safety in the Military 
Health System.

At what point in your career did you 
become interested in patient safety 
and getting actively involved to reduce 
harm? 

Obstetrics is a charged field where things 
can go from routine to a crisis in span of 
minutes. When the providers don’t work 
as a team it can make a bad situation 
much worse. At Madigan Army Medical 
Center in 2002, we were part of a clinical 
trial introducing teamwork-training on 
adverse outcomes in labor and delivery 
[MedTeams Labor and Delivery Team 
Coordination Course]. With the study, 
we made fundamental changes in our 
daily routine which dramatically im-
proved our team performance. About 
one year after the trial ended, without 

sustainment training, and with nor-
mal staff rotations occurring at a busy 
military treatment facility, less than 
50 percent of our staff had undergone 
MedTeams training. We then suffered a 
sentinel event which when we did a root 
cause analysis, showed we may have pre-
vented the event had everyone received 
the MedTeams training. This event is 
what sparked Madigan’s and my person-
al subsequent 15 years of dedication to 
Medical Team Training and Patient Safe-
ty initiatives.

You’ve been very involved with 
TeamSTEPPS throughout your career. 
Is there a moment that stands out 
in your mind when you witnessed 
patient safety becoming a priority in 
the MHS?

TeamSTEPPS came out in 2005, but it 
was really pocketed in various places in 
the MHS and wasn’t universally under-
stood. In 2008, we took it to the war zone 
with the 86th Combat Support Hospital 
in Bagdad. The initiative took off and 
every single CSH was TeamSTEPPS 
trained. Many deployed service mem-
bers used TeamSTEPPS in theater and 
saw how it made a difference. When they 
came back they didn’t have it and that’s 
when the military health community 
began to recognize it as an important 
initiative. 

Where would you like to see the MHS 
be innovative regarding quality care 
and patient safety in the near future? 

I’d like to see Congress empower the 
Defense Health Agency to unify military 
medicine across the services instead of 
having each military branch decide in-
dividually what they want to do for high 
reliability. I would like to see military 

medicine work as one MHS with one 
vision. There are a lot of programs of 
excellence out there, but if we don’t have 
a shared mental model, it’s hard to sus-
tain and spread improvements across the 
enterprise. 

Imagine you’re in an elevator with a 
young provider starting out and you 
had less than a minute to impart some 
wisdom, what would you say to them?

When I talk to young providers I tell 
them to be effective leaders they need 
to be effective communicators with pa-
tients and the team. Teamwork programs 
like Arbinger and the Studer Group that 
teach health care teams about effective 
communication, efficiency in work 
and getting a shared mental model for 
a pathway of success have been helpful 
to me in my career development and I 
believe will help other providers learn 
to be a good, effective team leaders and 
provide safe patient care. 

What words of advice do you have 
for the health care providers who are 
more senior and will be carrying on 
with similar roles and responsibilities 
after you retire? 

To be an effective leader you need to 
be in the trenches. The best instructors 
keep one foot in the area where patients 
are being cared for and know firsthand 
what is really going on so they know how 
to lead. People will resist change and say 
“we can’t do it.” And I say to them, “Why 
not?” There’s always another way to get 
something done. It’s easy not to do it. 
You have to have passion and never give 
up on that passion. 

health.mil

Active
SAFETY 
Parting Words of Wisdom from Patient Safety 
Advocate Col. Napolitano
By DoD Patient Safety Program

Each year about 70 TeamSTEPPS champions from within the 
Military Health System including physicians, dentists, nurses, 
administrators, senior enlisted personnel and commanding 
officers, gather at the annual TeamSTEPPS National Con-
ference. These health care team members also participate in 
the Department of Defense preconference session to discuss 
teamwork lessons learned, leading practices and opportunities 
to improve quality and safety and eliminate preventable harm. 

Health care professionals in the MHS have been trained on 
how to use TeamSTEPPS and many health care facilities have 
been innovative in their approach to building effective teams 
and optimizing health care. At the 2017 TeamSTEPPS con-
ference hosted by the Agency for Healthcare Research and 
Quality, DoD session participants were particularly interest-
ed in information exchange, how they could obtain and use 
available patient safety resources and get closer to zero patient 
harm. 

At Naval Health Clinic Cherry Point, Patient Safety Man-
ager Lt. Corey Fancher is bringing innovative ideas to 
TeamSTEPPS. 

“In our monthly newsletter, I highlight a particular Team-
STEPPS tool. For instance, the newsletter theme this past 
month was communication so I shared a TeamSTEPPS tool 
such as SBAR to help staff streamline communication across 
the team,” Fancher said. “Each department in the command 
has a patient safety representative. I meet monthly with these 
representatives as a group to share TeamSTEPPS skills they 
can take back to their teams.” 

Additionally, staff at Naval Health Clinic Cherry Point are 
recognized with a patient safety award for doing something 
to protect patient safety. Soon, a ‘patient safety easy button’ 
on the web site homepage will make it simple for staff to re-
port good catches they witness and nominate a team member, 
Fancher said. 

During the DoD session, four topics were the focus of dis-
cussion: resilience, professional conduct and conflict man-
agement, leaders in action, and psychological safety. Fancher 
confirmed at the Cherry Point facility there is an effort to take 
leadership walk-arounds to the next level by making sure staff 
have access to equipment and supplies they need and that 
their concerns are being addressed. 

“I truly believe that effective teams are teams that work to-
gether and speak the same language,” Fancher said. “One of 
the big things that we talked about at the TeamSTEPPS con-
ference was how the uniform can be a barrier. Removing hi-
erarchy and communicating across the spectrum regardless 
of rank to do what needs to be done to keep our patients safe 
is important.”

Active
SAFETY 
Patient Safety in Action: TeamSTEPPS® Now and 
a Look into the Future
By DoD Patient Safety Program

Team Strategies and Tools to Enhance Performance and Patient Safety 
(TeamSTEPPS) is a teamwork system designed to improve the quality, 
safety and efficiency of health care. Military treatment facilities are using 
TeamSTEPPS to improve patient safety and become a high reliability 
organization.

TeamSTEPPS Tools 
Commonly Used in MTFs

 • SBAR • Huddle

 • Call-out • Brief

 • Check-back • Debrief

 • CUS
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8 Speaking up and reporting patient safety events are two im-
portant steps to creating a culture of safety. Fancher also noted 
they are communicating to staff and medical teams that re-
porting of events is helping the facility establish a non-punitive 
culture. 

The use of Joint Patient Safety Reporting for all patient safe-
ty events, including near misses, provides facility leadership 
an opportunity to recognize staff for making patient safety a 
priority. 

In the Air Force, TeamSTEPPS has been integrated into a ser-
vice-wide high reliability initiative called “Trusted Care.” This 
model includes four domains: patient centered care, culture 
safety, continuous process improvement and leadership. Lead-
ership completes an eight-hour “Leader-Model” course and 
then all staff complete a four-hour class on safety and error 
prevention. Both courses incorporate clinical and non-clinical 
scenarios with TeamSTEPPS tools. 

“We received feedback that non-clinical staff don’t quite un-
derstand how their position fits within patient safety,” said Dr. 
Bev Thornberg, patient safety program consultant with the 
Air Force Medical Operations Agency. “Trusted Care gives 
staff throughout a facility the TeamSTEPPS tools they need to 
speak about what they do for high reliability and patient safety 
as a whole.”

The impact of the Trusted Care model has been positive. At 
Travis Air Force Base, the Medical Logistics Flight implement-
ed daily safety huddles. Through these brief team gatherings, 
it was noticed that lab tests sent from other medical facilities 
weren’t tracked in their inventory management system and 
were not always kept cold as necessary upon arrival to the 
warehouse. 

While the warehouse staff don’t directly interact with patients, 
they identified a problem and solution that had a positive im-
pact on patient care.  

“The huddles empowered the staff to speak up about the issue 
they were noticing and seek the expertise to fix it,” Thornberg 
said. “The Trusted Care model is making it to the frontline and 
the patient safety culture is showing a positive change. We are 
looking forward to measuring these Trusted Care domain per-
ceptions in our newly launched MED survey we created this 
year with the Air Force Safety Center.”

Additionally, as part of Trusted Care, Every Airman as a Prob-
lem Solver is creating a transparent culture and fostering re-
spectful teamwork in the Air Force.

“We want folks to realize they are empowered to speak up and 
make change happen,” Thornberg said. “Just like if an active 
duty airmen left the building without their hat on, someone 
would say something. We are trying to establish that mindset 
in health care as well. I think if anyone can change culture, it’s 
the military: ‘If I see something, I’m going to say something.’”

Ineffective communication is one of the most common factors 
identified in root cause analyses of medical errors. Improving 
communication strengthens team work and results in safer 
patient care. 

The TeamSTEPPS program is one strategy to improving team-
work and communication. For more information on effective 
communication strategies and tools, read the Focused Review 
on communication in the Patient Safety Learning Center. 

Other patient safety tools and resources for military health 
care and patient safety professionals are available on the 
DoD Patient Safety Program web site, https://www.health.
mil/Military-Health-Topics/Access-Cost-Quality-and-Safe-
ty/Quality-And-Safety-of-Healthcare/Patient-Safety/
Patient-Safety-Products-And-Services

health.mil

Team Strategies and Tools to Enhance Performance 
and Patient Safety (TeamSTEPPS) is an evidence-based 
teamwork system designed to improve the quality, 
safety and efficiency of healthcare. TeamSTEPPS 
consists of a collection of instructions, materials and 
tools to help drive a successful teamwork initiative 
from the initial planning to implementation through to 
sustainment. 

The system is designed to improve patient safety using 
a three-phase approach: Phase I Assessment: Facility 
determines organizational readiness; Phase II Planning, 
Training & Implementation: Facility “decides what to 
do” and “makes it happen;” and Phase III Sustainment: 
Facility spreads the improvements in teamwork 
performance, clinical processes and outcomes resulting 

from the TeamSTEPPS initiative.

TeamSTEPPS®

Active
SURGERY
BAMC Returns to Full Surgical Capability
By Elaine Sanchez, Brooke Army Medical Center Public Affairs

Brooke Army Medical Center has re-
turned to full surgical capability after 
implementing a number of initiatives 
aimed at further improving surgical care. 

BAMC is back to averaging 65 to 70 sur-
gical cases per day. The hospital scaled 
back its surgical procedures by about 
50 percent last spring to conduct a full-
scale review of end to end processing 
and quality standards, said Brig. Gen. 
Jeffrey Johnson, BAMC commander.

“We want to be proactive, ensuring 
we are able to meet safety and quality 

requirements our patients expect and 
deserve,” the commander said. “We im-
plemented a deliberate full-scale review 
with our patients first and foremost in 
mind.”

A few key indicators triggered the sur-
gical slowdown, including a backlog in 
unassembled, sterilized surgical instru-
ment sets and pre-surgery instrument 
sterilization concerns.

BAMC’s Sterile Processing and Distribu-
tion division is charged with sterilizing 
all instruments for in and outpatient 

surgeries and procedures throughout 
the hospital and outlying clinics. The 
division processes about 14,000 surgical 
instrument sets per month on average, 
according to Lt. Col. Patricia O’Ne-
al-Mellen, SPD chief. Surgeons request 
anywhere from two to 26 sets per sur-
gery depending on the complexity of the 
case.

SPD is an integral part of the surgical 
process, noted Lt. Col. Patricia O’Ne-
al-Mellen, SPD chief. “It touches every 
area of the hospital,” she said. 

Spc. Thomas Kaithamattam, Brooke Army Medical Center Sterile Processing and Distribution division technician, inspects surgical instruments as part of 
the sterilization process. (Photo Credit: Robert Shields, BAMC Public Affairs)
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The labor-intensive process starts in the 
operating room, where the OR techni-
cians are charged with ensuring instru-
ments are kept clean throughout the 
surgery. After the surgery is completed, 
OR technicians wipe off the instruments 
and spray them with an enzymatic clean-
er before handing them off to SPD. 

Once in SPD, technicians decontami-
nate the instruments, run them through 

a washer/disinfector machine, and then 
dry, wrap, and send the instruments 
through a high temperature sterilizer, 
while documenting and logging all sets 
through an electronic tracking device. 
“Intense, detail-oriented” quality checks 
take place at every step of the way, O’Ne-
al-Mellen said.

With each set taking up to an hour and 
a half to sterilize and process, SPD has 

a “daunting task to undertake each day,” 
she said. The complexity of our instru-
ments supporting advanced surgical 
procedures performed at BAMC has 
dramatically increased adding to the im-
portance of the SPD mission.

Starting last spring, SPD began to run up 
against a rising backlog tied to personnel, 
equipment and processing inefficiencies, 
explained Col. Eugene Christen, chief, 
Department of Operative Services. Over 
time, the SPD staff became challenged 
in meeting the increased set demand 
as surgeons focused on meeting patient 
needs and completing repetitions to en-
sure their readiness to deploy in support 
of military operations. 

At the same time, OR personnel began to 
raise some instrument sterilization con-
cerns discovered in their quality checks 
— all prior to patient use, Christen said. 
“Their early detection is a great tribute 
to our OR staff and their attention to de-
tail,” he said.

The sterilization concerns, coupled with 
the backlog, signaled an immediate need 
to leadership for a surgical slowdown to 
ensure experts had the opportunity to 
conduct a full review of the entire surgi-
cal services process, Christen said.

“Our aim was to ensure the absolute 
highest quality of surgical services every 
step of the way,” he said. The slowdown 
postponed elective surgeries to enable 
BAMC’s trauma and urgent care mission 
to remain unaffected, he added.

The review started with a close exam-
ination of SPD processes and personnel, 
Christen said. 

“We took a close look at staffing, sched-
ules, equipment and workflow,” he said. 
“While we felt confident we could get to 
the root of the issues, we also invited in 
experts from The Joint Commission and 
Army Medical Command headquarters 
for an additional, external perspective.”

As a result of the review, BAMC in-
creased the current SPD staff by 25 per-
cent with 24 personnel and increased 
the “leadership footprint,” Christen said. 

Lillie Williams, Brooke Army Medical Center Sterile Processing and Distribution division crash cart 
maintainer, ensures a crash cart has the proper surgical instrumentation. (Photo Credit: Robert Shields, 
BAMC Public Affairs)

The division also added a fourth shift to 
provide an extra layer of coverage during 
the busiest surgical times of the day.

BAMC also instituted a number of im-
provements to an already intensive ster-
ilization process to include increased 
quality checks, equipment additions and 
updates, and a closely monitored track-
ing system to ensure accountability for 
surgical sets from the OR to SPD and 
back again. 

“We call this our ‘point of use’ policy,” 
Christen explained. “By knowing who 
has hands on each set at every point… if 
there’s ever an issue, we can make quick 
corrections to processes and quality 
control.” 

“Point of use” refers to the cleaning the 
OR technician completes in the OR 
before SPD receives the set. Chain of 
custody tags are attached to each set an-
notating who has touched the set. 

Additionally, SPD examined its config-
uration to enhance the workflow and 
worked closely with OR personnel to 
improve the lines of communication. 
“Each day we review the list of cases for 
the next day and start supplying case 
carts to ensure we’re all set for each case,” 
Christen said. “We work methodically 
and professionally to ensure a precise 
outcome.”

The key to this entire process was collab-
oration, Christen emphasized. Leaders, 
surgeons, OR and SPD personnel were 
involved at every step of the way, he said.

This was a tremendous team effort,” 
Christen said. “SPD touches not just the 
OR, but all of our clinics. It supports the 
entire system and we needed everyone’s 
input and suggestions.”

The end result was a “drastic increase 
to SPD’s capabilities and throughput,” 
Christen said. 

For O’Neal-Mellen, a high point of this 
process was the feedback she received 
from a MEDCOM expert, who conduct-
ed an initial survey and provided sug-
gestions to improve processes. BAMC 
invited him back for a follow-up review 
a few months later.

“He took a look at our improved quali-
ty processes and turned to me and said, 
‘I’ve got chills,’” O’Neal-Mellen recalled. 
“It was tremendous validation as we 
move forward in our high-reliability or-
ganization journey.”

The surgical slowdown was the “absolute 
right thing to do” for BAMC’s military 
and civilian patients, Johnson noted. 
The teamwork, collaboration and im-
provements are “a testament to BAMC’s 
continuous commitment to safe, quality 
care for our patients and their families.”

army.mil
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SURGERY
Elective Surgeries Hone Surgical Skills,  
Prepare Medical Team for Combat
By Gloria Montgomery, Carl R. Darnall Army Medical Center

Inside Carl R. Darnall Army Medical Center’s second floor 
surgery suite, surgeons and medical teams are busy honing 
their critical-care skills. In one room, a retiree is getting a new 
nose. A few feet away, surgeons are replacing broken knees and 
performing bariatric surgery on dependents to enhance their 
quality of life. Regardless of procedure or patient, every inci-
sion is an exercise in mission readiness.

“Often, when we think of readiness, we’re only thinking of the 
warfighter or active-duty Soldier,” said Lt. Col. Leah Triolo, an 
orthopedic surgeon and deputy of the Fort Hood hospital’s 
surgical services. “But there’re a lot of other green suitors who 
to go to support that warfighter, and that’s our medical team.”

That team, said Triolo, includes every member on the nursing 
and anesthesiology staff to the post-recovery and the ward staff 

who are taking care of the medications and providing more 
challenging care.

“Even though the surgery itself is elective, providing care to 
more complex cases, such as a total joint replacement, helps 
with the readiness of the entire team,” she said. 

That’s why every surgery is value added when it comes to sav-
ing lives, according to CRDAMC’s surgical team. 

Every surgery a training opportunity
“Everything we do is a training opportunity to better prepare 
us for such things as gunshot wounds, fractures and IED ex-
plosions when we do go downrange,” said Lt. Col. Lance Taylor, 
who as chief of operating and anesthesia services, orchestrates 
the battle rhythm inside CRDAMC’s 8-bay surgical suite. 

Every surgery, regardless of patient or procedure, prepares every member of the operating and post-op team for critical missions downrange.  
(Photo Credit: Ms. Gloria Montgomery)

The elective surgeries, too, said Triolo, offer the medical team 
exposure to different population groups who often have two or 
more complex issues that require extensive critical care.

“When we look at our total joint population, they represent a 
population of complex patients because of their medical co-
morbidities that we may not see when we treat only our ac-
tive-duty population who are often young and healthy,” said 
Triolo who has deployed twice to Afghanistan with Forward 
Surgical Teams. “It’s the same with the bariatric care popula-
tion who are often admitted to the intensive care unit post-op 
because of other pre-existing conditions that represent criti-
cal-care issues.”

Maj. Saundra Martinez, a perioperative nurse who saw her 
share of injuries during her 2007-2008 deployment to Tikrit, 
Iraq, with the 82nd Airborne, said repetition and training in 
controlled environments translate to surgical excellence and 
patient safety. 

“All that training just clicks in when you are deployed,” said 
Martinez, who is the chief nurse and officer in charge of 
CRDAMC’s operating room suites. “That muscle memory just 
comes back to you regardless of the procedure and requires 
you to critically think about what’s going on and what you 
need to do to get that patient stable.” 

Elective surgeries help refine skills
Open surgeries such as hernias or gastric bypass procedures 
also offer real-world lessons in anatomy.

“In theater, we get big cases like gunshot wounds to the abdo-
men and blast explosions, so what we do stateside exposes us to 
that open-body environment,” said Capt. Carolyn Dillon, who 
deployed to the Helmand Province in Afghanistan in 2013-
2014 and now serves as a circulating nurse who helps prep the 
patient for surgery and oversees operating room preparation. 
“We saw lots of wounds from IED explosions, burns and gun-
shot wounds to the arms and chest, so taking care of the pa-
tients there from our fixed experiences here, helps you think 

outside the box. You’re just not going to have all the necessities 
in theater that you have here, so critical thinking is key. Over-
all, all the experiences refine your skills, so you kind of know a 
little bit about everything.”

On average, the eight surgical teams, which consist of the sur-
geon, circulating nurse, technician and anesthesiologist per-
form about 30 surgeries daily. 

It’s important, said Taylor, who manages the surgical center’s 
operating hub with rapid-fire precision, to keep the operating 
rooms hopping to maximize both operational resources and 
the surgical skills of the hospital’s medical team.

“If the operating rooms weren’t filled all the time, how would 
we get our skills?” said Martinez. “How would we know how to 
take care of our patients?”

For CRDAMC physician, Lt. Col. Paula Oliver, who recently 
returned from a combat deployment, every procedure regard-
less of simplicity or severity prepares surgeons for combat’s 
worst-case scenarios.

“The more you operate, no matter the procedure, the more 
familiar you are with the anatomy and are exposed to compli-
cations and anatomical differences,” said Oliver. “Even those 
who care for civilian trauma can’t be completely prepared for 

While serving with the 67th Forward Surgical Team (Airborne), then 
Maj. Leah Triolo (left) assists an Afghan midwife in preparing a cast at 
Forward Operating Base Farah, Farah Province, Afghanistan, during a 2012 
deployment. The experiences medical providers received in controlled 
environments like stateside military hospitals, better prepare the team for 
battle and its associated critical-care missions. (U.S. Army photo by 1st Lt. 
Mark Graff, Provincial Reconstruction Team Farah)

Every hand that touches a surgical patient at Fort Hood’s Carl R. Darnall 
Army Medical Center contributes to the readiness of CRDAMC’s medical 
teams. (Photo Credit: Ms. Gloria Montgomery)

“Elective surgeries like gastric bypass procedures 
offer real-world lessons in anatomy and helps in 

critical-thinking skills when in combat” 
Capt. Carolyn Dillon
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the massive wounds we see with IED blasts, but the more you 
know, are exposed to, and are comfortable with, helps when 
you receive your first traumatic multiple amputee.”

Repetition builds confidence
That repetition also builds confidence for the Army’s operat-
ing-room technicians who shadow the surgeons.

“The only way you are going to boost your confidence level 
is through repetition,” said Spec. Matthew Barek, an operat-
ing-room technician who has already assisted in more than 
300 surgeries in the three months he has been at CRDAMC. 

“It helps you to not get nervous and to be able to do everything 
you need to do.” 

Surgery is not just about incisions and sutures. It’s also about 
patient safety.

“Everyone on that table is someone’s mother, father, son or 
daughter,” said Sgt. Mark Johnson who is as the non-commis-
sioned officer in charge of CRDAMC’s surgery department, su-
pervises the enlisted, civilian and contracted operating-room 
technicians.

And that, says Martinez, is why every surgical opportunity is a 
training exercise in deployment medicine. 

“It really is irrelevant what kind of surgery it is,” said Marti-
nez. “Having the opportunity to hone our skills during routine 
procedures is essential downrange when saving lives on the 
battlefield.” 

And those skills, said Triolo, are the unifying element for all 
the medical providers tasked with saving lives.

“When you’re forward deployed, you don’t have the assets you 
have here at home, but the skills, which come from the readiness 
you’ve developed by taking care of critical patients, you take with 
you,” she said. “Even though the procedures we’re performing 
here may be thought of as elective or not needed in a military 
setting, the trickle-down effect for the readiness of the hospital’s 
entire team is important. And we like the positive impact it can 
have on the entire population that we support here at Fort Hood.”

army.mil

The Army’s enlisted operating-room technicians must anticipate the 
surgeon’s needs in advance to better assist the surgical team during 
procedures. When not assisting the surgeons, the technicians are preparing 
for each case in advance by hitting the books and reviewing previous case 
studies. Another aspect of an operating room technician’s responsibility is 
ensuring sterility isn’t compromised during the procedure.  
(Photo Credit: Ms. Gloria Montgomery)

At left, Capt. Carolyn Dillon, assists one of the operating-room technicians in setting up the operating room for another surgery. Dillon, who deployed to 
the Helmmand Province in Afghanistan in 2013-2014 and now serves as a circulating nurse for Carl R. Darnall Army Medical Center’s operating rooms, 
said elective surgeries like gastric bypass procedures offer real-world lessons in anatomy and helps in critical-thinking skills when in combat.  
(Photo Credit: Ms. Gloria Montgomery)

A week before Thanksgiving, a Navy explosive ordnance dis-
posal technician clung to life in a Baghdad hospital after an 
IED he was clearing left his body in tatters.

With extensive damage to his airways and his lungs failing, this 
Sailor would need specialized treatment if he had any hope of 
survival. That’s when a team of doctors from the San Antonio 
Military Medical Center, led by Air Force Reserve Citizen Air-
man Dr. (Maj.) Jeffrey DellaVolpe, was called into action.

DellaVolpe is an Individual Mobilization Augmentee assigned 
to a one-of-a-kind life-saving medical team at SAMMC. He is 
one of less than a handful of military doctors fully qualified 
to perform a treatment known as extracorporeal membrane 
oxygenation, or ECMO for short.

According to Dr. (Col.) Phillip E. Mason, the SAMMC Adult 
ECMO Program medical director, ECMO is a process in 
which blood is oxygenated and circulated to the brain and oth-
er critical organs. Highly-skilled doctors insert garden hose-
sized tubes, called cannulas, into blood vessels in the neck or 
groin. These tubes are then connected to the ECMO device, 
which uses a pump to remove the blood from the body, pass it 
through an artificial lung, and then return it to the body.

“It keeps the patients alive while the lungs, and possibly heart, 
heal,” said Mason, adding that a patients have successfully re-
mained on ECMO from anywhere from a few days to a few 
months.

According to Mason, who was deployed during the call for 
ECMO help, DellaVolpe is one of the most experienced ECMO 
physicians in the entire Department of Defense and also has 
experience with long-range ECMO transports — eight at the 
time, with the November mission making his fifth internation-
al transport and ninth overall.

“Getting him activated for this mission was key to a successful 
operation,” said Mason.

Due to the severity of the bomb tech’s injuries, he would re-
quire the specialized care of the SAMMC ECMO team in 
order to be transported to a fully equipped medical facility. 
There’s a very small percentage of patients sick enough to need 

an ECMO transport but those who are, can’t be moved until 
they’re on the therapy.

“The biggest part,” said DellaVolpe, “is if they need ECMO, 
they need it quick.”

DellaVolpe and his team of two doctors and five nurses went 
into action as soon as the call came in.

The Air Force Reservist, who works at Methodist Hospital in 
San Antonio, coordinated the time off. The ECMO team was 
placed on travel orders, gathered their equipment — nine 
Pelican cases of gear, plus enough backup supplies to operate 
independently for 72 hours — and hopped on the next flight 
to Germany. At Ramstein Air Base they were picked up by a 
waiting C-17 and flown to Baghdad.

Active
SURGERY
Reserve Citizen Airman Leads 
Life-saving Med-evac Mission
By Senior Master Sgt. Timm Huffman, Headquarters Individual Reservist Readiness and 
Integration Organization

Dr. (Maj.) Jeffrey DellaVolpe, an Individual Mobilization Augmentee, 
works to place a Navy explosive ordnance disposal technician on 
extracorporeal membrane oxygenation therapy, or ECMO for short. The 
procedure, which artificially oxygenates the blood, stabilized the sailor’s 
body, allowing him to be transported directly from Baghdad to the San 
Antonio Military Medical Center, Texas.  
(U.S. Air Force photo by Senior Airman Keifer Bowes)
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laVolpe, who credited the many people working behind the 
scenes to ensure orders were cut and travel arrangements made 
with getting the team in the air on time.

While the medical staff in Baghdad waited, they kept their 
Sailor alive on a ventilator. However, because his lungs were 
severely failing, it was a race against the clock to get the ECMO 
team in place.

“A ventilator supports your breathing, but if your lungs are fail-
ing, it’s not going to help,” said DellaVolpe.

During the flights, the ECMO team prepared for what was ahead 
so they could show up ready to go; the Sailor was on ECMO 
within one hour of arrival. DellaVolpe said it took 30 hours 
from the time they got the call in San Antonio until they were 
treating the patient on the other side of the world in Baghdad.

After the patient was on ECMO, doctors at the Baghdad hospital 
performed several more critical surgeries. The Sailor was then 
loaded onto a C-17 for a historic flight. Historic because the 
medical evacuation marked the first time a U.S. service mem-
ber undergoing ECMO treatment would be flown to the United 
States on ECMO. 72 hours after initial notification, the medi-
cal evacuation flight delivered its patient directly to SAMMC, 
where he is now recovering, surrounded by family and friends.

 “It is also the first time we have responded from the continental 
U.S. to an overseas location for a combat casualty,” said Mason, 
who added that it was the longest ECMO transports ever con-
ducted by the military.

While the life-saving capability is not uncommon, few doctors 
come out of training with any experience in the niche therapy. 
Coupled with the frequency at which military doctors have a 
permanent change of station or leave the military, they rarely 
have time to become fully qualified.

“Factor in 6-month deployments for some of our people and 
you can see that we have a revolving door that makes it very 
difficult to retain talent and sustain the program,” said Mason.

The head ECMO doctor said the first military team to use 
ECMO was an ad hoc group of doctors and nurses from Land-
stuhl Regional Medical Center, Germany, between 2005 and 
2011. This team saved nine of the 10 patients they treated but, 
with no in-patient ECMO facilities available, they had to rely on 
a local German hospital to sustain the treatment once the ser-
vice member transported out of theatre. This early team high-
lighted the need for the Department of Defense to maintain an 
ECMO team and develop an in-patient capability said Mason.

The ECMO team at SAMMC treated its first patient in 2012. 
The first few years saw no more than six cases per year, said Ma-
son. But, beginning in July 2015, that number exploded, grow-
ing to 17 in 2016 and on track for 35 patients in 2017. Since 

2013, the team has also conducted 42 total ECMO transports, 
“including international missions from Afghanistan, Iraq, Ja-
pan, Honduras, Germany and Columbia,” said Mason.

In addition to combat casualties, ECMO utilization is growing 
quickly for multiple patient populations, including trauma, 
medical conditions and acute illnesses, Mason added. These 
missions help keep military medicine on par with leading ci-
vilian centers, while also maintaining readiness for combat 
casualty care.

With the growing demand and short supply of qualified doc-
tors, Mason turned to the Individual Reserve to retain and 
nurture talent.

The Individual Reserve is managed by the Headquarters In-
dividual Reservist Readiness and Integration Organization, 
Buckley Air Force Base, Colorado. The program includes IMAs, 
reservists assigned to funded positions at active-component or-
ganizations and government agencies where they augment full-
time counterparts. They have military requirements similar to 
traditional reservists, serving between 24 and 36 days per year, 
but also manage a civilian career.

According to Col. David Lesko, the HQ RIO Detachment 5 
commander, responsible for all Individual Reserve medical po-
sitions, the IMA program was a good fit for Col. Mason’s need at 
SAMMC. An IMA can continue serving in the Air Force, con-
tributing directly to the active-duty mission as-needed, while 
simultaneously working a full-time civilian job. In this case, 
DellaVolpe gains full-time specialty experience at Methodist 
Hospital, where he works in the surgical and cardiac intensive 
care unit, and the Air Force can retain him and his ever-growing 
ECMO capability for critical missions like the one in November.

The Det 5 commander said that during their annual review of 
positions, Mason reached out to him to inquire about adding 
several IMA billets to the SAMMC ECMO team. Lesko had 
several billets he was able to redistribute to Mason’s team. Del-
laVolpe went directly from active duty into one of the new IMA 
positions in July.

“Working for Methodist allows me to build experience in 
ECMO, since the Air Force doesn’t do much in the way of heart 
transplants and mechanical circulatory support devices,” noted 
DellaVolpe. “This is a treatment usually for the critically ill but 
the military still has a need for the war fighter.”

He said he could not have asked for a better mission. For the 
eight who went, the dedication of the whole team working 
around the clock to safely bring their brother-in-arms home 
was inspiring.

“Hopefully this demonstrated our capability and we can con-
tinue to save lives,” said DellaVolpe.

af.mil
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SURGERY
Robotic Surgery Training Program Aims at 
Improving Patient Outcomes
By Shireen Bedi, Air Force Surgeon General Public Affairs

As the use of surgical robotics increases, the Air Force Medical 
Service is training its surgical teams in the latest technology, 
ensuring patients have access to the most advanced surgical 
procedures and best possible outcomes.

To address the demand for training military healthcare provid-
ers, Maj. Joshua Tyler, director of robotics at Keesler Air Force 
Base, Mississippi, helped to establish the Institute for Defense 
Robotic Surgical Education. The first of its kind in the Air 
Force, the facility trains Air Force, Army, Navy and Depart-
ment of Veterans Affairs surgical teams to use state-of-the-art 
medical robotics. Access to this type of training was previously 
only available through private industry.

“Robotic surgery is becoming the standard of care for many 
specialties and procedures, but Air Force surgeons had limit-
ed opportunities to train with surgical robots,” said Tyler. “We 
needed a way to get surgeons trained without relying solely on 
the private sector. With the creation of InDoRSE we are able to 
do just that by using existing facilities and personnel.”

The InDoRSE training site addresses challenges unique to mil-
itary healthcare. The training also uses a team-based model, 
which helps overcome some of the challenges of implementing 
robotic surgery in military hospitals.

“Between deployments, operational tempo, and varying sur-
gical volumes at military facilities, it is important that whole 
teams are fully trained on surgical robotics,” explained Tyler. 
“Also training the nurses and medical technicians, in addition 
to the surgeon, ensures that everyone has tangible experience 
with the robot, and helps get surgical robotics up and running 
much quicker.”

Robotic surgeries have been shown to deliver better outcomes 
for patients than traditional surgery. Robotics offers increased 
mobility for the surgeon, allowing them to make smaller 

incisions, and gives them better visualization. This precision 
leads to more successful surgeries and quicker recovery times, 
which improves patient satisfaction and lowers costs.

“The best outcomes I’ve ever given my patients came using 
robotics,” explained Tyler. “We see significant decreases in 
post-surgery pain, surgical site infection rates and length of 
hospital stay. That quicker recovery means patients get to re-
turn to their normal life more quickly.”

The InDoRSE facility at Keesler AFB stood up in March 2017. 
There are already plans to double its training capacity soon. 
Soon after Keesler AFB’s facility opened, Wright-Patterson 
AFB in Ohio set up their own surgical robotics program. Tra-
vis AFB in California and Nellis AFB in Nevada are currently 
working on their surgical robotics acquisition now.

“Use of robotics is increasing in many medical specialties,” said 
Tyler. “Providing opportunities for our whole surgical teams 
to receive training on this cutting edge technology is vital 
to the AFMS’s focus on continuously improving the patient 
experience.”

af.mil

 Col. Debra Lovette, 81st Training Wing commander, receives a briefing 
from 2nd Lt. Nina Hoskins, 81st Surgical Operations squadron room 
nurse, on robotics surgery capabilities inside the robotics surgery clinic at 
Keesler Medical Center, Miss., June 16, 2017. The training program was 
stood up in March 2017 and has trained surgical teams within the Air 
Force and across the Department of the Defense.  
(U.S. Air Force photo by Kemberly Groue)

Robotic surgery is becoming the standard of 
care for many specialties and procedures.

Active
SURGERY
Army Upgrades Frontline Surgical Teams
By Ellen Crown, U.S. Army Medical Materiel Agency Public Affairs

The 745th Forward Surgical Team, a detachment of the 31st 
Combat Support Hospital, became the Army’s first unit to up-
grade into a Forward Resuscitation and Surgical Team at Fort 
Bliss, Texas, Feb. 6.

The unit converted as part of a coordinated medical materiel 
fielding with the U.S. Army Medical Materiel Agency, a sub-
ordinate organization of the U.S. Army Medical Research and 
Materiel Command. 

A highly mobile 20-person medical team that operates close 
to the front lines, FSTs provide emergency resuscitation and 
surgery to injured service members prior to further medical 
evacuation.

The conversion to the FRST restructures the team and 

resources so they can split into two separate 10-person teams 
that are both able to provide “damage control” resuscitation, 
surgery and post-operative care. 

“Functionally, FSTs have been splitting up in support of mis-
sions for years. However, when we would split up an FST, we 
would have to decide which team took a certain medical device 
or personnel,” said Lt. Col. Brian Cooley, 745th FRST Com-
mander. “Now, with the restructure to a FRST, each team can 
provide complete capabilities. FRSTs are modular and scalable, 
offering the Army greater mission flexibility.”

Cooley, a certified registered nurse anesthetist who has served 
in the Army for 28 years, worked alongside his fellow Soldiers 
during the fielding. Similar to a FST, the FRST includes Army 
doctors, nurses and medics — some of which are pulled from 

U.S. Army Soldiers with the West Virginia Army National Guard load a simulated patient into a UH-60 Blackhawk as part of combat medic training Jan. 
25, 2018 at the Volkstone Training Area, Camp Dawson, W.Va. (Photo Credit: U.S. Air National Guard Photo by Caleb Vance)
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Brooke Army Medical Center took a leap 
forward for military vascular surgical 
care Oct. 4 when surgeons performed a 
TransCarotid Artery Revascularization 
procedure, marking the first time this 
procedure to reduce carotid artery ste-
nosis has been used at BAMC.

The TCAR procedure is more common-
ly used in the civilian sector, but it was 
recently approved for use within the 
military health care system, explained 
Army Lt. Col. (Dr.) Shane McEntire, a 
vascular surgeon at BAMC, who per-
formed the procedure.

“This was the first time this procedure 
was used at Brooke Army Medical Cen-
ter,” McEntire said. “And, I believe this 
may be the first time the procedure was 
done in the military health system. “Sur-
geons must be specially trained or as-
sisted by someone who has been trained 
on the device used during the procedure 
before they can do this surgery,” the doc-
tor said. 

The patient, Christine Kruithof, had 
heard about the procedure before, so 
she was not leery about it. TCAR uses 
a small incision at the neckline that is 
smaller than a carotid artery endarterec-
tomy, the surgery normally used to clear 
carotid artery stenosis.

Narrowing or stenosis of the carotid ar-
teries occurs when plaque builds up and 
the carotid arteries begin to constrict. 
This can slow the blood flow to the 
brain, possibly causing a stroke.

There are four treatment options for 
patients with carotid artery stenosis: 
diet modification and exercise, medical 

management with prescription medica-
tions, carotid artery endarterectomy, or 
transfemoral carotid artery stenting. 

“Historically the way we treat carotid 
artery disease or blockage of the artery 
is with surgery,” said McEntire. “This 
procedure is for people whose physician 
deems them high risk for a tradition-
al surgery. This is an alternative to the 
transfemoral stenting which has a greater 
stroke risk,” McEntire said. “The whole 
point is to decrease the risk of a stroke.” 

During the procedure, the surgeon tem-
porarily places a tube directly into the 
carotid artery. The tube is connected to 
a system that temporarily directs blood 
flow away from the brain to protect 
against particles that may break loose 
during the procedure. The particles may 

be captured in a filter as blood is returned 
through a tube placed in the upper leg. 

While the blood flow is reversed, a stent 
is placed at the area of the blockage. The 
stent holds the artery open to allow nor-
mal blood flow to the brain. After the 
stent is successfully placed the reverse 
flow is turned off and the blood flow re-
sumes its normal direction.

“Several research studies have shown 
the TCAR procedure demonstrated a 
reduction in embolization to the brain,” 
McEntire said. 

“I was confident about the procedure,” 
Kruithof said. “Doctor McEntire and his 
team are absolutely terrific. I recuperat-
ed really fast,” she added.

army.mil

Active
VASCULAR SURGERY
TCAR Procedure Used for First Time at BAMC
By Lori Newman, Brooke Army Medical Center Public Affairs

Army Lt. Col. (Dr.) Shane McEntire, a vascular surgeon at Brooke Army Medical Center, shows the device 
used to perform the TransCarotid Artery Revascularization procedure to Air Force Maj. (Dr.) William Harris, 
vascular surgeon, and DeAnn Yanez, a nurse in the vascular surgery clinic, Dec. 12, 2017. Surgeons must 
be specially trained or assisted by someone who has been trained on the device used during the TCAR 
procedure before they can do this surgery. (Photo Credit: Robert Shields, BAMC Public Affairs)

the Army Professional Filler System, a program that fills de-
ploying units with needed personnel to complete the mission. 

One change, however, is that FRSTs are no longer slotted to 
include operating room nurses. Detachment Sergeant Sgt. 
1st Class Michael Reisinger, a combat medic with more than 
13 years of service, said that change will require some team 
cross-training prior to deployment. 

“I will be focused on making sure my Soldiers are fully 
trained and mentally prepared for the mission,” said Reising-
er, who participated in the fielding coordinated by USAMMA 
Mid-Western Regional Manager Jude Corpuz in collabora-
tion with USAMMA colleagues Emma Ashford and Natalie 
Ingram. 

“Overall, this was a smooth fielding, due in great part to the 
unit for its support with the pre-planning and participation 
during the actual fielding and joint inventory,” said Corpuz. 

Corpuz also noted that the unit’s property book officer partic-
ipated during the fielding to ensure property accountability in 
the Global Combat Support System - Army, the Army’s single 
system for logistics management and property visibility. 

To keep FRSTs lean and agile, they do not include medical 
maintainers as part of the core team. This means that FRSTs 
depend on brigade-level support for medical maintenance and 
medical resupply.

Medical maintenance directly affects readiness. Medical equip-
ment must be routinely serviced on schedule and calibrated in 
order to work properly. In order to plan for these maintenance 
cycles, brigade-level medical maintainers must have system 

visibility of the unit’s medical equipment within GCSS-Army. 
Corpuz emphasized that accurate accountability in GCSS-Ar-
my is essential. 

“There are many steps to the fielding process,” added Corpuz, 
“but our goal when we’re finished is to leave the unit ready to 
complete its mission.”

USAMMA plans to field the rest of the Army’s FSTs, including 
17 active units and 22 reserve units, to support their conver-
sions to FRSTs within the next six years.

army.mil

Soldiers from the 745th Forward Surgical Team, a detachment of the 
31st Combat Support Hospital, conduct a joint inventory as they receive 
medical equipment and supplies in support of their conversion into a 
Forward Resuscitation and Surgical Team at Fort Bliss, Texas, Feb. 6. (Photo 
Credit: U.S. Army photo by Ellen Crown, USAMMA)

U.S. Army Medical Materiel Agency Fielding Manager Jude Corpuz (center) 
reviews a list of equipment the 745th Forward Surgical Team is receiving 
as part of its upgrade to a Forward Resuscitation and Surgical Team at Fort 
Bliss, Texas, Feb. 6. (Photo Credit: U.S. Army photo by Ellen Crown, USAMMA)

745th FRST Commander Lt. Col. Brian Cooley (second from left) works 
with his unit Soldiers as they inventory new equipment and supplies 
during their medical materiel fielding at Fort Bliss, Texas, Feb. 6. (Photo 
Credit: U.S. Army photo by Ellen Crown, USAMMA)
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UROLOGY
Men Need to Take Control of Their Health
By Jason Bortz, Naval Hospital Pensacola

A visit to the urologist is not something most men look for-
ward to, but results can range from improved sexual health to 
early detection of cancer.

June is Men’s Health Month and Naval Hospital Pensacola’s 
Urology Clinic reminds men of the importance of regular 
medical exams and to take control of their health care. 

The clinic provides treatment for conditions of kidney, blad-
der and male reproductive organs. Some of the common con-
ditions include male infertility, sexual health, kidney stones, 
urinary tract infections, urologic cancers, blood in the urine, 
urinary problems, vasectomies and more. 

“The majority of patients that we see are men,” said Navy Lt. 
Cmdr. David Griffin, NHP urologist. “Unfortunately, men are 
not always comfortable talking about their health.”

Topics such as trouble urinating or sexual performance may be 
hard topics for some men to discuss, but they are all common 
problems that the clinic sees on a regular basis. 

“Men have to actively take care of themselves,” said Griffin. “If 
you are having a problem, talk to your physician about it and 
get the treatment needed.”

While topics such as frequent urination or erectile dysfunc-
tion may be hard for some men to talk about, urologic cancers 
should be a topic all men should be willing to discuss with 
their physician. Early detection of testicular or prostate cancer 
will lead to better treatments and outcomes for patients.

For testicular cancer, men should perform regular self-exams 
while showering. If a lump or something unusual is discov-
ered, an appointment should be made to see a physician. 

Men should also let their physician know if they have any 

family history of prostate cancer and have a prostate exam 
when they turn 55. Signs that a man may have an issue with 
his prostate include frequent urination, difficulties urinating 
or blood in the urine. These signs could be due to an enlarged 
prostate, which is another reason to visit the Urology Clinic.

Another common condition seen at the clinic is kidney stones. 
Some people just naturally develop kidney stones, but dehy-
dration and diets high in protein and sodium can also cause 
them.

“Dehydration can cause kidney stones, especially in high heat 
climates like Florida,” said Hospital Corpsman 3rd Class Brad-
ley Blackwell, a urology technician at NHP. “You need to drink 
lots of water to flush the salts and calcium from your system.”

Men need to take control of their health, not just during Men’s 
Health Month but year round. If urologic symptoms appear 
for men or women, they should make an appointment with 
their physician. It could be something simple or it could be 
something that can cause long-term health problems.

health.mil

Lt. Cmdr. David Griffin, a urologist at Naval Hospital Pensacola, discusses a 
treatment plan with a patient in the Urology Clinic. Some of the common 
conditions seen at the clinic include male infertility, sexual health, kidney 
stones, urinary tract infections, urologic cancers, blood in the urine, urinary 
problems, vasectomies and more. (Photo By Jason Bortz)

Signs that a man may have an issue with 
his prostate include frequent urination, 

difficulties urinating or blood in the urine. 

Active
UROLOGY
Raising Awareness about Prostate Cancer
By Bernard S. Little, WRNMMC Command Communications

September is National Prostate Cancer Awareness Month, ob-
served each year to increase the public’s knowledge about the 
most common cancer in men in the United States, after skin 
cancer. Prostate cancer is also the second leading cause of can-
cer death in men, after lung cancer, according to the National 
Institutes of Health’s National Cancer Institute.

One of the leading federal agencies in the battle against pros-
tate cancer is the Department of Defense Center for Prostate 
Disease Research, located at Walter Reed National Military 
Medical Center. The CPDR is celebrating 25 years of innova-
tive basic science and clinical research to develop promising 
detection techniques and treatments for prostate cancer.

“We see men for all prostate-related problems,” said CPDR Di-
rector Army Col. (Dr.) Inger Rosner. “A good majority of the 
active duty population is male, and we serve those on active 
duty and retirees. [Prostate disease is] something that can af-
fect all men, and I think we improve the quality of life of men 
[we serve],” she added.

Retired Army Col. Jane Hudak, PhD, is a registered nurse 
and the CPDR patient educator. She explained one in six men 
will develop prostate cancer during their lifetime. “The risk of 
being diagnosed with prostate cancer increases to one in five 
men for African Americans, and one in three men if there is a 
family history of the disease,” she added.
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cer remain unknown. “Certain factors may increase the chanc-
es of developing the disease, and these factors may be genetics, 
diet, advancing age or a combination of any of the factors.

“Strategies to prevent prostate cancer have not been proven,” 
Hudak continued. “Nevertheless, it is generally agreed that 
eating a healthy diet (limited animal fats and high consump-
tion of fruits, vegetables and grains), exercising regularly, and 
maintaining a healthy body weight may be helpful in reducing 
men’s chances of developing this disease.”

Hudak further explained that detection for prostate cancer can 
include a rectal exam and/or a blood test for PSA or prostate 
specific antigen. “The PSA test measures the level of PSA, a 
substance produced by the normal prostate, in the blood. The 
PSA levels tend to be elevated in 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. A pros-
tate biopsy (tissue sample) confirms the presence of prostate 
cancer.”

According to the American Urological Association, men ages 
55 to 69 should be screened annually for prostate cancer. The 
AUA recommends men younger than 55 or older than 69 who 
are concerned about their personal risk factors should talk 
with their physician about their need to be screened. Men who 
are at risk for prostate cancer (such as men with a family histo-
ry of the disease, especially if the disease was diagnosed before 
age 60, and African American men), or men who have any 
concerns about developing prostate cancer, are encouraged to 
talk with their physician, regardless of age.

For men who are diagnosed with prostate cancer, the CPDR 
conducts “a unique and comprehensive, team-focused 
Multi-Disciplinary Prostate Cancer Clinic,” Hudak said. “This 
clinic is an all-day forum of physician consultations and ed-
ucational sessions that provide men and their families with 
information about their prostate cancer so they can make an 
informed decision on the best treatment for them. Patients are 
seen by urologic oncologists, radiation oncologists, an androl-
ogist (a urologist who specializes in male sexual health), social 
workers/clinical psychologists and nurses to discuss treatment 
options, management strategies for side effects of the treat-
ments and coping mechanisms to assist with the physical and 
emotional effects of prostate cancer.

Hudak added that treatment for prostate cancer can take a 
number of different forms, depending on the patient’s age, 
stage and grade of cancer and the presence of other clinical 
conditions. Treatment options for prostate cancer include, but 
are not limited to active surveillance, surgery and various types 
of radiation therapy. 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. Chemo-
therapy can also be offered for patients with metastatic disease.

A Survivor’s Perspective
Retired Army Col. Richard E. Talley was diagnosed with pros-
tate cancer in November 2015.
“In July of 2002, while working at the Pentagon, I took my an-
nual flight physical at the clinic there. My PSA result jumped 
from the previous year at something like 2.0 up to 3.6. [My 
provider] sent me to the old Walter Reed Army Medical Cen-
ter where I met then Captain Rosner.  She performed a biopsy 
which showed normal results, so we went into the ‘watch-and-
wait’ mode for several years. My PSA remained in the 3.5 area 
for the following years,” Talley explained. 

“In 2007 when I retired, I had my annual physical and my PSA 
bumped up a little,” the retired colonel added. “I saw a urolo-
gist at Fort Belvoir, Virginia, and he performed my second bi-
opsy. Results were normal again. This was starting to concern 
me as it didn’t make any sense that my numbers were jumping 
around and yet the biopsies were clear. 

“The next year I met with another urologist at Fort Belvoir be-
cause my PSA jumped above 5.0,” Talley continued.  She per-
formed a third biopsy and the results continued to be negative. 
We continued with the “wait and watch” and I began taking the 
PSA every six months.  At one point, my PSA jumped to some-
thing like 14, I think.  I decided to get a second opinion and 
asked my primary care physician at then-Fort Myer [Virginia] 
to refer me to Walter Reed Bethesda.
“In 2015, I went there to meet with a urologist and had the best 
surprise. My ‘new’ urologist was Colonel Rosner. I was really 
happy and comfortable finding this out as she was the doctor 
who did the first biopsy 13 years earlier.  She had me take a 
special MRI [for a biopsy].  She called me three days before 
Thanksgiving while I was at my parents in Atlanta to let me 
know that one of the samples came out positive [for prostate 
disease],” Talley explained.

The retired colonel added that his treatment included 
brachytherapy, also called seed implant, which is a form of ra-
diotherapy where a sealed radiation source is placed inside or 
next to the area requiring treatment. He said “nerves” was the 
most difficult part of his treatment at Walter Reed Bethesda.

“I was really pleased with the first class treatment,” Talley 
continued. “I had two urologists in there, including Colonel 
Rosner; two radio-oncologists; two technicians and two anes-
thesiologists. I felt like a rock star,” he added.

He described his treatment as, “pretty simple. [It] only took 
me out of work a day.  The staff was absolutely awesome. Army 
Maj. (Dr.) Jeremy Karlin, my radio-oncologist was the best. He 
has a fantastic bedside manner; easily approachable; always 
there for me if I had questions, and he remains so to this day, 
one and a half years after the procedure.”

Talley offered this bit of advice to other men concerning their 
prostate health: “Don’t play games with this. I was lucky that I 

was an aviator and thus had to have a flight physical annually 
which included labs and PSA testing. Most other men don’t 
get annual physicals at all; they only see the doctor when they 
have to. That might be too late. The one thing that I didn’t want 
to happen is to ignore my numbers and then find out one day 
that the cancer spread outside of the prostate. Then things go 
in another direction.”

Another Survivor’s Story
James William Ruest, diagnosed with prostate cancer in No-
vember 2016, agrees with Talley that men should stay on top 
of their prostate health. “If you notice anything out of the or-
dinary with regard to the urinary process, get with your pri-
mary care physician right away and get your PSA checked. Get 
your PSA checked annually and take appropriate action if it 
is elevated above your normal reading. There are possibilities 
for false positives and false negatives, but let the doctors figure 
that out.  Get your PSA checked on a regular basis.”

Ruest, who served in the Air Force, was also diagnosed at Wal-
ter Reed Beth. He said he noticed blood in his urine, which led 
him to inform his doctor.

“I sort of expected [prostate cancer] but was a little concerned 
for my future and a little scared,” Ruest said. He added his 
treatment included hormone treatment followed by radiation. 
He was also part of an immunotherapy clinical trial.

Ruest described his treatment as “painless.” He added his goal 
is to “get back to normal or as close to normal as is possible as 
soon as possible.

“Don’t be afraid to take care of this problem, and do it as soon 
as possible after it is diagnosed,” Ruest furthered. “You may 
not be everything you were before treatment, but with today’s 
methods and equipment, there will be very little impact on 
your physical well-being,” he added.

From the White House
“We have good reason to be hopeful about overcoming pros-
tate cancer,” said President Donald Trump in a statement re-
leased Sept. 1. “The rate of new prostate cancer cases in the 
United States has fallen nearly 6 percent on average each year 
over the past decade. During this same time, the rate of deaths 
due to prostate cancer has also fallen by more than 3 percent 
on average each year.  Men diagnosed with prostate cancer 
are living longer lives than ever thanks to innovative research 
and improvements in cancer treatment.  Our Nation applauds 
these ongoing efforts to enhance the lives of Americans and 
provide comfort and support in the fight against cancer. None-
theless, in fighting prostate cancer, we are still mindful that 
it remains the second leading cause of cancer deaths among 
men,” he added.

“This month, I encourage men to talk with their health-care 
providers about their risk for prostate cancer,” Trump contin-
ued. “I also call upon all Americans to do their part in raising 
awareness of this disease. We pray for Americans currently 
fighting prostate cancer and recognize the progress yet to be 
made in finding its cure,” he concluded.

wrnmmc.capmed.mil

David Valentich, chief therapist in Radiation Oncology Services at Madigan Army Medical Center, demonstrates how the Calypso 4D Localization System 
works. (Photo Credit: Mr. Lorin Smith, I Corps)
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UROLOGY
Exciting Advances in Prostate Cancer Research 
This Year
By the Military Health System Communications Office

Prostate cancer may be thought of as 
a disease that primarily impacts older 
men, but all men — regardless of age 
— should be aware of their risk. It is the 
second most common cancer among 
males in the United States, behind only 
skin cancer. But there is good news: It’s 
highly treatable if detected early.

“Many men die with prostate cancer and 
not from it,” said Army Lt. Col. Dustin 
Boyer, Office of the Surgeon General 
Consultant for Radiation Oncology at 
Tripler Army Medical Center in Hawaii. 
Roughly one in six males will be diag-
nosed with it in his lifetime. 

The National Cancer Institute estimates 
more than 161,000 men in the United 
States will be diagnosed with the disease 
this year alone. Nearly all of them — 
more than 98 percent — will be alive five 
years after diagnosis.

“We’ve seen some pretty exciting ad-
vances over the past year, from a better 
understanding of the genetics of prostate 
cancer to improved imaging modalities 
and targeted drugs,” said Boyer. 

A recent study of a personalized genet-
ic test has proven to predict the risk of 
prostate cancer returning after prostate 
gland removal or radiotherapy, he said. 
The test identifies abnormal genetic 
DNA of the prostate cancer and its ox-
ygen content.

“The studies suggest that this informa-
tion can predict with almost 80 per-
cent accuracy, and in about three days, 
the prostate cancer patients who are at 
greatest risk of recurrence,” said Boyer. 
“This is a good thing because identifying 

patients who will [most likely] die from 
other causes will allow us to follow these 
patients and avoid the side effects of 
treatment. It will also identify patients 
who are likely to die from the disease [if 
untreated] and thus should be treated 
more aggressively.”

Although the chance of developing pros-
tate cancer increases with age, younger 
men can still be at risk. Men who are 
40 or older, have a male relative with a 
history of prostate cancer, or are Afri-
can-American have a higher risk of de-
veloping the cancer.

In the past, men age 50 or older were en-
couraged to have a prostate-specific an-
tigen blood test — also known as a PSA 
test — every year to screen for prostate 
cancer. 

In 2012, the U.S. Preventive Services 
Task Force recommended against PSA 
screening, citing that the slow-growing 
disease is often overdiagnosed and over-
treated. The task force concluded that the 
side effects of treatment, as well as the 
psychological and emotional distress of 
diagnosis, can do more harm than good. 

Side effects can include urinary, bowel, 
or erectile dysfunction, fatigue, pain, 
vomiting, and nausea, among others.

Since prostate cancer advances slowly, 
not all cases require treatment. Patients 
can discuss alternative options with their 
physician, such as monitoring the cancer 
— known as active surveillance. 

The American Urology Association 
recommends males age 55 to 69 get 
screened every two years, and recom-
mends discussing PSA testing with a 
doctor.

“If you have any concerns about your 
risk for prostate cancer, it’s best to talk 
to your primary care provider about the 
risks and benefits of PSA screening,” 
said Boyer. Early stages of the disease do 
not show symptoms. Signs of more ad-
vanced prostate cancer are trouble uri-
nating, blood in urine, and discomfort 
in the pelvic area.

There is no definitive way to prevent 
prostate cancer, but there are things men 
can do that might lower their risk, said 
Boyer. These include eating a nutritious 
diet, being physically active, and main-
taining a healthy weight. A diet that in-
cludes at least two-and-a-half cups of a 
wide variety of vegetables and fruits each 
day can’t hurt, he added.

“It’s important to spread awareness about 
prostate cancer,” said Boyer. “It may not 
impact your life right now, but knowing 
what to look out for and what questions 
to ask can help later on in life.”

health.mil

The National Cancer Institute estimates more 
than 161,000 men in the United States will be 
diagnosed with the prostate cancer this year 
alone.

Active
WOMEN’S HEALTH
Annual Mammograms Recommended  
for Women Over 40
By Maria Yager

Medical officials recommend women age 
40 and older have a mammogram annu-
ally to detect for signs of breast cancer. 

“Mammography has helped reduce 
breast cancer mortality in the U.S. by 
nearly 40 percent since 1990. Annual 
mammograms can help detect cancer 
in its earliest stages when it’s most treat-
able,” said Maj. Sara Michael, a diagnostic 
radiologist and Chief of Mammography 
and Ultrasound at Blanchfield Army 
Community Hospital.

A mammogram is an x-ray that shows 
the tissue inside of a breast. The x-ray 
creates an image that a radiologist like 
Dr. Michael can use to look for abnor-
malities in the breast. 

In most cases a patient is fine and won’t 
need another mammogram until the fol-
lowing year. Regular mammograms can 
better help your healthcare team in de-
tecting cancer by giving them a progres-
sive look at your breast over time. 

“For every 1,000 women who have a 
mammogram, about 100 are called back 
for another look with an additional mam-
mogram or an ultrasound. If the Radiol-
ogist sees an abnormality, then a biopsy 
can be ordered which allows the medical 
team to collect tissue from the breast for 
a pathologist to evaluate and determine if 
cancer is present,” said Michael. 

A mammogram can detect signs of can-
cer well before it can be detected during 
a self-breast exam, which is the reason 
women over 40 are encouraged to have 
the procedure annually. Detecting cancer 
early improves a woman’s chance of a 
successful treatment.

Aside from some skin cancers, breast 
cancer is among the most common can-
cer affecting women. More than 200,000 
cases are diagnosed annually. 

Women over age 40 who receive care 
from BACH and have no current health 
issues can call directly to schedule their 
mammogram. Patients under medical 
care at BACH for a current health issue 
should speak with their physician or pro-
vider for a referral. 

Women over age 40 enrolled in TRI-
CARE, who receive their medical care off 
post can ask their physician or provider 
for a referral to receive a mammogram 
at BACH. According to the TRICARE 
website, women beneficiaries over 40 are 
authorized a mammogram annually. Ad-
ditionally, younger patients with certain 
risk factors can ask their healthcare phy-
sician or provider for a referral and use 
risk models to determine if additional 
screening measures are needed.

Dr. Michael recommends not having a 
mammogram the week before or during 
your period. Breasts may be tender or 
swollen during that time causing dis-
comfort during the procedure. Once a 
mammogram is scheduled, Dr. Michael 
offered the following tips:

• Don’t apply deodorant, perfume, or 
powder before your mammogram be-
cause these can show up as white spots 
on the X-ray.

• Dress comfortably in a top and bot-
tom so you can easily undress from 
your waist up for the mammogram.

• Plan to spend about 30 minutes in the 
clinic. While the mammogram takes 
just minutes, patients should allow 
time to complete paper work.

Once completed, patients will receive a 
letter in the mail explaining in easy to 
understand wording what, if any, next 
steps need to be taken. The clinic person-
nel will call patients who need additional 
imaging due to an abnormality seen on 
their screening mammogram, so it is 
very important to ensure a proper phone 
number is on the intake form. 

Finally, mammograms work best when 
they can be compared with previous 

ones. This allows the radiologist to com-
pare them to look for changes in your 
breasts. If you have had a mammogram 
at another facility, you will need to fill 
out the necessary forms to have those 
images mailed to BACH. Patients who 
have had a mammogram at BACH and 

“For every 1,000 women who have a mammogram, about 
100 are called back for another look with an additional 
mammogram or an ultrasound.” says Maj. Sara Michael, 
a diagnostic radiologist and Chief of Mammography and 

Ultrasound at Blanchfield Army Community Hospital.
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are transferring to another installation 
can visit the clinic to get a copy of their 
mammogram images to give to their new 
provider. 

“Patients can fill out some paperwork 
and request a CD before leaving the 
department and the CD will typical-
ly be ready in 48 hours. While another 
medical treatment facility should be able 
to transmit the images electronically, I 
still recommend having a CD on hand 
since plan B is always advised,” said Dr. 
Michael, adding that BACH will also ac-
cept mammogram images for incoming 
patients.

army.mil

Blanchfield Army Community Hospital Chief of Mammography and Ultrasound, Maj. Sara Michael, a diagnostic radiologist, reviews a mammogram 
Oct. 11 to look for any abnormalities in the breast tissue that could require further testing. Women over age 40 should have a mammogram annually 
to detect for signs of breast cancer. Women over age 40 who receive care at BACH can call the mammography clinic directly to schedule their annual 
mammogram. U.S. Army photo by Maria Yager

“Mammography has helped reduce breast cancer 
mortality in the U.S. by nearly 40 percent since 1990. 

Annual mammograms can help detect cancer in its 
earliest stages when it’s most treatable,” said  
Maj. Sara Michael, a diagnostic radiologist and  

Chief of Mammography and Ultrasound  
at Blanchfield Army Community Hospital.

Active
WOMEN’S HEALTH
More Women are Winning the Battle  
Against Breast Cancer
By the Military Health System Communications Office

Thanks to improvements in detection 
and treatment, “more and more breast 
cancer patients are becoming breast 
cancer survivors,” said Army Col. Craig 
Shriver, director of the John P. Murtha 
Cancer Center at Walter Reed National 
Military Medical Center in Bethesda, 
Maryland. “We’re making strong progress 
in decreasing death from breast cancer.”

Citing a study that was published this 
month in the American Cancer Society’s 
“CA: A Cancer Journal for Clinicians,” 
Shriver said breast cancer deaths declined 
40 percent from 1989 to 2015. “That’s 
dramatic,” said Shriver, who’s also an on-
cology surgeon and a surgery professor at 
the Uniformed Services University of the 
Health Sciences in Bethesda.

Shriver credits the Cancer Genome At-
las for other promising developments. 
Begun in 2008, the atlas was a collabo-
ration among the nation’s top scientists 
and practitioners to collect and analyze 
genetic mutations that are responsible 
for various cancers. Understanding the 
genetic materials in cancer cells and their 
order — called genome sequencing —
leads to treatments that can be adapted 
to each patient, and, perhaps one day, to 
prevention.

The Murtha Cancer Center partnered 
with the National Institutes of Health’s 
National Cancer Institute on breast can-
cer genome sequencing for the atlas. 
Breast cancer is the most common cancer 
among women, according to the Centers 
for Disease Control and Prevention. It’s 
the No. 1 cause of cancer deaths among 
Hispanic women, and the second most 
common cause of cancer deaths among 
white, black, Asian, and Native women.

According to the CDC’s most recent 
statistics, almost 237,000 women in the 
United States were diagnosed with breast 
cancer in 2014.

Shriver said the study showed the number 
of women diagnosed with breast cancer 
during the 15-year period didn’t change 
much. “But our screening programs are 
better, so we’re able to detect the cancers 
at an earlier stage, when they’re treatable.”

Also, oncologists have fine-tuned tra-
ditional treatment approaches. Genetic 
testing of breast cancer tumors allows 
oncologists to treat with chemotherapy 
only those patients who are most likely 
to respond to it. Those who aren’t can be 
given other treatments, or put into clini-
cal trials.

“In the past, we’d spend a year or two 
giving chemotherapy, only to find out the 
cancer came back anyway,” Shriver said. 
“Now, we’re not wasting that time.”

Shriver said less-invasive breast cancer 
surgeries are also on the horizon. For 
example, in a traditional lumpectomy 
— also known as a breast-conserving 
therapy — surgeons remove the tumor 
and some surrounding normal tissue. 
Researchers are conducting clinical trials 
to determine if instead of surgical re-
moval, the tumor can be destroyed while 
it’s still in the breast with directed laser 
technology.

 “We’re moving more and more toward 
a day, maybe five years from now, when 
women with breast cancer will be treat-
ed almost exclusively without surgery,” 
Shriver said. “That would be a great 
advance.”

Meantime, he stresses early detection. So 
does Air Force Lt. Col. Michelle Nash, a 
branch chief in the Air Force Research 
Laboratory at Wright Patterson Air Force 
Base in Ohio. Nash had a double mastec-
tomy after being diagnosed with breast 
cancer earlier this year at the age of 40. 
The cancer was discovered after Nash had 
a routine mammogram, her first.

“The whole thing was so shocking and 
unexpected,” she said. “I had no family 
history. I breastfed all four of my chil-
dren, and that’s a protective factor. I 
didn’t have any lumps or any symptoms 
that would cause me to think, ‘I should go 
get that checked out.’ So I’ve become an 
even firmer believer of preventive medi-
cine and getting screenings done, and not 
delaying them.” 

All women over the age of 20 should do 
a self-exam monthly and get a clinical 
breast exam annually, Shriver said. For 
mammograms, women ages 40 to 44 
who are at average risk for breast can-
cer can choose an annual mammogram 
after consulting with their health care 
provider. 

For women 45 to 55 years old, an annual 
mammogram is recommended. Women 
55 and older can get mammograms an-
nually or every two years, based on pro-
vider recommendation.

“We can treat breast cancer patients with 
fewer side effects and with better, target-
ed therapies,” Shriver said, “and survival 
rates are better. But early detection is still 
the best thing.”

health.mil



With battles raging in the war against cancer, health care experts 
are seeing progress in at least one fight: cervical cancer. This dis-
ease is much easier to cure when it’s found and treated early, ac-
cording to the Centers for Disease Control and Prevention. And 
the health care arsenal includes very effective weapons to detect 
and even prevent it.

“In the United States, cervical cancer survival rates are among 
the highest in the world,” said Army Capt. Patricia Dominguez, 
a family medicine obstetrics physician at Tripler Army Medical 
Center in Hawaii, citing a study published in December by the 
National Institutes of Health. For women in other parts of the 
world, Dominguez said, cervical cancer is the second leading 
cause of cancer deaths.

The cervix is the cylinder-shaped, lower part of the uterus. It 
connects the uterine cavity to the vaginal canal. “The cervix is the 
gateway for menstrual flow,” Dominguez said, “and it’s also the 
outlet for babies once it’s completely dilated during childbirth.”

The Pap test, also known as the Pap smear, detects cervical can-
cer. The health care provider swabs the cervix for a cell sample, 
which is sent to a lab to be studied for signs of abnormal growth. 
Most women should have their first Pap smear at age 21, Domin-
guez said, regardless of how old they are when they become sex-
ually active. But women with impaired immune systems should 
start receiving screenings before age 21 if they are sexually active.

If the Pap test results are negative — meaning, no signs of ab-
normal cells — women should plan to be retested every three 
years until age 30. Then, women getting a Pap test should add 
a test that checks for strains of human papillomavirus, or HPV, 
Dominguez said. While HPV is common, only a small fraction 
of women infected with this virus will develop cervical cancer, 
she said. But that’s no reason to become complacent. “Almost 
all cervical cancer is HPV related,” said Dr. Bruce McClenathan, 
medical director of the Defense Health Agency immunization 
regional office at Fort Bragg, North Carolina.

Women ages 30 to 65 with negative results for both the Pap and 
HPV tests should plan to be tested every 5 years, Dominguez 
said. Women older than 65 may no longer need either test if 
previous results have been negative for several years, or they’ve 

had their cervixes removed because of noncancerous conditions, 
such as fibroids.

If a woman’s Pap test comes back positive, that doesn’t mean 
she’ll develop cervical cancer. The abnormal cells that were de-
tected may clear on their own without any treatment. Domin-
guez said the usual protocol is to repeat the Pap test a year later 
or do a colposcopy, a procedure to examine the cervix, vagina, 
and vulva.

If the abnormal cells are persistent, they can be removed to prevent 
the possibility of spreading, usually using a thin wire loop with 
a low-voltage electrical current. This approach is called LEEP, or 
loop electrosurgical excision procedure. Left alone, abnormal cells 
may eventually progress to cancer. The good news is the cells are 
slow-growing, so it can take a decade or longer for this to happen, 
according to the CDC.

This doesn’t mean that cervical cancer isn’t dangerous. “The 
American Cancer Society estimates 12,820 new cases of inva-
sive cervical cancer were diagnosed in 2017, eventually leading 
to about 4,210 deaths,” said Lt. Cmdr. Matthew Behil, depart-
ment head of San Onofre Branch Medical Clinic, Naval Hospital 
Camp Pendleton, California.

The San Onofre clinic now has the highest cervical cancer 
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Active
WOMEN’S HEALTH
Breast Reconstruction Can Aid  
Psychological Healing
By the Military Health System Communications Office

More breast cancer patients are becom-
ing breast cancer survivors. But that 
survival sometimes comes at the cost of 
losing part or all of a breast — sometimes 
both breasts. That’s where reconstructive 
surgery comes in.

“After a mastectomy, breast recon-
struction restores form,” said Air Force 
Maj. Justin Fox, a plastic surgeon at 
Wright-Patterson Air Force Base, Ohio. 
“There are several studies that say 
this helps in psychosocial and sexual 
well-being, all of which are part of any 
cancer treatment. It’s not just about the 
appearance and form, but also the psy-
chological well-being of the patient.”

Fox said breast reconstruction as a part 
of cancer care is one of the few proce-
dures backed by national health care 
policy, which requires TRICARE and 
insurance companies to provide recon-
structive services.

“It’s not to enhance someone’s appear-
ance or cup size,” he said. “It’s to restore 
them to as close as possible to where 
they were before a mastectomy.”

Fox said the options for having recon-
structive surgery are explained when 
doctors talk with patients about their 
overall cancer treatments.

“I talk with them after their oncologist 
or cancer surgeon discusses what might 
need to be done, sometimes even before 
the patients have decided which surgery 
they will have,” he said. A lumpectomy 
is removing the diseased portion of the 
breast; a mastectomy is removing the 
entire breast.

“I start by telling patients that even if 
they have just a portion of the breast 
tissue removed, the plastic surgeon can 
play a role,” Fox said.

Lt. Col. Michelle Nash, branch chief at 
the Air Force Research Laboratory at 
Wright-Patterson, had a double mastec-
tomy after being diagnosed with breast 
cancer earlier this year.

“At one point after my diagnosis, I re-
member thinking, why do I need recon-
structive surgery? But after considering 
it, I decided not having it would be a dif-
ficult thing to deal with,” she said. “For 
me, getting reconstructive surgery was 
the right thing to do.”

Fox said there are options for breast re-
construction besides the use of implants. 
“[Patients] can use their own tissue from 
their abdomen, back, or inner thigh to 
re-create the breast,” he said.

Nash said she’s on the thinner side, so 
implants were a better option for her. 
The procedure began during her mastec-
tomy. After the general surgeon removed 

her breast tissue, Fox placed expanders 
between her skin and chest muscles. The 
expanders have ports.

A few weeks after her surgery, Nash 
began going to Fox’s office weekly for 
saline injections. Fox adds more each 
time so that eventually, Nash’s skin will 
have stretched enough to accommodate 
the implants. The total amount of saline 
she’ll receive is based on the amount of 
breast tissue that was removed.

“I’m OK with the small cup size I had 
before my mastectomy,” Nash said. “I 
wasn’t looking for an upgrade.”

About a month after her “final fill,” Nash 
will have surgery to replace the saline 
with the implants.

“It’s a slow, gradual process,” Nash said. 
“And it’s been uncomfortable at times. 
But I have a very supportive work envi-
ronment, and I’ve been able to do half-
days at home, or take time off, when I 
haven’t felt well enough to go into work.”

Fox said patients don’t have to decide right 
away what they want to do about recon-
structive surgery. “I believe you have better 
results if you do reconstruction immedi-
ately,” Fox said. “But there’s usually no time 
limit. A woman can come in a year or even 
five years later, and ask about her options.”

“The options may be different, depend-
ing on her cancer treatment,” Fox said. 
“But in my mind, there’s never a point 
where I would tell them they’ve waited 
too long.”

health.mil

Army Lt. Col. Owen Johnson III, a plastic 
surgeon at William Beaumont Army Medical 
Center at Fort Bliss, Texas, discusses options 
available for reconstructive surgery with a 
patient. (U.S. Army photo by Marcy Sanchez)

Active
WOMEN’S HEALTH
The Fight Against Cervical Cancer
By the Military Health System Communications Office

Air Force Staff Sgt. Ashley Williams, the 633rd Surgical Squadron women’s 
health NCO, assists a patient during a routine Pap test at Langley Air Force 
Base, Virginia. (U.S. Air Force photo by Airman 1st Class Kaylee Dubois)
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January is Cervical Cancer Awareness Month
By Capt. Manuel Rodriguez

January is Cervical Cancer Awareness 
Month. Cervical cancer used to be one 
of the most common causes of cancer 
death for women in the United States. 
Thankfully, this rate has decreased 
over the past 30 years. 

It’s estimated that more than 12,000 
new cases of invasive cervical cancer 
will be diagnosed this year and about 
4,200 women will die from cervical 
cancer. 

Cervical cancer deaths have de-
creased by more than 50 percent due 
to regular screening tests that detect 

abnormalities before cancer develops. 
Regular Pap tests that screen for cervi-
cal cancer helps detect abnormal cells 
before they become cervical cancer. 

HPV is one of the leading causes of 
cervical cancer. The majority of cervi-
cal cancer and pre-cancerous lesions 
are caused by two specific types of 
HPV; HPV-16 and HPV-18. These two 
types account for 70 percent of all cer-
vical cancers. 

The key to decreasing the number of 
deaths related to cervical cancer are 
prevention and early detection.

Well woman exams, Pap test and HPV 
testing are keys to detecting abnormal 
cells before they progress to cancer.

There is an HPV vaccine available to 
help prevent contracting HPV. The 
vaccine works best when given at age 
11 or 12. Currently, routine vaccina-
tion for girls and boys should start at 
age 11 but can be given as early as age 
9. The vaccination is given in 3 parts 
over a series of months and is recom-
mended for all males age 13-21 and all 
females from age 13-26. 

The best prevention is early detection 
and routine screenings with your pri-
mary care doctor should begin as early 
as possible. 

(Editor’s note: Army Capt. Manuel 
Rodriguez is an OB-GYN assigned to 
General Leonard Wood Army Com-
munity Hospital)

army.mil

screening rate among the 13 clinics of the Navy hospital, Behil 
said, at almost 86 percent. But it took a concerted effort to achieve 
that goal. From June through August 2016, San Onofre ranked 
at the bottom, with a screening rate of 58.7 percent of its patient 
population pool.

“We focused on being proactive about scheduling appoint-
ments,” Behil said. Those efforts included telephoning women to 

set dates for Pap and HPV tests, and following up with those who 
made appointments but didn’t keep them.  The clinic has shared 
its best-practices approach with others and has also applied it to 
other health-screening measures. In November, the Navy hospi-
tal received a Military Health System High Reliability in Health-
care Award in the health care quality and patient safety category.

As for preventing cervical cancer, experts say the HPV vaccine is 
safe and also highly effective in preventing the virus, which caus-
es most cervical cancer. Despite these benefits, “only about 42 
percent of females and 28 percent of males in the recommended 
age groups have received all the recommended doses,” Domin-
guez said.

Health care experts believe increasing those numbers is critical-
ly important. Widespread HPV vaccination “would have huge 
potential” to reduce cervical as well as other types of cancer, Mc-
Clenathan said.

health.mil

Active
WOUND CARE
Seeking New Possibilities in Burn Treatment
By Mr. Jeffrey M Soares (Army Medicine)

Within the critical field of burn treatment 
and skin repair, the U.S. Army Medical 
Materiel Development Activity’s Tissue 
Injury and Regenerative Medicine Proj-
ect Management Office remains a lead-
ing force in discovering effective medical 
solutions for our nation’s Warfighters to 
restore form, function and appearance 
following catastrophic injuries sustained 
in service. As a subordinate command 
of the U.S. Army Medical Research and 
Materiel Command, the entire USAM-
MDA team works tirelessly to fulfill its 
mission of protecting and preserving the 
lives of U.S. Service Members, and civil-
ians, worldwide. 

Dr. Melanie Eacho serves as the product 
manager and Integrated Product Team 
chair for the TIRM PMO’s Burn Treat-
ment and Skin Repair portfolio, which 
includes three major focus areas: 1) Burn 
Conversion Prevention Products, 2) Burn 
Wound Scarring Treatment and 3) Func-
tional Skin Regeneration. In her role, 
Eacho guides the efforts of both TIRM 
PMO team members and the commercial 
partners who are contracted to develop 
the important medical products request-
ed by the Department of Defense.

“Throughout the three Burn Treatment 
and Skin Repair focus areas, there are 
many projects that we follow on a daily 
basis,” said Eacho. “These may fall under 
a ‘tech watch’ advisory, where we closely 
monitor the progress of certain prod-
ucts, or they are under contract within 
our oversight.”

With the sharp rise of incidents involv-
ing improvised explosive devices in 
military conflicts over the past decade, 
a greater number of Warfighters now 

suffer catastrophic burn injuries than 
perhaps ever before. In light of this, the 
TIRM PMO has been tasked to seek out 
effective solutions for burn wounds that 
may be used at various points along the 
treatment spectrum, from point of inju-
ry through to aftercare.

As Eacho explains, however, many efforts 
progress through “small steps,” so the 
team often focuses on “incremental ap-
proaches that may lead eventually to the 
product of interest.” This remains the case 
for two recent wound gel products under 
her charge, Catasyn and KeraStat(R) Gel, 
which were funded in 2013 through the 
DOD’s Small Business Innovation Re-
search program, falling under the Burn 
Wound Scarring Treatment focus area.

“Stemming from a topic titled, ‘Develop-
ment of Technologies that Control Scar 
Contracture after Burn Injuries,’ Catasyn 
and KeraStat(R) Gel made it through 
SBIR Phase 2,” said Eacho. “Both compa-
nies developed a hydrogel with a drug/
protein component to address burn inju-
ries, up to second-degree level, and they 
each have obtained U.S. Food and Drug 
Administration 510(k) clearance, which 

allows these products to be marketed for 
their intended use.”

Both products provide a moist wound 
environment, which is supportive to 
wound healing, and both are available 
currently by prescription, although an 
over-the-counter version of Catasyn is 
also available. Further, both prescrip-
tion-level products are indicated for 
the management of a number of par-
tial-thickness skin wounds including 
ulcers, surgical wounds and burns, up to 
second-degree.

“Although it appears our commercial 
partner may not be moving forward 
with its Catasyn gel,” said Eacho, “Ker-
aNetics [also commercial partner] is 
continuing on with a clinical study for 
its KeraStat(R) Gel, to show reduction 
both in time-to-wound-closure and the 
prevention of scarring.”

With a long-range goal of developing 
an effective burn treatment product for 
the type of severe injuries caused by cat-
astrophic explosives and serious fires, 
Eacho explains that “you have to start 
somewhere,” and these introductory 
wound gels appear to serve well as the 
impetus for later research.

“As for the KeraStat(R) Gel, we’re cur-
rently looking at its effectiveness with 
partial-thickness, second-degree, burns,” 
she said. “The U.S. Army Institute of Sur-
gical Research [a subordinate command 
of USAMRMC] has been working suc-
cessfully with KeraNetics, and we are 
hoping to fine-tune the product to suit 
our needs for military use, both in the 
field and at military treatment facilities.”

army.mil

The Catasyn and KeraStat(R) wound gels are 
indicated for use to promote healing of first- 
and second-degree burns.   
Photo Credit: USAMMDA Public Affairs

“In the United States, cervical cancer survival 
rates are among the highest in the world,” 

said Army Capt. Patricia Dominguez, a family 
medicine obstetrics physician at Tripler Army 

Medical Center in Hawaii. 
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WOUND CARE
The Development of a Nanofibrous Scaffold  
for the Recruitment of Fibroblast during  
Wound Healing
By the Naval Medical Research Center

A researcher from the Naval Medical Research Unit – San An-
tonio (NAMRU-SA) shared findings on the fabrication and 
characterization of a novel nanofibrous scaffold that could po-
tentially improve wound healing by enhancing wound closure, 
promoting hemostasis, and acting as a temporary physical 
barrier against debris and microbial pathogens during the Mil-
itary Health System Research Symposium (MHSRS), August 
27 – 30. 

“Combat wounds are a unique challenge to the military health 
system,” said Capt. Jonathan Stahl, Principal Investigator, 
Craniofacial Health and Restorative Medicine, Biomaterials 
and Epidemiology Department. “Extended evacuation times, 
unique infections, and the complexity of wound injuries can 
greatly complicate the wound healing process and significantly 
worsen patient prognosis.” 

Stahl and a team of researchers developed a polymer nanofiber 
scaffold produced from naturally available polymers by using 
a high-voltage fabrication technique called electrospinning. 
In addition to the nanofibrous scaffold, a biological functional 
growth factor was incorporated as a method to improve cellular 
recruitment during wound healing. Through the results of the 
research, it was demonstrated that it was possible to significant-
ly improve cell function and recruitment by using the scaffold. 

“Overall, electrospun scaffolds such as this one are promis-
ing candidates for the development of advanced, specialized 
wound dressings for clinical use. This has the potential to 
reduce hospital stays and increase the rate of warfighters re-
turned to service after injury,” said Stahl. 

The research findings suggested a higher cellular migration can 
be promoted through the release of a (blood) platelet-derived 
growth factor (PDGF) from a nanofibrous scaffold. According 
to Stahl, PDGF is an important first step in the development 
of a wound dressing capable of improving cellular recruitment 
at the site of healing, which could potentially lead to faster 
wound closure and better patient outcomes in terms of aes-
thetics and function. 

MHSRS is the Department of Defense’s (DoD) premier scien-
tific meeting; a unique collaborative opportunity for military 
medical care providers, DoD scientists, academia and industry 

to exchange information on research advancements and health 
care developments in the areas of combat casualty care, mili-
tary operational medicine, clinical and rehabilitative medicine 
and military infectious disease research program. 

The Naval Medical Research Center’s eight laboratories, in-
cluding NAMRU-SA, are engaged in a broad spectrum of ac-
tivity from basic science in the laboratory to field studies at 
sites in austere and remote areas of the world to operational 
environments. 

In support of the Navy, Marine Corps, and joint U.S. warfight-
ers, researchers study infectious diseases; biological warfare 
detection and defense; combat casualty care; environmental 
health concerns; aerospace and undersea medicine; medical 
modeling, simulation and operational mission support; and 
epidemiology and behavioral sciences. 

NAMRU-SA’s mission is to conduct medical, dental, and bio-
medical research, which focuses on ways to enhance the health, 
safety, performance, and operational readiness of Navy and 
Marine Corps personnel and addresses their emergent medi-
cal and dental problems in routine and combat operations.

health.mil

Dr. Tony Yuan from Naval Medical Research Unit - San Antonio presented 
a poster on the development of a nanofibrous fibrinogen-chitosan scaffold 
for the recruitment of fibroblasts during wound healing at the Military 
Health Systems Research Symposium, Kissimmee, Florida, August 29. 
(U.S. Navy photo by Katie Berland)
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Last year, Navy Veteran Jeff Deleon of Salem, Oregon, signed 
up for seven events and announced that he planned on taking 
home seven gold medals.

That’s the spirit of competition that hundreds of Veterans bring 
each year to the National Veterans Wheelchair Games.

It’s the 37th year for the event, being held this year in Cincin-
nati July 17 – 22.

The purpose of the National Veterans Wheelchair Games is 
to provide Veterans with physical disabilities an introductory 
experience to a variety of wheelchair sports and expose them 
to the numerous organized wheelchair sports and recreation 
activities available nationwide.

The games serve to encourage Veterans to become aware of 
their abilities and potential while promoting a spirit of healthy 
activity and camaraderie.

The games are presented each year by the Department of Veter-
ans Affairs and Paralyzed Veterans of America with additional 
support from numerous corporate and community sponsors.

At the games, Veterans compete in:

Participation is open to Veterans having spinal cord injuries, 
amputations, multiple sclerosis or other neurological condi-
tions who require a wheelchair for athletic competition and 
who are eligible to receive care at a VA medical facility.

Volunteers make it happen
To accommodate the needs of the athletes, more than 3,000 
local volunteers are required to assist with all aspects of the 
games, from helping with transportation, to event set-up, wa-
ter distribution, assistance with meals, and numerous other 
activities that will help guarantee a successful event.

Quality of life and better health
The games demonstrate the therapeutic value of sports and 
competition. As presenters of the event, Paralyzed Veterans 
and the VA are committed to improving the quality of life for 

Veterans
SPECIAL FEATURES
Veterans Compete in National Wheelchair Games
By Hans Petersen

• 9-Ball

• Air Guns

• Archery

• Basketball

• Boccia

• Bowling

• Handcycling

• Field Events

• Motor Rally

• Power Soccer

• Quad Rugby

• Slalom

• Softball

• Swimming

• Table Tennis

• Track

• Trapshooting

• Weightlifting

Veterans
SPECIAL FEATURES
Statement by Acting VA Secretary Robert Wilkie
Congress Must Pass Choice Bill Now to Give Best Care Options to our Veterans

Today marks four years since the disastrous wait-time scandal in 
Phoenix came to light, where long wait times at the Phoenix VA 
and at other department facilities nationwide led to unconscio-
nable delays in receiving care.

Following that scandal, Congress passed the bipartisan VA Choice 
legislation that allowed Veterans to seek care in the private sector 
when faced with VA wait times of over 30 days, or when Veterans 
had to travel more than 40 miles to see a VA doctor.

Funding for the Choice program was set to expire last year, but 
Congress extended it twice while it worked on a bipartisan deal 
for the next generation of Choice legislation that would give 
even better options for Veterans to seek care in the community 
when the VA was unable to provide them the best standard of 
treatment.

It’s time to fix the Choice Program 
— as well as the department’s other 
non-VA care efforts — once and for 
all by merging them into a single, 
streamlined community care pro-
gram that’s easy to use for Veterans 
and VA employees.

America’s Veterans are looking to 
Congress and VA to come together 
now to provide them the best possible 
solutions for their care. Your VA will 
be working overtime to achieve the 

promise of leaving no veteran waiting for care.

va.gov

Robert Wilkie served previously as the 
Under Secretary of Defense for Personnel 
and Readiness. The principal advisor to the 
Secretary and Deputy Secretary of Defense 
for Total Force Management as it relates 
to readiness; National Guard and Reserve 
component affairs; health affairs; training; 
and personnel requirements and manage-
ment, including equal opportunity, morale, 
welfare, recreation, and the quality of life 
for military families.

The son of an Army artillery commander he 
spent his youth at Fort Bragg. He has more 
than 20 years of experience at the national 
and international level. During the George 
W. Bush Administration, Mr. Wilkie served 
both Robert Gates and Donald Rumsfeld as 
Assistant Secretary of Defense from 2005-
2009, and was the youngest senior leader 
in the Department. Prior to his first Pen-
tagon tour, he was Special Assistant to the 
President for National Security Affairs and 
a senior director of the National Security 
Council under Dr. Condoleezza Rice. 

Mr. Wilkie also has extensive experience in 
the United States Congress including recent 

service as Senior Advisor to Senator Thom 
Tillis as well as being Counsel and Advisor 
on International Security Affairs to the Ma-
jority Leader of the United States Senate, 
the Honorable Trent Lott. 

He had a five-year tour as Vice President for 
Strategic Programs for CH2M HILL one of 
the world’s largest engineering and program 
management firms, where at various times 
he had program management and advisory 
assignments as diverse as the London 2012 
and the reform and reorganization of the 
United Kingdom Ministry of Defense Sup-
ply and Logistics System (DE&S). 

Mr. Wilkie is a reserve officer in the United 
States Air Force Reserve assigned to the Of-
fice of the Chief of Staff. 

Prior to joining the Air Force, he served in 
the United States Navy Reserve with the 
Joint Forces Intelligence Command, Naval 
Special Warfare Group Two and the Office 
of Naval Intelligence. 
A graduate of the College of Naval Com-
mand and Staff, Air Command and Staff 
College, the United States Army War 

College, and the Joint Forces Staff College, 
Mr. Wilkie has published articles in the Na-
val War College Review, Parameters, Armed 
Forces Journal International, The Air and 
Space Power Journal and Proceedings. 

He holds personal and unit decorations as 
well as the Defense Distinguished Public 
Service Medal, the highest civilian award of 
the Department.

Mr. Wilkie also shepherded the Senate 
confirmation process for James Mattis, 
Robert Gates, Admiral Mike Mullen (CJCS) 
and was responsible for the preparation of 
General David Petraeus and Ambassador 
Ryan Croker for their multiple appearances 
before the Congress in defense of the Iraqi 
Surge.

Mr. Wilkie holds an Honors degree from 
Wake Forest University; Juris Doctor from 
Loyola University College of Law in New 
Orleans; Master of Laws in International 
and Comparative Law from Georgetown 
University and a Masters in Strategic 
Studies from the United States Army War 
College.

Acting VA Secretary   
Robert Wilkie
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Veterans with disabilities and fostering better health through 
sports competition.

While past games have produced a number of national and 
world-class champions, the event also provides opportunities 
for newly injured Veterans to gain sports skills and be exposed 
to other athletes who use wheelchairs.

Since the games began in 1981, thousands of disabled Veterans 
have enjoyed the health benefits provided by sports partic-
ipation and have revitalized the spirit of competition within 
themselves.

va.gov

The National Veterans Wheelchair 
Games is co-presented between the 
Department of Veterans Affairs and 
Paralyzed Veterans of America.  

The Games serve Veterans with Spi-
nal Cord Injury, Multiple Sclerosis, 
Amputations and other central neu-
rological impairments with the goal to 
increase their independence, healthy 
activity and quality of life through 
wheelchair sports and recreation.  Vet-
erans are being exposed to wheelchair 
sports at their home VAMC or PVA 

Chapters as part of their rehabilitation 
to improve function, independence 
and getting them active in their home 
communities in sport and fitness.

Veterans can choose to participate 
from 19 different events such as Wheel-
chair Basketball, Softball, Swimming, 
Cycling, Power Lifting, Trap Shooting 
are just a few of the events that support 
this dynamic competition.

Participation in the NVWG is open to 
Veterans having spinal cord injuries, 

amputations, multiple sclerosis or 
other central neurological conditions 
who require a wheelchair for athletic 
competition.  

The individual’s physical injury must 
be permanent and measurable.  Exclu-
sionary primary diagnosis includes but 
are not limited to conditions related 
to pain, arthritis, emotional and psy-
chological conditions. All participants 
must be eligible for VA healthcare.

The National Veterans Wheelchair Games
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Did you know more than 9 million VA 
health care appointments go unutilized 
each year due to missed appointments? 
To increase access to health care for 
all Veterans, the Veterans Health Ad-
ministration has created VEText, an 
interactive mobile solution to remind 
Veterans of upcoming appointments 
via text messaging. Our goal is to offer 
a quick and easy way to confirm and/or 
cancel appointments and then make ev-
ery attempt to schedule another Veteran 
into that time slot.

By mid-April 2018, Veterans throughout 
VISN 4 will begin to receive interactive 
VEText appointment reminders on their 
mobile devices. Every enrolled Veteran 
with a cell phone number listed in their 
health record is automatically enrolled in 
the program, so it is very important for 
Veterans to ensure that your local medical 
center has your current phone numbers. 

Veterans may update their phone num-
bers during check-in at their next ap-
pointment, or use the self-service kiosks 
located throughout our facilities.

The first text message reminder will be 
sent seven days before the appointment, 
and a second reminder text message 
will be sent two days day before the ap-
pointment. The timing/frequency of the 
reminders may vary by facility. 

Veterans should review the date and 
time of each appointment and use the 
prompts provided in the message to ei-
ther confirm or cancel the appointment. 
Veterans with multiple appointments 
on the same day will receive multiple 
reminders.

The VEText system also has an easy to 
use opt-out process for Veterans who 
do not want to use the text messaging 
reminders. Simply reply to the text mes-
sage with “STOP.” Additionally, all ap-
pointment reminder messages contain 
instructions on how to end the message 
delivery. If you want to restart the text 
message appointment reminders, simply 
text “START” to a previous reminder 
message and service will resume.

VEText works for VA health care ap-
pointments only and the text messages 
do not currently replace the letters and 
automated phone calls Veterans already 
receive for appointment reminders.

Text messaging rates may apply depend-
ing on your individual cell phone plan.

For a preview of the VEText messaging, 
text the word DEMO to 909-245-9443.

Frequently Asked Questions

Q: Do I have to sign up for VEText?

A: This system automatically enrolls 
the Veteran into VEText based on 

the phone information already on 
file in our system, and will send re-
minder text messages their scheduled 
appointments.

Q: I do not want text message remind-
ers for my appointments. How do I 
stop them?

A: Veterans can easily opt-out anytime 
by replying STOP to end the messag-
es. All appointment reminder mes-
sages contain instructions on how to 
end the text messages.

Q: I accidentally opted out! What do I 
do?

A: Veterans can opt-in by replying 
“START” to a previous reminder mes-
sage or text START to 909-954-0651, 
and the VEText service will resume.

Q: Will I receive reminder text messages 
for all my scheduled appointments?

A: Veterans will receive text message 
reminders for clinic appointments 
at your local medical center and 
outpatient clinics. Veterans will not 
receive text message reminders for 
appointments in Lab, Community 
Care, Research, Telephone Clinics, 
and HBPC.

Q: What if I have multiple appoint-
ments on the same date?

A: If a Veteran has multiple appoint-
ments on the same date, the system 
will send a single text message identi-
fying both appointments individually 
and providing separate options for 
confirming or cancelling each ap-
pointment individually.

Veterans
SPECIAL FEATURES
VEText is Here
Receive Appointment Reminders via Text Messaging

VEText is an automated, interactive text message 
system to remind Veterans of upcoming VA 
appointments.

Q: What happens if I don’t respond to 
the text message?

A: If you do not respond to the text mes-
sage reminder, your appointment will 
remain scheduled.

Q: How do I update my phone number 
with the VA?

A: Veterans can update their phone 
number during the check-in or out 
process for any appointment, at any 
kiosk, or by going to MyHealtheVet.

Q: Will this cost me anything?

A: VEText will not cost the Veteran any-
thing, with the possible exception of 
any text messaging charges associated 
with the Veteran’s cell phone carrier. 
Standard text messaging rates will apply.

Q: Will my Personally Identifiable In-
formation (PII) and/or Protected 
Health Information (PHI) be includ-
ed on the appointment reminders?

A: PII and PHI will not be included in 
text messages. This includes the clinic 
name. However, we are working on a 
process where the patient can opt-in 
to receive enhanced appointment re-
minders which will include addition-
al appointment details.

Q: Will I still receive phone call and 
postcard reminders?

A: Yes! VEText will not replace letters, 
postcards, or automated phone call 
reminders. The text messages will 
serve as an additional reminder.

Q: Why do I have to respond with spe-
cific numbers or letters instead of 
just Y or N to confirm or cancel my 
appointments?

A: Due to how the VEText platform 
has been designed, it uses specific 
confirm/cancel codes. It allows the 
platform to match your response 
with a specific appointment. For ex-
ample, you may have more than one 
appointment on a specific day, and 
receive more than one text message 
reminder. If you just respond “Y” 
or “N”, then the VEText platform 
wouldn’t know which appointment 
the response was in reference to. 
Replying with the confirm/cancel 
codes provided, allows VEText to 
match your response with the correct 
appointment.

 va.gov

Sample text message that Veterans will receive.
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“We Honor Veterans”

The hospice unit at the McGuire VA 
Medical Center is like many across the 
country; tranquil and comfortable. But 
what sets McGuire’s apart from the rest 
are the individuals residing in these 
rooms have different needs…they are 
Veterans.

The McGuire VA knows their Veteran 
patients served their country honorably, 
and they provide care in a manner that 
recognizes that service.

You get an immediate impression you 
are amongst the Nation’s Heroes as you 
walk down the corridors of the pallia-
tive care unit. You take USA Lane and 
make a right at Patriot’s Place to get to 
Journey’s Way, the name of McGuire’s 
hospice unit.  

If you glance into the rooms, you see 
hints of military service. An iconic ser-
vice hat resting on a nightstand, pic-
tures from the front lines, citations from 
awards won decades ago, but the biggest 
giveaway are the proud families that sur-
round them.

A large part of military service is the cer-
emony.  McGuire VA brings that to pa-
tients through end-of-life care with the 
“We Honor Veterans” program.

The program is a collaboration between 
community hospice partners and the 
VA. The hospice agencies have Veteran 
employees come to McGuire in their 
formal dress uniforms and present a 
citation and place a pin on the Veter-
ans chest. Normally attended by several 

Veterans, it is a final opportunity to rec-
ognize and honor their service, finishing 
with the final salute. 

For most Veterans, it is the last one they 
will receive. VA Licensed Clinical Social 
Worker and McGuire Palliative Care 
Coordinator Elizabeth Murphey said it’s 
very important to not only the Veteran, 
but their families.

Some Veterans, like Air Force crew chief 
Ed Redmond, who left service in 1958, 
have been long removed from the pomp 
and circumstance that is a staple of mili-
tary life. That was one of the motivations 
behind the “pinning ceremony.”

The pinning ceremony is conducted by 
hospice agency partners that transfer 
patients to Journey’s Way. Murphey 
explains why McGuire goes out of its 
way to ensure Veterans are treated with 
respect.

“On our unit we provide hospice plan 
of care, which focuses on comfort and 
quality in the days one has left,” said 
Murphey. “However, our unit goes 
the extra mile to ensure our Veterans 

maintain their dignity through the dying 
process.”

Nancy Wood, whose father, Edmond, 
was pinned in January, really enjoyed 
the ceremony. “It was one of the big-
gest moments I have been involved in, 
Wood said.”  “It was a very emotional 
experience.”

Her father had not participated in a mili-
tary ceremony for 70 years. Wood said it 
was an excellent tribute and one she will 
cherish for the rest of her life.

Veteran spouse Delores Redmond was 
present for her husband’s pinning along 
with her children. They became emo-
tional while their father was pinned. 
Immediately following the ceremony, 
Ed was quick to show off his favorite Air 
Force hat to the ceremony participants. 

Delores noticed the change in Ed after 
the uniform-clad visitors came by.

Veterans
SPECIAL FEATURES
Hunter Holmes McGuire VA Medical Center 
Upholds Dignity of Dying Vets
By Steve Goetsch

Bon Secours employees and Veterans Beverly 
Van Tull and William Barrett, render a salute 
to World War II Veteran James Johnson at 
the McGuire VA Palliative Care unit during his 
pinning ceremony. During the ceremony, the 
Pledge of Allegiance is recited, a certificate 
awarded, and a pin placed on the chest of the 
Veteran.  VA photo by Steve Goetsch

continued on page 144

“The pinning ceremony  
is one of those times we 
can pause and remember 

why we are here and it 
reminds us that everybody 
in those beds has provided 

for our country.”
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8 Ed was visited by several Airmen from 
Langley Air Force Base following his 
pinning ceremony. There were even 
a couple of current crew chiefs that 
brought him back to his days working on 
aircraft. He reflected on his service, and 
all the positive things it brought to his 
life. “I am going to tell you one thing,” Ed 
said in soft voice. He scanned the room 
and told the group, “The Air Force has a 
bunch of great guys. They are really the 
best.”

While holding Air Force Col. Larry 
Broadwell’s hand, he thanked the group 
for visiting, and told them that military 
service was great for making a lot of 
good friends. With a shake, Broadwell 
told him, “You now have eight more.”

When Delores returned, she knew some-
thing was different. Ed was in a great 
mood and immediately asked her to call 
a family friend that works at McGuire. 
He wanted to show off the Air Force me-
mentos the group gave him.

Murphey said Ed’s excitement is not 
unique. As you age, your cognitive 
abilities decrease, but you retain mem-
ories, good and bad. Some Veterans 
can even have a reemergence of PTSD 
symptoms toward the end of life. 

“Some Veterans actually break down and 
cry,” Murphey said. “Sometimes it was 
the first time anybody formally thanked 
them for their service.”

The end of life is also a stressful time 
for families, so Murphey goes to great 
lengths to make sure as much of the 

family is involved. Murphey added that 
the families often accept the certificates 
on their loved ones behalf.

The ceremonies are meant to honor, 
but also prepare a family for end of life. 
The Johnson family, which included 
five generations, packed Army Veteran 
James Johnson’s, (also known as Grand-
pa Johnson) room for his ceremony. The 
World War II Veteran was in high spirits 
and treated the pinning team to a gospel 
hymn.

Patriotism and salute to service does not 
end with the pinning ceremony. When 
the Veteran passes, a special ceremony 
is conducted. The gurney is draped with 
the American flag with all the military 
branches. Everyone stops and stands at 
attention. The family rings the bell one 
last time.

Many of the Veterans who have passed 
are commemorated with a name, photo 
or message sewn into quilts that adorn 
the walls of the hospice family room. 

Beverly VanTull, who participates in the 
pinning ceremonies, quoted Vincent 
Van Gogh to highlight Murphey’s efforts 
for maintaining Veterans dignity during 
difficult times.  “Great things are done by 
a series of small things brought together,” 
said VanTull. “She brings so many people 
and “small things together” so we can be 
part of a great blessing to Veterans and 
their families.”

The impact of Murphey and the pallia-
tive and hospice units goes beyond the 
Veterans. ”McGuire hospital is like a 
small city that is full of American He-
roes,” said Wood. “It [The pinning cere-
mony] is a thoughtful and caring tribute 
to the patient and means so much to the 
family members in attendance.”

Dr. Ruchir Shah, medical director of the 
hospice and palliative care unit humbly 
explained, “These are precious times for 
families, so we want to support Veterans 
and families in this journey…that’s our 
mission.”

Murphey who is professionally dedicated 
and emotionally vested feels that sense 
of duty each day. “The pinning ceremony 
is one of those times we can pause and 
remember why we are here and it re-
minds us that everybody in those beds 
has provided for our country.”

va.gov

A group of Airmen from Langley Air Force 
Base came to visit Veterans at the McGuire VA. 
Redmond, a former crew chief, was delighted 
there were fellow crew chiefs in the group. He 
thanked them for their service, and said how 
military service brought him great friends.  
VA photo by Steve Goetsch

In addition to honoring service, the pinning 
ceremony serves to help families cope with loss 
and grief. The Johnson family filled the room 
with five generations and they all attended his 
ceremony. VA photo by Steve Goetsch

continued from page 142

Primary Care Nurse Sue Ransom talks to VA San 
Diego patient Irving Torres-Rivera

“On our unit we provide 
hospice plan of care,  

which focuses on comfort 
and quality in the days one 

has left,” said Murphey. 
“However, our unit goes 
the extra mile to ensure 
our Veterans maintain  
their dignity through  
the dying process.”

Events honoring U.S. service members can take many forms, 
but each November, a group of celebrity chefs and volunteers 
do so in a distinctly Napa Valley way: with fine food and wine 
pairing.

Residents of the Veterans Home of California-Yountville were 
treated today to a three-course meal prepared for the thir-
teenth annual Celebrity Chefs Veterans Day Luncheon. Five 
local chefs joined about 80 volunteers in serving almost 900 
men and women — bridging the gap, for one day, between the 
hilltop veterans home and the high-end eateries in the town of 
Yountville across the highway.

“The Napa Valley is famous for world-class wine and highly re-
spected chefs producing exceptional cuisine,” said CalVet Sec-
retary Vito Imbasciani. “For the past thirteen years the local 
culinary community has called on that talent in a creative way 
to honor veterans. Our Yountville veteran residents are grate-
ful for the opportunity to dine as dignitaries on this important 
day, and more so for the strong support and enduring friend-
ship the veterans home has with the Napa Valley community.”
The Celebrity Chefs Luncheon was co-founded in 2005 by a 
collaboration between the Yountville Veterans Home, Bob 
Hurley, the owner-chef of Hurley’s restaurant, and the Yount-
ville Chamber of Commerce. The event brings together local 
chefs to plan a pre-Veterans Day lunch for residents of the 
Home. This year’s participants include: Chef Hurley, Chef 

David Chavez from Redd Restaurant, Chef Nate Lindsey from 
Lucy Restaurant, Chef Gregory Short from Bistro Jeanty, Chef 
Cary Delbridge from Brix and fresh baked rolls from Bouchon 
Bakery. Restaurant employees, the Veterans Home kitchen 
staff, townspeople, and friends act as servers.

To enhance the event, each veteran’s meal was paired with 
wines from Groth Vineyards, Purple Heart Wines by C. Mon-
davi & Family, Bubbles, Black Stallion Winery, Clos Du Val 
Winery, Hill Family Estate, Hope & Grace, JCB, Keever Vine-
yards, Priest Ranch and Silverado Vineyards.

va.gov

Veterans
SPECIAL FEATURES
Celebrity Chefs Honor Yountville Veterans
Former service members treated to fine food and wine
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Betty Canar served as the head nurse at the 
31st Field Hospital, Korat, Thailand, from 
1967 to 1969. Her focus of consistently 
providing the best possible care for her 
patients earned her the Army Commenda-
tion Medal.

“Excellent care for all patients has been my 
passion dating back to my first assignment 
at Fitzsimons Army Hospital as I cared for 
the many injured Veterans returning from 
the battlefield in Vietnam.”

She credits Col. Martha Cleveland, Chief 
Nurse, as being instrumental in “guiding 
me in my position and remained my men-
tor and friend for 40 years.”

Canar served as the nurse for the Bob 
Hope Show in Thailand in 1968 and re-
calls,“ These shows increased the morale 
of our men in uniform who were getting 
negative responses from home.”

She attended the Asian Nurses Convention 
in Bangkok and met the Queen Mother of 
Thailand, an educational experience which 
was, for her, “instrumental in validating 
the advanced medical care provided in the 
USA.”

First Signs of Heart Problems
Canar remembers, “About two years ago, 
I began having fatigue and some short-
ness of breath. I was referred to Dr. Arang 
Samim, VA cardiologist.” She has agreed to 
have Dr. Samim describe her condition in 
detail with the hope that it will help other 
Veterans with similar symptoms.

Dr. Samim: “Ms. Canar has atrial fibril-
lation, an irregular rhythm of the heart, 
which is very common among our popula-
tion. It is not immediately life threatening, 
but it can cause some symptoms such as 
palpitations and shortness of breath. She 
needs to be on a blood thinner to lower her 
risk of having a blood clot causing a stroke.

“She also has HFpEF, the fancy term for 
heart failure not from a weakened heart, 
but due to a stiffened heart. With age, bad 
luck, and years of high blood pressure, her 
heart has gotten a little stiff, so it does not 
relax, leading to pressure build up.  That 
pressure build up leads to swelling in the 
lungs and legs and is why people feel tired, 
lousy and short of breath. She was very 
symptomatic before I met her.

“With some time and careful adjustments 
of her medications, she now feels much 
better than she has in years and her energy 
level is back to normal.”

Canar adds, “Medication changes , diag-
nostic work up and a loss of 20 pounds 
improved my condition.  Dr. Samim has al-
ways been available for me. “Dr. Suneetha 
Dandala has been my primary internist for 
seven years and Dr. Arang Samim is my 
cardiologist.  My care is exemplary com-
pared to the care I received outside of the 

VA System.  My care is far advanced over 
the care I received for many years.”

Canar met Tom, her husband of 48 years, 
at Brook Army Hospital and they were 
married in Korat, Thailand in 1969.They 
enjoy traveling to Monterey and cruising as 
often as possible. “We love Thai food and 
of course, we are passionate Packer Fans.”

Before retiring in 2013, she worked as the 
national nurse case manager for a national 
workers compensation company manag-
ing the care of catastrophic cases including 
severe brain injury, spinal cord injury and 
severe burns.

Heart Disease in Women
An estimated 44 million women in the U.S. 
are affected by cardiovascular diseases. The 
symptoms of heart attack can be different 
in women versus men, and are often mis-
understood — even by some physicians. 

Ninety percent of women have one or 
more risk factors for heart disease or 
stroke; however 80 percent of heart disease 
and stroke events may be prevented by life-
style changes and education.

va.gov

Veterans
CARDIOLOGY
February is Heart Month —  
A Veteran Nurse’s Story
By Hans Petersen

Nurse Betty Canar receiving captain’s bars in 
Korat, Thailand, April, 1968

Betty and Tom on a cruise to Mexico on the 
Ruby Princess in 2017

Veterans
CARDIOLOGY
American Heart Association Selects VA Employee 
as One of Its National Spokespersons
By Jennifer Scales, Dorn VA Medical Center Public Affairs Office

The American Heart Association re-
cently selected Beverly Buchanan of VA’s 
William Jennings Bryan Dorn VA Medi-
cal Center in Columbia, South Carolina, 
as one of its national spokespersons.

Buchanan, a nurse educator who teaches 
cardiac classes for hospital staff and pa-
tients, will serve as one of the American 
Heart Association’s “Real Women” — a 
group of 11 women selected to share 
their stories to inspire others as part of 
its 2017 Go Red For Women campaign. 
The American Heart Association, the 
world’s leading voluntary organization 

dedicated to building healthier lives free 
of cardiovascular diseases and stroke.

Go Red for Women is a cause that is 
close to Buchanan’s heart as she herself 
is a heart disease survivor, having un-
dergone open-heart surgery in 2012. As 
member of the American Heart Associ-
ation’s Go Red For Women Real Wom-
en, she joins survivors who actively, 
urgently and passionately participate to 
raise awareness of the issues connecting 
women, heart diseases, and stroke.

Buchanan, a U.S. Army Veteran, was 
nominated by her colleagues as a part of 

her hospital’s Office of Women’s Health 
Services annual Go Red challenge.

The Dorn VAMC is a level-1C teaching 
hospital, providing a full range of pa-
tient care services, with state-of-the-art 
technology, education, and research. 
Comprehensive health care is provided 
through primary care, tertiary care and 
long-term care in areas of medicine, 
surgery, psychiatry, physical medicine 
and rehabilitation, cardiology, neurol-
ogy, oncology, dentistry, geriatrics and 
extended care.

va.gov

Beverly Buchanan, a nurse educator at the 
William Jennings Bryan Dorn VA Medical 
Center in Columbia, S.C., prepares to instruct 
staff. Buchanan was selected as one of the 
spokesperson’s for the 2017 Go Red for 
Women Real Women by the American Heart 
Association. An Army Veteran, she is also a heart 
disease survivor, having undergone open-heart 
surgery in 2012. Photo by Jennifer Scales

Teaching Basic Life Skills and Advanced Cardiac Life Support to WHEN (Weekends, Holidays, 
Evening, Nights) supervisor Auddra Livingston (right), is just one distinction of Beverly Buchanan 
(left). Photo by Jennifer Scales
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8 situation develops into a Code Blue, Ne-
gron explained, with a critical care nurse 
and respiratory therapist responding to 
the patient.

A Code STEMI is called when clinicians 
are concerned that the patient is having 
an active heart attack.  An intervention-
al cardiologist responds with the team 
to determine if the patient needs to be 
rushed to the cardiac catheterization lab 
right away.

For Code Stroke, the MICU and neu-
rology teams respond to evaluate the 
patient right away.

“In the radiology department they’re go-
ing to keep a CT (Computerized Tomog-
raphy) scanner open to bring the patient, 
get a head CT and see if the patient is a 
candidate for tPA,” Negron said.  Tissue 
plasminogen activator is a drug treat-
ment that can, if given quickly enough, 
dissolve the blood clot in the brain that 

is causing the stroke.  According to the 
American Stroke Association, the treat-
ment can not only save the patient but 
can also reduce the long-term effects 
from the stroke.

While different codes are called for dif-
ferent medical situations, they do have 
several things in common, the most 
important of which is the teamwork that 
takes place to treat the patient.

“The nice thing about the VA is that 
everybody who comes into the code 

knows basically what their role is,” said 
Dr. Nikesh Kapadia, JAHVH chief in-
ternal medicine resident, after a recent 
Code Blue simulation training session.  
Kapadia said he has worked somewhere 
between 50 and 100 code calls.  “You re-
ally want all those people there because 
the code requires so many different team 
members.  If one or two are missing, 
that’s the worst thing that could happen.  
You’d rather have too may than too few.”

Kapadia said he was nervous during his 
first few code calls, but now he looks at 
them objectively.

“You think about it in an organized and 
systematic way,” he said.  “But you just 
realize that there’s a human being on the 
other end and on the other side of the 
door is the human being’s family and 
friends.”

va.gov

Veterans
EMERGENCY
Code Calls Mean Rapid Response
By Ed Drohan

If you’ve ever visited the James A. Haley 
Veterans’ Hospital, chances are you’ve 
heard the code calls over the public ad-
dress system.

“Code Blue, building one, valet park-
ing area,” or “Code MRT, Seven North.”  
While the average visitor or administra-
tive staff member may not pay much at-
tention to the announcements, for some 
clinicians it’s a call to respond as fast as 
they can because a life may be on the 
line.

Two of the code calls — yellow and or-
ange — are used to report a missing or 
wandering patient and a disruptive pa-
tient respectively. The other calls com-
monly heard in the hospital — Blue, 
MRT, STEMI and Stroke, are used to 
summon rapid response teams of med-
ical professionals to assist patients expe-
riencing what could be life threatening 
emergent health issues.

Code Blues, when called from an inpa-
tient area, are usually used to initiate 
cardiopulmonary resuscitation (CPR).  
When called from an outpatient area, 
like valet parking, it could mean almost 
anything else.  Code MRT, (Medical Re-
sponse Team) is used strictly in the hos-
pital’s inpatient setting for patients who 
are experiencing a change in their med-
ical status.  Code STEMI (S-T Elevation 
Myocardial Infarction) is called when a 
patient may be experiencing a heart at-
tack, just as a Code Stroke is called for a 
possible stroke patient.

“In the hospital where you have a phy-
sician assigned to you, they’re going to 
be calling Code Blues usually when the 
patient is in acute distress or if they 

have already lost their pulse,” said Dr. 
Ana Negron, JAHVH Medical Inten-
sive Care Unit director. “But outside the 
hospital, in the outpatient areas, they’re 
going to call Code Blues in any kind of 
emergency.”

She gave the example of a Veteran show-
ing up at valet parking feeling too weak 
or lightheaded to make it from the ve-
hicle to the hospital without assistance.

“Even though he’s not a patient down, 
they’re going to call a Code Blue in the 
outpatient setting for any emergency 
whatsoever to bring highly skilled nurs-
es and a physician to that patient for dis-
position,” Negron explained.

Whenever a Code Blue call goes out, a 
large rapid response team assembles to 
examine and, if necessary, treat the pa-
tient.  The team includes at least three 
different physicians, critical care nurses 
(who respond with a crash cart includ-
ing a defibrillator), respiratory thera-
pists, pharmacists, VA police officers and 
VA chaplains.

“Those patients are very sick so you 
can have 10, 12 people looking toward 
the patient trying to rescue them.  The 
police are going to keep everyone safe,” 
Negron said.  “They’re the ones looking 
outside to make sure everything goes 
smoothly and that there are no prob-
lems.  The chaplain is very important as 
well because we don’t recover all of these 
patients and the chaplain’s responsibility, 
together with the medical team, is to be 
get hold of the family, to wait for them 
and comfort them.”

For a Code Blue in the hospital’s outpa-
tient areas, the team responds to deter-
mine what the situation is.  From there 
they can begin treatment, transport the 
patient to the Emergency Department 
or, in some cases where the patient re-
fuses assistance, do nothing and return 
to their individual work areas.

For Code Blues called in the outlying 
areas of the hospital campus, such as in 
the parking garage, Lucy gets the call to 
action.  Lucy is a modified electric cart 
similar to the courtesy shuttle carts visi-
tors use to ride from the garage to other 
areas of the hospital campus, but with a 
stretcher and rescue equipment instead 
of multiple rows of seats.

Code MRT’s are different in that they are 
used to hopefully prevent a patient’s con-
dition from developing into a Code Blue.  
They’re only used for inpatients and 
Community Living Center residents, but 
they can be called by anybody — doc-
tors, nurses, family members or the even 
the patient — who sees a change in the 
patient’s status such as difficulty breath-
ing or decreased alertness.  The idea is 
to provide treatment early before the 

Hillsborough Community College Respiratory 
Therapy student Ted Cooke and JAHVH Internal 
Medicine Chief Resident Dr. Nikesh Kapadia 
practice CPR on a mannequin during a recent 
Code Blue training session.

James A. Haley Veterans’ Hospital has 
received VA’s top patient safety award 
for the eighth consecutive year by the 
VA National Center for Patient Safety 
(NCPS).  

Two of the most important criteria 
for the award is staff reported close 
calls and adverse events, and the Root 
Cause Analysis process the hospital 
uses when such events are reported.

“The Root Cause Analysis is a formal 
analysis into a patient safety event 
that caused or could have potentially 
caused harm,” said JAHVH Patient 
Safety Manager Laura Smith.

The majority of the JAHVH reports 
were “close calls,” Smith said, where 
a staff member caught a possible mis-
take before it caused any harm.

“The staff-reported adverse events and 
close calls represent the foundation of 
a robust and effective patient safety 
reporting system,” Smith said.  “Each 
patient safety report is an opportunity 
for learning and improvement.

Other award criteria included a review 
of safety alerts issued in four different 
years to ensure that changes required 
by the alerts were still in place.  The re-
views were done by teams of volunteers 
from around the hospital including 
clinic and administrative personnel.

The Joint Patient Safety Reporting 
System is the same system used by the 
Department of Defense for reporting 
patient safety issues or adverse events.  

Staff members will be able to enter 
incident reports into a standardized 
electronic template versus the individ-
ual systems in place here and at other 
facilities.  

Smith said the new system will gener-
ate better patient safety reports both 
locally and at the national level.  

Using the information from both VA 
and DOD will allow national leaders 
to see common themes and triggers of 
potential safety issues among the re-
ports, and be able to put out corrective 
actions.

va.gov

James A. Haley Veterans’ Hospital Takes Patient Safety Award for Eighth Year
By Ed Drohan
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8 Veterans
ENDOCRINOLOGY
41 VA Medical Centers to Participate in 
Landmark Study to Test Relationship between 
Diabetes and Heart Health

Veterans with Type 2 diabetes and elevated triglycerides have 
an increased risk for cardiac events and may be eligible to par-
ticipate in a new study sponsored by KOWA Research Insti-
tute, Inc. that aims to reduce this risk.

Dr. Jacob Joseph and the Clinical Research Partnerships and 
Innovations Program based in Boston and Dr. Marshall Elam 
at the Memphis VA are preparing 41 VA medical centers so 
that eligible Veterans can participate in the landmark five-year 
study aimed to reduce cardiovascular events by reducing tri-
glycerides in patients with diabetes.

“Multiple studies suggest that high levels of triglycerides in-
creases the risk of cardiovascular disease such as heart attacks 
and strokes,” Joseph said.  “We are very excited that VA will play 
a major role in this landmark study that will examine whether 
reducing triglyceride levels will decrease the risk of cardiovas-
cular events in Veterans with diabetes and high triglycerides.”

The trial itself is an international study directed by Dr. Paul 
Ridker and Dr. Aruna Pradhan of the Center for Cardiovas-
cular Disease Prevention, Brigham & Women’s Hospital and 
Harvard Medical School. Pradhan is also a staff cardiologist at 
VA Boston and works closely with Joseph and Elam to facili-
tate VA network participation.

Although the final impact of the study will not be known un-
til 2022, the VA consortium of sites and the Clinical Research 
Partnerships and Innovations Program is excited to continue 
to enroll patients and develop more innovations that could 
help us answer a very important question in the field of cardio-
vascular prevention.

“This trial is unprecedented,” said Gary Gordon, MD, presi-
dent of Kowa Research Institute, Inc. “Statins are effective in 
lowering cardiovascular risk among patients with high choles-
terol, but residual risk remains, particularly in patients with 

high triglyceride levels and low HDL-C levels. Kowa will be 
the first company to run a major, randomized clinical trial in-
vestigating whether modulating PPAR-α to lower triglycerides 
and increase functional HDL in diabetic patients can reduce 
cardiovascular risk when added to statin therapy.”

Kowa specifically set out to create the most potent and selec-
tive PPAR-α modulator (peroxisome proliferator-activated re-
ceptor) ever developed, and succeeded with  a drugged called 
K-877, which is at least 1,000 times as potent and selective as 
other drugs.  Kowa has completed clinical development of 
K-877 for hyperlipidemia in Japan, and has submitted it for 
approval as a new drug.  Kowa’s clinical studies have shown 
K-877 significantly reduces triglycerides, ApoC3, and remnant 
cholesterol and increases functional HDL and FGF21.

Phase 3 of the trial will recruit an estimated 10,000 high-risk 
diabetic patients worldwide.  All participants will receive ag-
gressive, standard of care management of cardiovascular risk 
factors including treatment with high-intensity statins.  In ad-
dition, patients will receive either K-877 or placebo.  The trial 
will include diabetic patients with and without established 
cardiovascular disease and will test whether K-877 reduces 
the occurrence of heart attacks, hospitalizations for unstable 
angina requiring unplanned revascularization, stroke, or death 
from cardiovascular causes.

“Cardiovascular disease remains the number one cause of 
death worldwide,” said Dr. Gordon.  “Reducing residual car-
diovascular risk with K-877 would be valuable to physicians 
managing patients’ cardiovascular disease.”

va.gov

Veterans with Type 2 diabetes and 
elevated triglycerides have an  

increased risk for cardiac events.
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8 Veterans
INFECTION CONTROL
VA-CDC collaborate to ramp up fight against 
infectious diseases
By Mike Richman, VA Research Communications

Dr. Nasia Safdar has long been interested 
in finding ways to reduce the spread of 
infectious diseases. The epidemiologist 
is confident that many health care infec-
tions can be prevented by staff and pa-
tients adhering to basic practices, such 
as proper personal hygiene, and keeping 
the workplace clean.

Now, Safdar is the lead investigator on 
one of her most ambitious studies. It’s 
aimed at developing a solid plan for VA 
facilities to prevent the spread of danger-
ous pathogens, such as bacteria, fungi, 
viruses, and parasites, with a focus on 
cleaning patient rooms. All of those 
pathogens can cause infectious diseases.

“Environmental cleaning is a key prin-
ciple of infection prevention in health 
care settings,” says Safdar, a scientist 
at the William S. Middleton Memorial 
Veterans Hospital in Madison, Wis-
consin. “Contaminated surfaces play a 
major role in transmitting pathogens, 
including Clostridium difficile, and 
antibiotic-resistant organisms, such as 
Staphylococcus aureus. Proper disinfec-
tion of hospital surfaces and equipment 
that patients and medical personnel 
touch is critical to reducing exposure.”

The project carries an added cachet (see 
sidebar). It’s one of five that is likely to 
be included in the first year of a five-year 
partnership between VA and the U.S. 
Centers for Disease Control and Preven-
tion (CDC). 

The highlight of the partnership is a re-
search network that will identify ways 
to better protect patients and employ-
ees from infectious diseases in medical 
settings.

Researchers will carry out studies in 
infection control and the proper use of 
antimicrobial drugs to best meet the 
growing threat of multidrug-resistant 
pathogens. The studies will include data 
from 15 VA hospitals and their affiliat-
ed community-based outpatient clinics 
(CBOCs) — small primary care sites 
that serve as satellite clinics for large 
VA campuses — as well as community 
living centers (CLCs), which are nursing 
homes, and university hospitals.

‘The way the government should 
be working’
Dr. Eli Perencevich and Dr. Heather 
Reisinger, infectious disease special-
ists at the Iowa City VA Health Care 
System, are leading VA’s efforts in the 
partnership.

“VA is the best place to study ways to 
prevent health care infections,” Per-
encevich says. “It’s wonderful that CDC 
and VA are working together to find the 
best ways to prevent infections from 
spreading in hospitals. It’s the way the 
government should be working, and it’s 
the way it is working.”

Reisinger is excited about the innova-
tions that are expected to evolve from 
the network.

“VA is an international leader in im-
plementation science,” she says. “It’s a 
strength to bring that to a wider audi-
ence. We’re going to do innovative work, 
such as training people locally to gather 
implementation science data so we can 
learn rapidly from the 15 sites as they’re 
implementing the innovations. Hopeful-
ly, we can quickly get that information 
out so these innovations are implement-
ed effectively when efforts are made to 
spread them beyond the 15 sites. CDC 
hopes to leverage the innovations to 
disseminate toolkits and guidelines to 
health care more broadly.”

The network is an expansion of VA’s 
10-hospital Infection Control Research 
Network, which is part of the VA fund-
ing initiative CREATE. The 10-hospital 
network has produced valuable informa-
tion on how infection prevention teams 
work, including details on hand hygiene 
strategies and approaches to prevent 
pathogens in VA’s community living 
centers. Part of the funding for that en-
deavor is set to end next year.

So officials from VA Health Services 
Research and Development (HSR&D) 
spoke to CDC “about what a wonderful 
resource the network is for doing mul-
ticenter infection control anti-microbial 
stewardship studies,” Perencevich says. 
“In the past year, we’ve had discussions 
with CDC about expanding the network.”

The talks led to creation of the 15-hos-
pital network, which includes 87 med-
ical-surgical wards, 29 intensive care 

Karen Curtis, with Environmental Services at the 
Baltimore VA Medical Center, cleans a patient 
room in the hospital’s intensive care unit.  
Photo by Mitch Mirkin

units, and nine community living cen-
ters with nearly 1,300 residents.

The first year of expansion will begin in 
March 2018. Each hospital will have an 
infectious disease physician who will 
serve as the site’s main investigator, plus 
a research coordinator who is responsi-
ble for data collection.

The research coordinator will be trained 
to monitor infection control strategies in 
inpatient, outpatient, and nursing home 
settings. 

That person may observe hand hygiene 
techniques and compliance with pro-
tective equipment, analyze health care 
worker interactions, and test employees, 
patients, and the environment for viruses.

Data collected from the 15 hospitals will 
be analyzed at the hub site, the Iowa City 
VA. Officials intend for the data to help 
form studies aimed at improving infec-
tion control in VA.

Controlling pathogens that are 
difficult to treat
A VA-CDC peer review committee se-
lected five initiatives for the first year of 
the partnership. They are preliminary at 
this time.

• Developing a plan to improve en-
vironmental cleanliness in medical 
settings.

• Improving antibiotic prescribing to 
prevent Clostridium difficile, or diff, a 
bacterium that can cause diarrhea and 
more serious intestinal conditions, 
such as colitis, especially in the elderly.

• Testing the effectiveness of ultraviolet 
cleaning systems, a disinfection meth-
od that can kill viruses and bacteria.

• Decreasing the number of inappropri-
ately ordered urine samples and false 
positive results. That, in turn, will re-
duce the amount of antibiotics that are 
prescribed. Bacteria are often found 
in urine samples from older hospital-
ized patients. Treatment without clear 
infection can lead to unnecessary an-
tibiotics that can cause Diff and anti-
microbial resistance.

• Evaluating how dangerous bacte-
ria spread in VA community living 
centers.

Reisinger explains that these will not be 
typical studies where investigators are 
asking the consent of patients to try a 
drug or to be randomized to a particu-
lar group. Instead, they will be trials that 
compare, for example, how facilities are 
managing a disease or meeting patient 
safety needs.

“It’s really at a unit level,” Reisinger says. 
“How can we improve the population 
health? How do we improve the quality 
of care or the safety of care for all of the 
Veterans that are at that facility? Most of 
our studies will involve patients in the 
sense that we’ll track patient outcomes 
and test whether the outcomes are dif-
ferent before and after interventions. In 
that sense, patients will experience the 
studies as part of their normal care. But 
it’s the health care workers who may be 
asked to do things differently.”

She wouldn’t define the studies as “point 
of care” research — an emerging trend in 
clinical trials — because the focus is on 
the way the environment is cleaned, not 
on patient care. The studies are targeted 
at health care worker behavior and do 
not randomize patients, she says.

The research teams will interview health 
care workers to gather their thoughts on 
ways to stop dangerous pathogens and 
on the barriers to implementation. The 
teams will also use VA’s electronic med-
ical records program, or the Comput-
erized Patient Record System (CPRS), 
which has a lot of administrative data 
that can be used to support the studies. 
(VA plans to transition from CPRS and 
adopt the Department of Defense’s elec-
tronic medical records system to allow 
for seamless care between the agencies.)

A major goal of the network will be to 
halt the spread of infections that are 
difficult to treat, such as Staphylococcus 
aureus, or S. aureus, one of many staph 
infections. Staph infections are caused 
by bacteria often found on the skin or in 
the nose.

“Generally, multidrug-resistant organ-
isms are challenging to treat,” Reisinger 
says. “They are resistant to some antimi-
crobials. Therefore, doctors are limited 
in the number of tools they have to help 
patients fight the infection.”

CDC hopes to continue partnership 
with VA
Dr. Sujan Reddy is medical director of 
CDC’s Prevention Epicenters Program, 
which focuses on innovative infection 
control research.

“CDC has worked closely with VA over 
the years on different initiatives and is 
very excited to work with HSR&D to 
fund this network,” he says. “We think 
discussions between the investigators 
at each site and experts at VA and CDC 
will allow for implementation of projects 
that are a high priority for both agencies.”

CDC will contribute nearly $600,000 in 
the first year of the partnership, with the 
option to provide similar support for the 
remaining four years. The funding will 
cover the salaries of the research coordi-
nators at the 15 sites.

The collaboration involves projects that 
evaluate important aspects of infection 
control and antibiotic stewardship perti-
nent to VA and non-VA settings.

“For example, we know that antibiotic 
use contributes to Clostridium difficile 
infections,” Reddy says. “This network 
will evaluate the types of antibiotic 
stewardship programs that may have 

Clockwise: Infection preventionist Nicole Gerdts 
and Environmental Services staffer Bobby Cole 
discuss cleaning practices with researchers Dr. 
Eli Perencevich and Dr. Heather Reisinger at the 
Iowa City VA Health Care System.  
Photo by Steve Smith
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8 the greatest impact on C. diff and other 
infections. It will also evaluate whether 
improving the diagnosis of infectious 
conditions like urinary tract infections 
will help decrease inappropriate antibi-
otic use.”

He adds: “We recognize the need to de-
velop tools to improve room cleaning 
and disinfection in order to decrease 
health care infections. Also, we want to 
ensure that we evaluate the unique chal-
lenges of infection control in community 

living centers to ensure that we prevent 
the spread of dangerous bacteria in this 
population.”

Perencevich hopes the partnership leads 
to an efficient and economical infection 
control system.

“We want the cleanest environment 
possible,” he says. “We want to give the 
fewest number of antibiotics possible. 
We want only tests that are needed to be 
ordered. So if we over-test, we’re going 

to find things that aren’t really infections 
and give antibiotics unnecessarily. It’s a 
very complex story, but these studies are 
looking at a lot of the angles.

“It’s just incredibly exciting to have a 
large collaborative integrated network,” 
he adds. “VA is an ideal health care sys-
tem, and CDC is going to learn from 
these five studies. The whole country 
will benefit from this.”

va.gov

In 2017, Dr. Nasia Safdar, an epidemiologist at the William S. 
Middleton Memorial Veterans Hospital in Madison, Wisconsin, 
recruited a panel of patients to develop a research plan for ad-
dressing infectious disease control in medical settings. Most of the 
patients had experienced a health care infection.

Based on their experiences in different health care settings, the 
patients shared their thoughts on the problem of contaminated 
surfaces in hospitals. They wondered how cleaning is carried out, 
how a patient knows when it is done, how surfaces are selected for 
cleaning, and what the risk of infection is from the environment.

Their personal accounts helped uncover opportunities to conduct 
research on improving infection control practices in health care, 
including in VA hospitals, according to Safdar.

Separately, in 2015, Safdar and her colleagues evaluated the Madi-
son VA’s approach to preventing the spread of infectious diseases. 
They found two main barriers to cleaning:

• Clinical team operations sometimes delayed the work of clean-
ing staff.

• Room clutter from belongings or supplies impeded the work of 
cleaning specialists.

Safdar hopes the findings from these endeavors will play a role 
in the environmental cleaning project that’s a centerpiece of VA’s 
partnership with the U.S. Centers for Disease Control and Preven-
tion (CDC). An infectious disease expert, she is the project’s lead 
investigator.

Her goal is to create an environmental cleaning toolkit that can be 
used in VA hospitals.

“The toolkit will be based on a systems and workflow approach 
to environmental cleaning,” Safdar says. “That includes available 
tools and technology, tasks involved, organizational and leadership 

support, and factors such as room size and layout, clutter, and the 
number of surfaces to clean.”

She adds: “The toolkit will address the unique features of a VA 
hospital, including the older Veteran population and specialized 
areas, such as spinal cord injury units. We’ll work with VA to use 
its extensive resources to promote environmental cleaning.”

To produce the toolkit, Safdar and her colleagues will first eval-
uate the approach to cleaning in a study including at least three 
hospitals in the 15-hospital VA-CDC network, with a focus on 
lifting impediments to infectious disease control. Their findings 
will stem from interviews with cleaning supervisors, infection 
prevention specialists, doctors, and nurses, among others.

The questions that are asked will be based on the SEIPS (Systems 
Engineering Initiative for Patient Safety) model. It provides a 
framework for understanding the structures, processes, and out-
comes for patient safety in health care.

The VA hospitals in the study have not yet been chosen.

“We will identify practices, barriers, and facilitators in environ-
mental cleaning from feedback obtained from VA stakeholders 
involved in this study,” says Safdar, who is also an associate profes-
sor at the University of Wisconsin. “Common themes that emerge 
will be mapped to all components of the SEIPS model, which will 
provide a picture of where barriers and facilitators exist.”

Safdar explains that the information gleaned from the interviews 
will lead to development of the toolkit. It initially will be tested at 
one VA site in the 15-hospital network.

“We hope the toolkit will improve patient safety in health care,” 
she says. “Upgrading environmental cleaning will improve out-
comes for patients in the VA system and elsewhere.”

New environmental cleaning ‘toolkit’ is one goal of research

Veterans
MENTAL HEALTH
President Donald J. Trump Signs Executive Order 
to Improve Mental Health Resources for Veterans 
Transitioning from Active Duty to Civilian Life

The Secretaries of Defense, Veterans Affairs and Homeland 
Security will develop a plan to ensure Veterans’ mental health 
care for the year after separating from service

President Donald J. Trump signed an Executive Order titled, 
“Supporting Our Veterans During Their Transition From Uni-
formed Service to Civilian Life.” This Executive Order directs 
the Departments of Defense, Veterans Affairs and Homeland 
Security to develop a plan to ensure that all new Veterans re-
ceive mental health care for at least one year following their 
separation from service.

The three departments will work together and develop a Joint 
Action Plan to ensure that the 60 percent of new Veterans who 
currently do not qualify for enrollment in healthcare — pri-
marily due to lack of verified service connection related to the 
medical issue at hand — will receive treatment and access to 
services for mental health care for one year following their sep-
aration from service.

“As service members transition to Veteran status, they face 
higher risk of suicide and mental health difficulties,” said Sec-
retary of Veterans Affairs Dr. David J. Shulkin. “During this 
critical phase, many transitioning service members may not 
qualify for enrollment in health care. The focus of this Exec-
utive Order is to coordinate Federal assets to close that gap.”

The Department of Defense, Veterans Affairs and Homeland 
Security will work to expand mental health programs and other 
resources to new Veterans to the year following departure from 
uniformed service, including eliminating prior time limits and:

• Expanding peer community outreach and group sessions in 
the VA Whole Health initiative from 18 Whole Health Flag-
ship facilities to all facilities. Whole Health includes wellness 
and establishing individual health goals.

• Extending the Department of Defense’s “Be There Peer 
Support Call and Outreach Center” services to provide peer 
support for Veterans in the year following separation from 
the uniformed service.

• Expanding the Department of Defense’s Military One Source 
(MOS), which offers resources to active duty members, to 
include services to separating service members to one year 
beyond service separation. 

“We look forward to continuing our partnership with the VA 
to ensure Veterans who have served our country continue to 
receive the important mental health care and services they 
need and deserve,” said Secretary of Defense James N. Mattis. 

“The Department of Homeland Security is where many Veter-
ans find a second opportunity to serve their country — nearly 
28 percent of our workforce has served in the armed forces, 
in addition to the 49,000 active-duty members of the United 
States Coast Guard,” said Secretary of Homeland Security 
Kirstjen Nielsen.  

“This critically important Executive Order will provide our 
service members with the support they need as they transition 
to civilian life. These dedicated men and women have put their 
lives on the line to protect our nation and our American way 
of life, and we owe them a debt we can never repay. We look 
forward to working with the VA and DOD to implement the 
president’s EO,” said Secretary Nielsen. 

“In signing this Executive Order, President Trump has pro-
vided clear guidance to further ensure our Veterans and their 
families know that we are focusing on ways to improve their 
ability to move forward and achieve their goals in life after ser-
vice,” said Secretary Shulkin. 

va.gov

President Donald J. Trump signs an executive order on supporting our 
veterans during their transition from uniformed service to civilian life. 
(Photo by Shealah Craighead)
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MENTAL HEALTH
VA Using Magnetic Stimulation  
to Treat Depression
By Meredith Hagen, Lead Public Affairs Specialist

Spend any amount of time at the Ralph 
H. Johnson VA Medical Center and 
you’ll get to know Navy Veteran Percy 
Jones. Jones, now employed as a house-
keeper at the hospital, goes about his 
daily duties sporting a bright, wide smile 
and interacts joyfully with staff and pa-
tients while making his rounds. But his 
disposition wasn’t always so sunny.

“At one time, I was having an awful lot 
of problems isolating myself,” Jones re-
members. “I got angry easily and I was 
always very nervous. I couldn’t sleep. I 
started drinking too much. It got to the 
point where I was suicidal. I just didn’t 
want to live.”

Fortunately, Jones heard about a na-
tional research study being conducted 
at the Charleston VA, which utilized a 
non-invasive technique called trans-cra-
nial magnetic stimulation to treat de-
pression among Veterans. Jones signed 
up straightaway and soon after began 
receiving treatments — one 30-min-
ute session, five days per week, for six 
straight weeks. Jones would come in 
during his lunch break and relax in a 
chair while researchers used a magnet to 

stimulate his prefontal cortex, the part of 
the brain responsible for emotions and 
mood regulation. The results were al-
most immediate.

“In the first week and a half I could feel 
a difference,” Jones said. “I started realiz-
ing that I was myself again.”

And many Veterans in the study have 
had similar experiences. According to 
Dr. Mark George, principle investigator 
for the three-year study, so far about 60 
percent of the patients in the trial have 
reached a state of remission with their 
depression.

“We stimulate this certain part of the 
brain, the prefrontal cortex, and if we do 
that for several weeks, we can get people 
un-depressed,” George explains.

Through the TMS treatment, which 
George himself invented in the 1990s, 
the researcher hopes to help Veterans 
struggling with crippling depression and 

suicidal thoughts once again lead happy 
and productive lives.

“You see people, like Percy, who get 
their lives back through this treatment,” 
George said. “I have to pinch myself. It’s 
a dream.”

Charleston is one of eight medical cen-
ters in the country currently testing the 
effectiveness of TMS in the treatment of 
depression. Researchers say the study 
will end in spring of 2016 and more Vet-
eran participants are needed. Jones regu-
larly recommends the treatment to other 
Veterans he knows that are experiencing 
similar symptoms and he credits TMS 
for his new outlook.

“It was just like a door opening,” Jones 
said, beaming. “I started smiling more 
and sleeping again. I would say the treat-
ment suppressed my depression and 
anxiety enough for me to be me.”

va.gov

Dr. Mark George

Navy Veteran Percy Jones receives a transcranial 
magnetic stimulation treatment as part of a 
research study from Dr. Mark George, the study’s 
principle investigator. Jones credits the treatment 
with minimizing the effects of depression and 
anxiety on his daily life. Photo by James Arrowood
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MENTAL HEALTH
VA Facilities Now Offer Same-day Care for 
Urgent Primary and Mental Health-care Needs 

The U.S. Department of Veterans Affairs (VA) announced a 
major milestone, that 100 percent of its more than 1,000 medi-
cal facilities across the country now offer same-day services for 
urgent primary and mental health-care needs. 

Same-day services means a Veteran with an urgent need for 
primary care and mental health-care receives services that may 
include: a face-to-face visit with a clinician; advice provided 
during a call with a nurse; a telehealth or video care visit; an 
appointment made with a specialist; or a prescription filled the 
same day, depending upon what best meets the needs of the 
Veteran. 

“We made a commitment to our nation’s Veterans that we 
would work to reduce wait times and improve access, and we 
are doing it,” said VA Secretary Dr. David J. Shulkin. “We were 
able to meet this goal, in large part, because of the concerted 
focus of our staff who care for our Veterans in facilities across 
the country.” 

Since 2014, VA has concentrated its efforts on improving 

access and meeting the urgent health-care needs of Veterans. 
In 2016, all of VA’s medical centers offered same-day services 
for primary and mental health services.  

In addition to offering same-day services, VA has reduced 
patient wait times. VA also implemented a new process to en-
sure timely follow-up appointments for time-sensitive medi-
cal needs. More than 100,000 such appointments have been 
completed.  

In 2017, Veterans completed over 57.5 million appointments 
and VA clinicians saw almost 6 million patients. 

To view access information about each facility nationwide, vis-
it https://www.accesstocare.va.gov/. 

va.gov

In addition to offering same-day services, 
VA has reduced patient wait times. VA also 

implemented a new process to ensure 
timely follow-up appointments for time-

sensitive medical needs. 

Veterans, Service members, and their 
loved ones can call 1-800-273-8255 
and Press 1, send a text message to 
838255, or chat online to receive free, 
confidential support 24 hours a day, 7 
days a week, 365 days a year, even if 
they are not registered with VA or en-
rolled in VA health care.

The responders at the Veterans Cri-
sis Line are specially trained and 

experienced in helping Veterans of all 
ages and circumstances — from those 
coping with mental health issues that 
were never addressed to recent Veter-
ans dealing with relationships or the 
transition back to civilian life.

Since its launch in 2007, the Veterans 
Crisis Line has answered nearly 2.8 
million calls and initiated the dispatch 
of emergency services to callers in 

crisis nearly 74,000 times. The Veter-
ans Crisis Line anonymous online chat 
service, added in 2009, has engaged 
in more than 332,000 chats. In No-
vember 2011, the Veterans Crisis Line 
introduced a text-messaging service 
to provide another way for Veterans 
to connect with confidential, round-
the-clock support, and since then has 
responded to more than 67,000 texts.

Veterans
NEUROLOGY
VA Epilepsy Center of Excellence Releases Video 
Series on Veterans with Epilepsy

The first video of the series is now available on YouTube and fo-
cuses on the diagnosis of epilepsy.

In an effort to address the stigma of epilepsy and educate veterans, 
their caregivers, and the general public about living with epilepsy, 
the Epilepsy Centers of Excellence (ECoE), in partnership with 
the VHA Employee Education System, have developed a video 
series titled, “Veterans and Epilepsy: Basic Training.” Each video 
in the series features a veteran sharing his or her personal expe-
riences and unique challenges balancing the medical, personal, 
and social aspects associated with having recurring seizures.

The goal of the video series is to promote public awareness of the 
impact of epilepsy in the lives of veterans and to convey that these 
people are able to live full, productive, successful lives.

Traumatic brain injury, or TBI, has been labeled the signature 
injury of the Global War on Terror.

“I think receiving a diagnosis of epilepsy is a very emotionally 
turbulent experience for most of my patients. It is true that they 

do get some relief from finally having an answer, but the word 
‘epilepsy’ has a great stigma attached to it,” explains Manu Hegde 
MD, PhD, epilepsy specialist and neurologist at the San Francisco 
VA Medical Center.

“There is a culture of stoicism in the military, which prevents vet-
erans with epilepsy from reaching out to get more information 
about their epilepsy. Hopefully these videos will show veterans 
and all individuals living with epilepsy they are not alone,” ex-
plains Stephanie Chen, epilepsy nurse practitioner with the San 
Francisco VA Medical Center.

According to the Department of Defense, 333,169 U.S. military 
service members have been diagnosed with TBI since 2000, and 
the number is growing.

In addition to symptoms such as memory problems, depression, 
and post-traumatic stress disorder (PTSD), U.S. service members 
and veterans with TBI are at greater risk for seizures and epilepsy.

va.gov

In 2015, about 3 million U.S. adults age 18 
and older had active epilepsy (which means 
the person was diagnosed with epilepsy by 
a doctor and they were under treatment or 
had recent seizures).1 Experts aren’t sure ex-
actly how many veterans have epilepsy. The 
Veterans Health Administration (VHA) es-
timated that the prevalence of veterans with 
epilepsy under treatment at VA facilities 
was 13.8 per 1000 in 2015.2 Think of that 
number this way: if 100,000 veterans were 
in attendance at an event, almost 1,400 of 
them would be in treatment for epilepsy in 
VA facilities. The VHA data show that about 
13% of veterans with seizures were less than 
45 years old, 39% were between 45-65 years 
old, and about 8% were female.2

Because having active epilepsy will almost 
always prevent someone from being ac-
cepted into the military, epilepsy usually 
develops in veterans during or following 
military service.3 Veterans are at higher 

risk of developing epilepsy than the public 
because they are more likely to have trau-
matic brain injuries (TBI) and post-trau-
matic stress disorder (PTSD).4,5 TBI and 
PTSD are also associated with psychogenic 
non-epileptic seizures (PNES). PNES look 
like seizures but are not associated with 
abnormal electrical activity in the brain 
and are caused by psychological (mental or 
emotional) distress.

The VHA Epilepsy Centers of Excellence 
(ECoE) is a network of 16 sites that provides 
comprehensive treatment and support to 
veterans with epilepsy or seizure disorders, 
including PNES (3). The ECoE’s video se-
ries, “Veterans and Epilepsy: Basic Train-
ing,” provides education and aims to reduce 
epilepsy stigma. This ECoE website also has 
videos about medicine and side effects, de-
pression, seizure first aid, and other topics.

References:
1.  Zack MM, Kobau R. National and State Es-

timates of the Numbers of Adults and Chil-
dren with Active Epilepsy — United States, 
2015. MMWR Morb Mortal Wkly Rep 
2017;66:821–825.

2.  Department of Veterans Affairs. Epilepsy 
Centers of Excellence FY16 Annual Report. 
Accessed October 10, 2017.

3.  Department of Defense. Department of De-
fense Instruction 6130.4 Criteria and Proce-
dure Requirements for Physical Standards for 
Appointment, Enlistment, or Induction in the 
Armed Forces. Washington, DC; 2004.

4.  Rehman R, Kelly PR, Husain AM, Tran TT. 
Characteris tics of Veterans diagnosed with sei-
zures within Veterans Health Administration. 
J Rehabil Res Dev. 2015;52(7): 751–62.

5.  Pugh MJ, Orman JA, Jaramillo CA, et al. The 
prevalence of epilepsy and association with 
traumatic brain injury in veterans of the Af-
ghanistan and Iraq wars. J Head Trauma 
Rehabil 2015;30(1): 29-37.

How many veterans have epilepsy?
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NEUROLOGY
Veterans with Epilepsy: You Are Not Alone
By Winfield S. Danielson III

In an effort to address the stigma of epilepsy and educate Vet-
erans, their caregivers and the general public about living with 
epilepsy, VA Epilepsy Centers of Excellence have developed a 
video series titled “Veterans and Epilepsy: Basic Training.”

The video is available on YouTube at (https://youtu.be/R5KIH-
BCNJhc), and focuses on the diagnosis of epilepsy. Subsequent 
videos will include topics such as, epilepsy medications, social 
issues faced by individuals living with epilepsy, seizure first aid, 
and traumatic brain injury (TBI). The goal is to promote public 
awareness of the impact of epilepsy on the lives of Veterans and 
show that these patients are able to live full, productive and 
successful lives.

“There is a culture of stoicism in the military, which prevents 
Veterans with epilepsy from reaching out to get more infor-
mation about their epilepsy. Hopefully these videos will show 
Veterans and all individuals living with epilepsy they are not 
alone,” said Stephanie Chen, epilepsy nurse practitioner with 
the San Francisco VA Medical Center.

Many consider traumatic brain injury, or TBI, to be the sig-
nature injury of the wars in Iraq and Afghanistan. According 
to the Department of Defense, 333,169 U.S. military Service 
members have been diagnosed with TBI since 2000, and the 
number is growing. In addition to symptoms such as mem-
ory problems, depression and posttraumatic stress disorder 
(PTSD), Servicemembers and Veterans with TBI are at greater 
risk for seizures and epilepsy.

“Veterans present unique challenges because their seizure-re-
lated psychosocial difficulties are often amplified by posttrau-
matic stress disorder and traumatic brain injury,” said Dr. W. 
Curt LaFrance Jr., principle investigator for a pilot study of 
Veterans with epileptic seizures at the Providence VA Medical 
Center. “Among our goals of caring for Veterans with epilep-
sy is developing effective treatments for these psychosocial 
comorbidities.”

Therapy Results in Improvement in Quality of Life
The Providence VAMC has been using a 12-session seizure 
therapy intervention in Veteran patients with non-epilep-
tic seizures and with epilepsy, which resulted in a reduction 
in seizures, improvement in anxiety and depression, and 

improvement in quality of life. The treatment has been used 
successfully for epilepsy in non-Veterans in prior pilot trials at 
other facilities.

A grant from the Matty Fund, a Rhode Island-based nonprofit, 
in April 2015 is helping bridge treatments, research, training 
and education by supporting a Brown University student who 
worked with the study. This support is facilitating the Provi-
dence VAMC in providing seizure therapy for 20 Veterans with 
epilepsy in the pilot study. The Veterans will continue with ex-
isting treatment with their current care providers. Some will 
receive the additional seizure therapy provided as part of the 
study in order to compare a cognitive behavioral-informed 
psychotherapy with standard medical care by assessing sei-
zures, co-morbid symptoms, quality of life and functioning.

To meet the needs of Veteran patients nationwide, VA created 
Epilepsy Centers of Excellence, or ECOEs, at 16 sites across the 
VA health care system, which are linked to four regional cen-
ters. The ECOEs strive to ensure high-quality care for Veterans 
with seizures, and conduct outreach, research and education 
efforts.

va.gov

Dr. W. Curt LaFrance Jr., principal investigator for a pilot study of Veterans 
with epileptic seizures at the Providence VA Medical Center, conducts a 
finger-tapping exercise with Veteran Ernest J. Avery as part of an exam at 
the Providence VA Medical Center. Avery served in Operation Enduring 
Freedom. (Photo by Winfield S. Danielson III)
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NEUROLOGY
Recognizing the VA Multiple Sclerosis Centers of 
Excellence

The Multiple Sclerosis Centers of Ex-
cellence are dedicated to furthering our 
understanding of multiple sclerosis, its 
impact on Veterans, and effective treat-
ments 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-con-
nected or non-service connected status. 
Here are two stories of achievements 
from brave individuals overcoming its 
challenging.

I Am Not My MS!
By Lia “Lisa” Coryell

My journey with MS began 32 years ago. 
Like most people with MS, it took sev-
eral years to finally receive a diagnosis; 
relapsing-remitting MS. Five years ago 
I was having pain in my legs and feet 
when walking and was falling daily. I had 
a surgery on my left knee and have not 

walked since that surgery. I began my 
life as a ‘wheeler’ on that day, going from 
relapsing-remitting to progressive MS.

I was absolutely terrified when I was 
told that I now had secondary progres-
sive MS. I was afraid to do anything that 
would make the disease progress faster 
than it already was. I was afraid to live 
because I was afraid of dying. It was a 
dark and horrible place to be. I was so 
depressed, I wished I would just die and 
be done.

In 2013, I attended the VA’s National 
Veterans Summer Sports Clinic in San 
Diego, CA. That adaptive sports camp 
both changed and saved my life. The 
minute we came off that plane we were 
‘Adaptive Athletes’. I had thought of my-
self as a patient for many years. I didn’t 
think a person with MS could even be 
an athlete.

The level of courage, bravery, and tenac-
ity of the other athletes at the Summer 
Sports Clinic humbled and shamed me. 
Most of them were young people injured 
during their enlistments during the wars 
in Iraq and Afghanistan. Many were 
missing limbs or paralyzed, yet they 
laughed, talked smack, and competed 
with all their heart. It was at this camp 
that I met Randi Smith, the Paralympic 
Archery Coach, and I discovered ar-
chery. I had never shot a bow and found 
that I really liked it.

A year later, I was back at the Summer 
Sports Clinic. I roomed with Air Force 
Veteran, Samantha Tucker. Sam is a be-
low the elbow amputee. We decided that 
we were going to make the USA Para 
Archery Team the following year. On 

January 1, 2015 we packed up our be-
longings and met in Colorado Springs, 
CO to train together. Seven months later, 
we were named to the USA Para Archery 
Team and the World Championship 
Team. I was 50 years old and Sam was 
45.

In 2016, I became the 1st American 
woman in the W1 class (classification for 
the most significantly impaired archers) 
to be named to the USA Paralympic Ar-
chery Team. Although I didn’t medal, my 
world ranking rose to #4 in the world. I 
am #1 in the USA. Sam also made the 
Paralympic Archery Team as the USA’s 
1st female compound archer.

My training and competition schedule 
is carefully structured around my needs 
and MS triggers. I found that working 
with a Strength and Conditioning Coach 
helps my fatigue and spasticity. My bow-
el/bladder program and wheelchair ac-
cessibility needs are carefully considered 
when traveling, especially international-
ly. Heat is a huge issue, both in training 
and competition, but we are learning 
and adjusting every day. The disease 
continues to progress and most recently 
the dexterity and strength in my hands 
has diminished. I am very careful with 
my nutritional planning and have lost 75 
pounds in the last 3 years.

This journey has taught me that I am 
NOT my diagnosis. MS does not get to 
define me or determine what I will ac-
complish. I don’t dwell on what the fu-
ture holds for me anymore, it is what it 
is. MS is going to progress whether I sit 
around and wait for it or not. I believe 
that what I am doing is not even about 
me or archery, it is about stepping up 

and leading by example. There is no 
room for apathy in MS. Live life like you 
mean it. Don’t just hand MS the win, 
fight for yourself! To learn more about 
me and my team, our Instagram is @
USAParaArchery.

Finding the Strength to Fight Back
By Kenneth Johnson

I am a US Army disabled Veteran who de-
ployed during Operation Desert Shield/
Storm. I was honorably discharged after 
my 6-year enlistment and later pursued 
a 17-year career in law enforcement. 
I was employed by a Sheriff ’s Depart-
ment, Police Department, and later, a 
federal agency as a US Special Agent. 
I’ve traveled throughout the US, as well 
as various overseas locations, and had 
some of the best experiences of my life. I 
was satisfied with my accomplishments.

All was going well until I started having 
difficulty recalling memories, names, 
appointments, and dates. Sometimes 
my fatigue was so intense that it felt as 
if I hadn’t slept in over 72 hours. I ex-
perienced indescribable body pain and 
spasms wildly traveling throughout my 
body as I lay still in bed. I had blurred/
double vision and was seeing things in 
my peripheral vision that were not there. 
I felt anxious when planning to attend 
gatherings because I was unsure how 
I’d feel that day. The list of symptoms 
seemed never-ending, and that’s when 
I realized something is happening with 
my body.

In the summer of 2014, after months of 
medical testing, my VA neurologist Dr. 
Robert Baumhefner delivered the news 
that I had MS, and there was no cure. 
Additionally, I was to begin my disease 
modifying drugs in 30 days. I left my 
appointment, drove home, and searched 

the web for information about the dis-
ease. I experienced the emotional effects 
of being diagnosed with a chronic illness 
— denial, anger, sadness. I rapidly began 
to lose weight along with muscle mass. It 
was time to make a decision, fight or fall 
victim to MS.

The first order of business was to share 
my diagnosis with family and friends. 
I quickly learned I could not fight this 
disease alone and shifted from being an 
independent Veteran to a Veteran who 
needs support. 

Next, I needed to integrate myself into 
the MS community by attending self-
help group meetings, attending seminars 
related to different medications, register-
ing with the National MS Society, and 
connecting with others who have MS. 

I also needed to construct a healthy diet 
and exercise plan in an effort to counter/
delay disease progression. Lastly, I need-
ed to come to terms with my diagnosis 
in order to move beyond the diagnosis.

Since my diagnosis, I have accomplished 
these goals, and so much more. I con-
nected with many others in various stag-
es of MS; some mobile like me, some 
using devices to assist with walking, 
and others who are wheelchair-bound. 
These individuals continuously fuel my 

motivation to fight and to continue to 
do so. I opened up, sharing my diagno-
sis with any and everyone in an effort 
to help raise MS awareness. The more I 
share about my diagnosis, the more lib-
erated I feel.

I volunteer with the National MS Soci-
ety in support of the search for a cure 
through fundraising or donating my 
time. I eat healthy foods and exercise 
daily to keep my body and mind in peak 
condition. I try to consume raw fruits 
and vegetables daily along with plenty 
of fluids. My daily exercise routine con-
sists of weight lifting and cardio, which 
helps with spasticity, muscle atrophy, 
and fatigue.

I’ve learned to become patient with my-
self and to take each day as it comes, 
make adjustments, and move forward. 
One of my biggest struggles living with 
MS is people’s lack of understanding. 
Then again, how can I expect others 
to understand when I’m still learning 
about MS? I’ve learned that patience and 
forgiving myself are crucial, and have 
been very effective as I’ve put them into 
practice.

Now, 2½ years since my diagnosis, I am 
stronger due to my exercise and diet. I 
feel mentally and physically sound, as 
much as a person with MS can be. I am 
more educated about MS and how to 
identify signs and symptoms of potential 
exacerbations, and able to fight through 
my fatigue. There are times when I do all 
of the above and I’m still symptomatic. 
This is when I listen to my body and rest.

My hopes are that someday a cure for 
MS will be found, and we are able to 
have a life free from the symptoms and 
disability of MS. In the meantime, MS 
should know we stand firm in our will 
to fight, and we are determined to win. 

We all possess the ability to fight; it’s up 
to the individual to decide when he or 
she will surrender. MS is not the end for 
me nor should you allow MS to be the 
end for you.

va.gov
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Army Veteran’s Advice for Dealing with Multiple 
Sclerosis – Healing the Brain and Body with 
Mindfulness, Meditation, and Spirituality
By Crystal Muscatello

It is one of the most overwhelming feelings I experienced, 
knowing there’s active deterioration in my brain when man-
aging a flare-up with multiple sclerosis (MS). The body sends 
many confusing signals, leaving a feeling of vulnerability, deep 
concern, and weakness.

Iraq was terrifying, sharing a space with hostile enemies in a 
war zone. MS is terrifying because you’re at war within your-
self. You have a destructive battle going on in your body, and 
you are playing both sides! I practice a complementary and 
integrative approach with MS, stretching to every approach to 
recovery, and have experienced some profound healing.

When I first was diagnosed with MS, I was in denial. I didn’t 
accept it until I was hospitalized over six months later. I was 
losing my eyesight, balance, and experiencing many other con-
fusing symptoms. I had no idea what MS was. I experienced 
some damage in my brain and optical nerve, and was told it 
was unlikely to regenerate, but felt and had an inner knowing I 
was on a path to recovery.

The Mayo clinic reported complementary ways to cope with 
chronic illness and cancer. The study found when spirituali-
ty was practiced it increased resiliency. Also, those practicing 
emotional fitness, spirituality, prayer, and affirmations report-
ed less pain.

When I was hospitalized and realized I had no idea how to 
move forward, I recall asking, “What am I doing wrong?” and 
“How did I get here?” I was given advice to frame my questions 
positively. I asked my own natural intelligence and the infinite 
intelligence of the Universe, “What is the best, most positive 
way to heal myself?” This was the turning point for me.

The next thing that crossed my path was Qigong, a mind-
body therapy and complementary and integrative medicine. 
I became fascinated because I could “feel” the movement of 
peaceful, calming energy down my back. Qigong sounds like 
“CHEE-gong” and is like yoga. The gentle movements and 
stretches, breath work and meditation, mindfulness, and spir-
ituality increased my quality of life multifold. It was helpful 
with reporting symptoms to my doctor.

Qigong lets you be your own massage therapist, your own 

acupuncturist (without the needles), therefore, you get an in-
depth look at your body as a whole. You discover what areas 
of your body feel pain or any other symptoms that MS might 
affect, like numbness or tingling. The best part of practicing 
Qigong was evoking a loving conversation within myself be-
cause I had to let go of my training as a killer to start to heal.

I highly recommend having a medical journal to share the 
responsibility with your doctor so the best solutions may be 
discovered.

A gratitude journal was another key player in taking the best 
route to a greater quality of life. Gratitude helped transform 
many unfavorable emotions. My pain management doctor at 
VA gave me a book, “Flourish” by Dr. Marty Seligman, which 
touched on PTSD, depression, and some techniques to adapt. 
I learned gratitude works instantly to calm the frazzled nerves 
and memories. It described how to use a gratitude journal, and 
the results. Write in your gratitude journal daily by describing 
three things you’re grateful for and why.

“VA  took care of me when I felt broken.” VA has been a HUGE 
part of my healing, the pain psychologist, neurologist, general 
provider, and therapist all worked together to help me get com-
fortable again and start living the life I was meant to. When 
things were really tough, VA outsourced me to University Hos-
pitals, and this extension of healthcare was truly helpful. 

VA took care of me when I felt “broken”, helped me regain sta-
bility, and ultimately played a huge role in my happiness.”

Over six years after my MS journal began, my doctors gave me 
objective evidence of an incredible healing. My optical nerve 
damage has nearly disappeared! Remember MS is somewhat 
unpredictable; in the same year I got my objective evidence of 
healing I experienced my second flare-up!

My doctor tells me reaching a state of NEDA means “No Ev-
idence of Disease Activity”. Strive to reach NEDA with me! 
Talk with your doctors, dedicate at least 30 minutes a day to 
a proven self-care plan, and enjoy the new generation of MS 
medication that is halting MS in its tracks!

va.gov
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Study Finds Worsening Outcomes in Service 
Members Five Years after Mild Blast-induced 
Concussion
NIH-funded research suggests need for new treatment strategies to help veterans recover.

According to a new study in JAMA Neurology, U.S. military 
service members who endured a mild concussion after blast 
injury while deployed in Iraq or Afghanistan may continue 
to experience mental health symptoms as well as decreases in 
quality of life for at least five years after their injury. The study 
was supported by the National Institute of Neurological Dis-
orders and Stroke (NINDS) and the Department of Defense. 
NINDS is part of the National Institutes of Health.

“This is one of the first studies to connect the dots from in-
jury to longer-term outcomes and it shows that even mild 
concussions can lead to long-term impairment and continued 
decline in satisfaction with life,” said lead author Christine 
L. Mac Donald, PhD, an associate professor in the Depart-
ment of Neurological Surgery at the University of Washing-
ton School of Medicine in Seattle. “Most physicians believe 
that patients will stabilize 6-12 months post-injury, but this 
study challenges that, showing progression of post-concussive 
symptoms well after this time frame.”

Dr. Mac Donald’s team studied five-year outcomes in 50 ser-
vice members who experienced mild traumatic brain injury 
(mTBI) in Iraq or Afghanistan and compared the findings to 
44 controls who were deployed but not injured. The research-
ers have been studying the service members with mTBI since 
their injury and examined changes in their symptoms from 
one year to five years after injury. The service members un-
derwent a battery of neurological and neuropsychological 
assessments as well as tests of their overall functional ability 
to return to work and live independently.    

The study also showed that a combination of factors, includ-
ing neurobehavioral symptom severity, walking ability, and 
verbal fluency at one year after injury, was highly predictive of 
poor outcomes five years later.

“We need to identify effective, long-term treatment strategies 
that will help these brave men and women enjoy the highest 
quality of life possible following their service to our coun-
try,” said Walter Koroshetz, MD, director of NINDS.  “This 
unique academic-military partnership highlights the power 
of data sharing and cutting across traditional boundaries to 
advance research that will help improve the lives of our mili-
tary members.”

Blast injury due to improvised explosive devices was the rep-
resentative injury of the wars in Iraq and Afghanistan. Ap-
proximately 20 percent of deployed service members in Iraq 
and Afghanistan experienced head injury. While the majority 
of those injuries were considered mild, the long-term effects 
are unknown.

Dr. Mac Donald’s group also found that while 80 percent of 
service members with concussions had sought treatment from 
mental health providers, only 19 percent reported that those 
programs were helpful. The authors note that this suggests the 
need for more targeted treatment options with longer-lasting 
benefits.

Dr. Mac Donald and her colleagues are currently examining 
a larger group of service members in order to validate these 
findings and are looking at how injured service members are 
doing beyond five years.  

This work was supported by the NINDS (NS091618-01) and 
the Department of Defense (W81XWH-13-2-0095)

Reference
Mac Donald CL et al. Early clinical predictors of 5-year outcome fol-
lowing concussive blast traumatic brain injury.

nih.gov
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NEUROLOGY
San Francisco VA Health Care System PTSD 
Program, One of the First in VA
By Kellie Burdette Mendonca, Public Affairs Specialist

June is Post Traumatic Stress Disorder 
(PTSD) month. Did you know the San 
Francisco VA Medical Center (SFVAMC) 
was one of the first VA Medical Centers to 
offer a PTSD program?

“We were one of the first ones to get es-
tablished when VA started to create spe-
cialized PTSD programs in the 1980’s,” 
said Tom Neylan, MD, PhD, Director, SF-
VAMC PTSD Program. “We’ve been here 
a long time and have a lot of experience. 
We have really excellent staff who have 
extensive experience working with Veter-
ans across a very large age range — from 
the still-surviving Word War II Veterans 
to the young 19-year olds who are com-
ing home. We have adapted and changed 
our program quite rapidly in the last few 
months to reach out to more people and 
provide more variety of types of resources 
to Veterans, recognizing that they have 
very complicated lives.”

Addressing those goals, our PTSD pro-
gram offers individual and group therapy 
during weekday and evening hours. “We 
are interested in having people come in, 
learn something about PTSD, get defin-
itive treatment, and then move on with 
their lives,” said Neylan. “We do offer on-
going maintenance help as well to people 
who feel like they want booster sessions 
or stay connected to people whom they’ve 
met here.”

“We have also expanded our program with 
the addition of a Wellness Program, in 
partnership with the local YMCA, which 
I’d say is the fasted growing program in 
the past five years,” said Neylan. “We have 
people who meet with our Recreation 
Therapist, Chris Geronimo, and go out 
and learn better ways of taking care of 

themselves by exercise, breathing, nutri-
tion health, healthy living, and acquiring 
healthy habits.”

Another outreach initiative has been the 
addition of a VA mental health clinic next 
to the Veterans lounge at City College of 
San Francisco. “It was in recognition of the 
fact that there are 1,200 Veterans enrolled 
at City College alone, taking advantage 
of the GI Bill,” said Neylan. While not a 
full-scale medical clinic, it’s a way to get 
enrolled and scheduled for medical treat-
ment, and it provides onsite mental health 
treatment.

SFVAMC’s PTSD Program has received 
some funding from pop singer John 
Mayer to develop new treatments, which 
resulted in a new therapy being offered at 
the City College clinic involving mindful 
exercise and breathing. “The idea is this 
would be an alternative way of treating 
stress symptoms, and we’re hoping this 
will be attractive to a larger group of Vet-
erans,” said Neylan.

The most common and effective treatment 
for PTSD is prolonged exposure therapy, 
per the National Center for PTSD. It’s a 
cognitive behavioral therapy in which you 
talk about your trauma repeatedly until 
your memories are no longer upsetting. 
You also go into situations that are safe 
but which you may have been avoiding 
because they are related to the trauma. 
“We have national experts here who pro-
vide this therapy,” said Neylan. “And these 
are good treatments that work. We’re also 
trying to figure out a way to reach a larger 
group of people. Not everybody wants to 
come in and get exposure therapy.”

SFVAMC is a leader in PTSD research, 

with 20 principal investigators funded to 
do various types of PTSD-related work. 
“A number of them are in mental health, 
but a number of them are also in internal 
medicine, radiology, laboratory medicine, 
and neurology. So these investigators are 
broadly interested in effects of PTSD on 
the brain, and the effects of PTSD in the 
body — such as, how PTSD has an effect 
on cardiovascular health and how it has in 
impact on risk for obesity and diabetes,” 
said Neylan. “We have health services 
researchers who are trying to understand 
how we can structure clinics here better so 
we can reach more Veterans. And through 
that was created the integrated care clinic, 
co-founded by Rina Shah, MD, and Karen 
Seal, MD, MPH.” Additionally, about three 
years ago, a mental health program was in-
tegrated into the Women’s Comprehensive 
Health Center so women Veterans who 
are coming in for health care can come 
see their primary care provider and can 
also see someone in mental health in the 
same setting, in an area mostly designed 
for women, explained Neylan.

What might the future hold for PTSD 
programs at SFVAMC? “The long-term 
goal of the Medical Center is to integrate 
primary care and mental health, to try to 
make mental health more closer to main-
stream medicine, but also to reduce the 
stigma and barriers to care,” said Neylan. 
“This Medical Center is the top-funded 
research center in the country in the VA, 
and we have studies that look at parts of 
the brain affected by PTSD. We have a 
strong connection to a world-class univer-
sity, and we have the ability to test novel 
treatments. Ultimately, we’re always inter-
ested in coming up with new, better, and 
more effective treatments.”

va.gov
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VA’s National PTSD Brain Bank Collaborates  
with PINK Concussions Group
Women Veterans Urged to Donate Brains for Research

The U.S. Department of Veterans Affairs 
(VA) has announced a collaboration be-
tween its National Center for PTSD and 
the nonprofit organization PINK Con-
cussions, encouraging women to donate 
their brains for the purpose of research 
of the effects of traumatic brain injury 
(TBI) and post-traumatic stress disorder 
(PTSD).

“In the past, the focus of TBI and PTSD 
brain research has primarily been based 
on male brains — without any active re-
cruitment for women,” said Dr. Carolyn 
Clancy, executive in charge of VA’s Vet-
erans Health Administration. “We have 
a lot to learn about how the female brain 
deals with TBI and PTSD, which makes 
this effort long overdue.”

Katherine Snedaker, founder and execu-
tive director of PINK Concussions, and 
a brain injury survivor, also applauded 
the collaboration.

“We are so grateful to partner with VA 

to launch the first active recruitment of 
female Veterans, as well as active-duty 
members and civilian women to be a 
part of brain injury and PTSD research,” 
Snedaker said. “VA continues year after 
year to be one of our most valued part-
ners in our ongoing mission to improve 
pre-injury education and post-injury 
care for women with brain injury.”

While there is postmortem brain tissue 
available for study of injury in men, there 
has been almost none for women. There 
is also a lack of research on Chronic 
Traumatic Encephalopathy, also known 
as CTE, in women. 

In all published literature on CTE, only 
two peer-reviewed journal articles (both 
published in the early 1990s) have fo-
cused on women.

Women Veterans interested in partic-
ipating in the brain bank may take the 
PINK Concussions pledge. Though tis-
sue donation may occur many years or 

decades from now, enrollment will allow 
researchers to learn as much as possible 
about the health of an enrolled female 
participant and how things may change 
over the years.

For more information about the effort, 
visit www.pinkconcussions.com/. 

For more information about the VA’s 
National PTSD Brain Bank, visit  
www.research.va.gov/programs/tis-
sue_banking/PTSD/default.cfm or call 
800-762-6609

va.gov

“We have a lot to learn 
about how the female 

brain deals with TBI and 
PTSD, which makes this 

effort long overdue.”
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NEUROLOGY
Checkmating Alzheimer’s: Birmingham VAMC Uses 
‘Brain Games’ to Promote Sharp Minds in Older 
Veterans
By Michael Ciamarra

Almost every Saturday morning, volunteers visit the Bir-
mingham, Alabama VA Medical Center (VAMC), setting up 
chessboards and sharing their passion for the game with older 
Veterans. They also bring tactile chess sets for the blind — 
comprised of chess pieces of varying shades and colors — to 
accommodate low-vision Veterans.

Shortly thereafter, those Veterans who know the rules begin 
playing, while at the other tables, volunteers teach new players 
the basics.

Chess, a classic “brain game” is a mentally stimulating activity 
that has been shown to promote brain health and may also de-
crease the risk of cognitive impairment.

Kevrek Frierson, a 70-year-old Marine Veteran who once 
guarded the U.S. Embassy in Denmark, was experiencing 
memory loss and some confusion. 

He also had vision problems and had to learn a whole new 
range of skills in the low-vision/blind rehabilitation program 
at the Birmingham VAMC’s Southeast Blind Rehab Center.

“I never learned to play chess and really had no interest,” Fri-
erson said. “[But] if learning a new activity like chess can post-
pone mental decline, help my memory, and possibly improve 
the health of my brain — why not?”

Like so many others, he not only learned to play chess, but also 
became an enthusiastic ambassador for the game, sharing his 
newfound passion with other Veterans.

“All it took [was] someone who has patience to teach me the 
game and believe that I could do it, [even] after I was so skep-
tical,” said Frierson.

Through learning and playing these mind-strengthening 
games, Veterans are staying mentally stimulated and active. 
Studies have shown that modest exercise, a sensible diet, so-
cializing and mental stimulation may minimize the risks of 
Alzheimer’s disease.

Studies have shown that older adults with hobbies that ac-
tively engage their brains are two times less likely to develop 

Alzheimer’s. A recent Journal of the American Medical Asso-
ciation Neurology study also concluded brain games have last-
ing benefits for older adults and may delay cognitive decline.

Stacey Stephens, a blind rehab supervisor with the Birming-
ham VAMC, and an avid chess fan herself, said: “In a way, 
chess fits in with our formal curriculum. Veterans in the pro-
gram have to focus and define [the problem], work past their 
frustration and [use] the strategies that we use in teaching life 
skills; they have to transfer those skills to their everyday lives. 
Chess teaches [you] to deal with challenges, focus and to think 
about your moves.”

You don’t have to be an expert or even an experienced teacher 
to help Veterans reap these benefits. Know the basic rules of 
the game you wish to teach, have a standard regulation play-
ing set or two, and a passion to share the game with an older 
Veteran.

va.gov

Michael Ciamarra is a World Chess Federation Instructor and U.S. Chess 
Federation advanced coach who specializes in teaching chess to older, 
blind and low-vision adults. For the past eight years, he has taught chess 
and other games from his Brain Games For Healthy Living: Checkmating 
Alzheimer’s program, exclusive to the Birmingham VAMC.

Veterans
NURSING
Promising Army Nurses See the Other Side of 
Medicine in Caring for Aging Vets
By Sean Kimmons

When Spc. Ashley Torrens completed her first day of clinical 
training on Monday at the Armed Forces Retirement Home, 
the most important lesson the future Army nurse learned was 
how the military takes care of its own. 

“It’s humbling,” said Torrens, currently in a yearlong program 
to become a licensed practical nurse. “It makes you understand 
why we put our lives at risk, just because we know that we have 
each other’s back.”

Each month, 50 cents is taken from the paychecks of active-du-
ty enlisted Soldiers and warrant officers to help run the retire-
ment home here and another in Gulfport, Mississippi. Formed 
in 1991, the independent government agency has roots dating 
back to the 19th century when the Army built a Soldiers Home 
in Washington, DC, and the Navy started a similar one, which 
is now in Gulfport. Both those homes later merged to assist 
veterans from all military services. 

Today, the retirement home in Washington houses almost 400 
veterans, many of whom served in past conflicts. It has also 
become a training ground for up-and-coming Army nurses 
honing their skills on geriatric care. 

Based at the nearby Walter Reed National Military Medical 
Center, Torrens and fellow nursing students visit the retire-
ment home as part of their advanced individual training before 
they join the ranks of the Army Nurse Corps. 

“Since it’s initial training, a lot of them have never been around 
patients, so it’s a good start for them as opposed to throw-
ing them in at Walter Reed,” said Alfreda Johnson, a former 
Army captain who now works as one of the program’s nursing 
instructors.

With more than 80 Soldiers, the Walter Reed program is the 
largest of five such Army nursing programs, according to 
Johnson. All students begin at Fort Sam Houston, Texas. Then 
for Phase II, many of them head off to Fort Gordon, Georgia; 
Joint Base Lewis-McChord, Washington; Fort Bliss in Texas; 
or Walter Reed.

When their noses are not buried in textbooks, students ob-
serve medical care in action, as well as perform it themselves. 

At Walter Reed, students provide assistance in intensive care 
units and treat wounded warriors who can have various ail-
ments such as amputations or a traumatic brain injury.

“The ultimate goal is to train them so they can actually work in a 
combat zone,” said Johnson, who is also a nurse at Walter Reed. 
“We want them to be ready if unfortunately that should happen.”

More Than Combat Care
When nursing students visit the retirement home, they typical-
ly see different illnesses, ranging from Alzheimer’s disease to 
chronic ailments like diabetes and cardiac conditions. 

The young Soldiers also get to hear a wealth of military history 
from the aging but experienced residents. “Most students say 
it’s better than any textbook,” Johnson said. 

Residents also enjoy having the uniformed Soldiers roam 
around the hallways, said Michael Bayles, chief of health care 
services at the retirement home. 

“It’s good for them because it gives them a feeling that they’re still 
engaged with the military,” said Bayles, a retired Army colonel. 

Being a former public health nurse himself, Bayles said the Sol-
diers could one day rely on the geriatric care training they get 
here if stationed at a medical center where they would treat an 
array of patients.

Deployed locations may present opportunities to use geriatric 
training, too. On a past deployment to Iraq, Bayles said he had 
older contractors come in for care while working at a combat 
support hospital. Elderly people are also seen during medical 
readiness exercises that Soldiers often perform outside the 
United States. 

“I think the real value is getting them thinking about more 
than just combat care and being able to have some geriatric 
experience,” Bayles said. 

Licensed Nurse
While helping residents who suffer from dementia, Torrens 
said she admired the enthusiasm and patience of one of the 
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on-site nurses trying to get them engaged in a craft project. It’s 
an attitude she hopes to recreate in her future work as a nurse. 

“You can’t be a nurse and not have empathy,” said Torrens, 28, 
of San Juan, Puerto Rico. “You have to have the ability to put 
yourself in someone else’s shoes. 

“We’re all humans and we have our own burdens,” she added. 
“But you have to leave them at the door once you go into the 
hospital because the patient comes first.”

Pvt. 2 Naudia Glass, 23, of Atlanta, worked alongside Torrens 
as they shadowed the nurses. She said the nursing program has 
been an eye opener.

“When I came in [to the Army], I didn’t know we had nurses at 
all,” Glass said. “I thought it was just combat medics.”

The only Army medical job where a Soldier can become a 

licensed professional in both the military and civilian sectors 
after completing initial training, the 68C practical nursing 
specialist program is also a money saver for Soldiers. On av-
erage, the cost of tuition for LPN programs is about $10,000 to 
$15,000, according to nursing career websites.

The cost savings, along with other benefits, swayed Torrens to 
switch to 68C after serving as an Army information technolo-
gy specialist. 

“I reclassed because I wanted to go back into health care,” 
said Torrens, who already has an associate’s degree in physical 
therapy. 

“For me, it’s always been humbling. It takes the focus off of 
you and puts it on someone else. You become a tool to make 
someone’s life better.” 

army.mil

Pvt. 2 Naudia Glass, left, performs a routine physical on a resident during her clinical training at the Armed Forces Retirement Home in Washington, D.C., 
July 17, 2017. Glass and other promising Army nurses train at the home to hone their skills in geriatric care. (Photo Credit: Sean Kimmons)
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NUTRITION
VA Dietitian Offers Healthy Eating Tips  
for the Workplace
By Bethany Grzesiak, Clinical Dietitian

Plan for success
Whether it be “Donut Thursday,” an office potluck or a birth-
day celebration, go into the event with a mental game plan. 
Knowing that you will enjoy a treat is the cue to pack a nu-
tritious breakfast that morning which may prevent you from 
over-doing-it during the celebration. 

Choose plenty of protein and fiber, like eggs with whole grain 
toast, unsweetened oatmeal with fresh berries or a handful of 
almonds thrown into plain yogurt.

Create a healthy day-to-day environment
If the snack-stash is an arm’s length from your desk, you may 
want to skootch it away. Having nutritious snacks, such as nuts 
or fresh fruits, are helpful to ward off the urge for a vending 
machine, but can also make us prone to mindless eating. Keep 
healthy snacks around, but place them in a spot that makes you 
stand to retrieve them. Those extra steps allow you precious 
seconds to determine if you are truly hungry or just bored.

Keep a budget
Sneaking away to the vending machine can add up. It’s easy 
to spend money on impulse decisions and a growling stom-
ach will weaken your ability to make smart choices. If you are 
not good at tracking your food choices, try keeping a record of 
how you are spending your money. By bringing healthy foods 

from home you could find a few extra bucks in your wallet at 
the end of the work week. This will also help reduce how much 
added sugar sneaks into your diet.

Remember, we are striving for progress, not perfection. All 
foods can responsibly fit into a healthy diet. By making smart 
choices most of the time our bodies will be able to handle an 
occasional office treat. Happy snacking!

About the Author
Bethany Grzesiak is a clin-
ical dietitian at the Ann 
Arbor VA Medical Center 
who works directly with 
Veterans enrolled in the 
TeleMOVE! Weight Man-
agement Program. 

She has had the wonderful opportunity of also working with 
and learning from the dietitians at the Cleveland Louis Stokes 
VA Hospital and Aleda E. Lutz VA Medical Center in Saginaw, 
Michigan.

va.gov
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NUTRITION
Potent Flavor with Powerful Benefits:  
Garlic, Onions, and Men’s Health
By Bethany Grzesiak, MS, RD

Bothered by the bad breath left after a 
zesty dinner with garlic and onion? For 
your health’s sake, get over it. Despite their 
arguably unpleasant aroma, these vegeta-
bles’ nutritional benefits and unique taste 
make up for their smelly side effect.

Acting as staple ingredients in many cul-
tural cuisines, garlic and onion tend to 
dominate the flavor of the dish they are 
put into. 

Recently, attention have been given to 
allium vegetables’ role in boosting pros-
tate health, specifically, their potential to 
reduce the risk of inflammation, benign 
prostatic hyperplasia (enlarged prostate), 
and cancer. Complications of these condi-
tions range from mild yet annoying, such 
as trouble with urination, all the way to 
deadly. According to the American Can-
cer Society, in 2015 it is estimated that 1 
in 7 men will be diagnosed with prostate 
cancer during their lifetime.

The VA Ann Arbor Healthcare System 
(VAAAHS) cares for Veterans struggling 
with these conditions. Sharon Durkins, an 
LPN and the Administrative Assistance 
for the Urology Clinic in Ann Arbor, re-
ports that in Fiscal Year 2014, out of the 
329 prostate biopsies performed, 194 re-
turned positive for cancer. Additionally, 
of the 6,432 appointments performed in 
the clinic 12 percent of the Veterans seen 
had the primary diagnosis of prostate 
cancer, making it the leading diagnosis in 
the clinic that year.

After being extensively studied, promis-
ing results have been found. A 2013 me-
ta-analysis published in the Asian Pacific 
Journal of Cancer Prevention looked at 
the relationship between allium vegeta-
ble intake and risk of developing prostate 

cancer among men. In total, 9 research 
articles were reviewed, and the paper 
concluded that allium vegetable intake, 
specifically garlic, was indeed related to 
a decreased risk for prostate cancer. Al-
though the meta-analysis pin-pointed the 
weaknesses in its own design (such as the 
accuracy of dietary recalls and the small 
number of studies reviewed) it still gives 
justification for ongoing research.

Interestingly enough, the science behind 
garlic and onion’s offensive stench is also 
thought to be a secret weapon for pro-
tecting prostate health. These vegetables 
contain organic compounds with sulfur 
attached. Yes, sulfur, the same thing that 
causes eggs to smell rotten. When gar-
lic or onion is chopped, the compounds 
come alive and a smell is released. Cur-
rently, researchers are looking into how 
these compounds may help kill off pros-
tate cancer cells that are trying to repro-
duce at a rapid pace. 

Aside from prostate health, it is widely ac-
cepted that these stinky offenders have the 
ability to help reduce platelet aggregation 
in the body, and therefore reduce the risk 
of blood clotting and heart disease. As of 
2009, heart disease was noted as being 
responsible for 1 in every 4 male deaths 
in the United States. Reason enough to 
include garlic and onions in your favor-
ite recipes. As for how to do this, the best 
way is to crush or slice the vegetables 
first, then waiting 10 to 15 minutes before 
cooking. This allows time for the pow-
erful, new compounds to form, and not 
be killed off right away in the heat of the 
cooking process.

Annette Hoffmeyer, Clinical Dietitian at 
VAAAHS, cares for Veterans undergoing 
treatments for various cancers, including 

prostate. She offers this advice to make a 
meal more nutrition packed, “Garlic and 
onions can really liven up the flavor of 
many dishes.  Consider adding crushed gar-
lic and onion to your homemade vinaigrette 
or marinade.  They are also delicious when 
added to omelets, guacamole, your favorite 
pasta sauce, or sautéed with vegetables. The 
options are limitless. Get creative!”

The organic sulfur compounds do not 
stand alone when working to keep a body 
in tip-top shape. The exact mechanism 
that makes allium vegetables so powerful 
is likely multifactorial, and their high fla-
vonoid and antioxidant content is surely a 
principle contributor.  These compounds 
are dynamic cell preservers. In combina-
tion with a diet including a wide variety of 
colorful fresh fruits and vegetables, allium 
vegetables work to promote optimal health.

How much garlic and onion one needs to 
consume in order to reap the benefits is 
still being studied, but a degree of insight 
has been provided. A study conducted 
at the Fred Hutchinson Cancer Research 
Center in Seattle found that eating a 
teaspoon of fresh garlic and a half cup 
of onions each day raised levels of key 
enzymes used for removing toxins in the 
blood cells of healthy women. Although 
the amount needed for men has not yet 
been directly studied, the authors believe 
there would also be benefit, but a higher 
daily dose is likely needed.

Next time you devour an allium vegeta-
ble-filled dish, don’t be agitated by the 
unpleasant aroma that lingers, but rather 
embrace it. It is a reminder that the vege-
table are doing their job to enhance your 
health.  

va.gov
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Researchers Studying Alternative to Bladder 
Removal for Bladder Cancer Patients

A new phase I clinical trial conducted 
by researchers at the Center for Cancer 
Research (CCR) is evaluating the safety 
and tolerability, or the degree to which 
any side effects can be tolerated by pa-
tients, of a two-drug combination as a 
potential alternative to bladder removal 
for bladder cancer patients. The trial tar-
gets patients with non-muscle invasive 
bladder cancer (NMIBC) whose cancers 
have stopped responding to traditional 
therapies.

“These are patients who have run out of 
treatment options for NMIBC and for 
whom the best standard of care would 
be bladder removal, but they are not 
healthy enough to endure surgery or 
have refused surgery,” says the study’s 
Principal Investigator Piyush K. Agar-
wal, MD, from the Urologic Oncology 
Branch at CCR. “We’d like to find out 
how many patients can avoid bladder 
removal.”

Nearly 80,000 new cases of bladder can-
cer will be diagnosed this year in the 
United States, of which approximately 80 
percent will occur in men. The vast ma-
jority of bladder cancer cases, nearly 70 
percent, are first diagnosed as NMIBC. 
NMIBC is early-stage bladder cancer 
that has not spread to the muscle tissue 
surrounding the bladder and therefore is 
considered non-metastatic.

Early treatment for NMIBC includes 
surgical tumor removal followed by lo-
calized treatment with a vaccine called 
Bacillus Calmette-Guerin (BCG). This 
vaccine was originally designed to pre-
vent tuberculosis but was later discov-
ered to reduce the risk of progression 
and recurrence of bladder cancer in 

individuals who received the BCG vac-
cine directly into their bladders. Unfor-
tunately, over a long period of time, BCG 
and surgery eventually fail to hold back 
progression of NMIBC in two-thirds of 
patients, and bladder removal becomes 
the only option.

When traditional treatments fail, 
NMIBC can progress to muscle invasive 
bladder cancer (MIBC). MIBC is a met-
astatic disease with a 50-percent survival 
rate five years after diagnosis.

Agarwal believes that the best strate-
gy to prevent MIBC is to develop new 
therapies that would stop NMIBC in its 
tracks before it has a chance to progress. 
To this end, he looked at types of treat-
ments that have proven effective against 
MIBC. Although NMIBC is currently 
considered a non-metastatic disease, 
Agarwal says that recent studies have 
shown that nearly 25 percent of NMIBC 

patients have cancer cells circulating in 
the blood stream just as in patients with 
metastatic MIBC. “So, it’s not unreason-
able to think that treatments that target 
MIBC might also work against NMIBC,” 
Agarwal says.

Recent results of preclinical and clini-
cal studies conducted with two drugs, 
durvalumab  and Vicinium, support this 
approach.

Durvalumab is a monoclonal antibody 
immunotherapy approved by the U.S. 
Food and Drug Administration for treat-
ment of metastatic urothelial carcinoma, 
the most common type of metastatic 
bladder cancer, but the drug has never 
been tested in patients with non-met-
astatic NMIBC. Durvalumab operates 
by inhibiting a protein on the surface of 
cancer cells that would otherwise reduce 
the ability of the body’s T cells to kill 
cancer cells.

continued on page 179
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Vicinium, a targeted fusion protein, 
showed promise in a recent phase II clin-
ical trial in which 16 percent of NMIBC 
patients treated with the drug remained 
disease free for at least one year. The drug 
has now advanced to a phase III trial. 
Vicinium works by binding to a protein 

that is overexpressed on the surface of 
urothelial carcinoma cells, an antigen 
called EpCAM. Binding of the Vicinium 
protein marks the cancer cells for attack 
by the body’s natural immune system. 
But, Agarwal says, “Vicinium used alone 
has activity, but it’s not impressive as a 
single agent.”

Finally, in a preclinical study in mice, 
durvalumab plus a previous version of 
Vicinium, called Proxinium, acted syn-
ergistically, shrinking non-small cell 
lung cancer (NSCLC) tumors in mice 
to a far greater degree than either drug 
given alone.

Based on these studies and trials, 
durvalumab and Vicinium will be ad-
ministered in combination in the current 
phase I trial. Participants will receive 
doses of Vicinium directly to the blad-
der where the drug will target urothelial 

cancer cells. Durvalumab, given intra-
venously, will then release the brakes on 
the immune response that Vicinium has 
triggered. “This would be the first com-
bination of a systemic immunotherapy 
with a drug given in the bladder at the 
same time,” says Agarwal.

“The trial is very intensive in that pa-
tients receive an intravenous infusion 
as well as drugs delivered directly to the 
bladder,” says Agarwal. “But when we 
did an informal survey of patients, al-
most everybody said they’d consider an 
intensive therapy over bladder removal.”

This trial is currently open and recruit-
ing participants.  For those interested 
in participating, please contact Sonia E 
Bellfield, RN, at (240) 760-6118 or sonia.
bellfield@nih.gov

cancer.gov

Nearly 80,000 new cases 
of bladder cancer will be 
diagnosed this year in the 
United States, of which 

approximately 80 percent 
will occur in men. 

continued from page 173
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The moment Otto Catalan had waited 
almost two decades for had finally ar-
rived. Sitting in a small office, surround-
ed by his doctors and other medical staff, 
the blind U.S. Navy Veteran could only 
hope for one thing: to see the face of his 
teenage son for the first time.

“I see a lot of flashes, and they’re getting 
brighter,” he said. “Wow. It’s amazing.”

He turned his head to the right and saw 
bright flashes of light reflecting off the 
white coat of Miami VA Chief of Oph-
thalmology Dr. Ninel Gregori. When he 
turned to the left to talk with his son, he 
paused and began to cry. Gregori hugged 
him.

“Thank you very much, guys,” he said. 
“I’ll work hard, so I can see. It’s been 19 
years, and I have been able to see my son. 
Thank you. Thank you so much.”

Catalan is keeping true to his word and 
continuing to work hard to learn how to 
use his new Argus® II prosthesis or “bi-
onic eye.” Even though he struggled for 
years to come to terms with the loss of 
his sight, Catalan now feels optimistic 
about moving forward and beginning a 
new life.

“I’m learning something new everyday,” 
he said. “This prosthetic will help me be 
more successful in life. It’s already help-
ing me be more mobile at home, and it’s 
going to make a big difference for me at 
work.”

Catalan’s struggles with vision loss began 
in 1989, when he was serving as a ship 
serviceman in the U.S. Navy. While he 
was on guard duty aboard a ship in the 

middle of the Persian Gulf, everything 
suddenly went dark.

“It felt like I was walking in the dark,” 
he said. “I told my superior officer, and 
he sent me to a doctor, but they couldn’t 
find out what it was. We went back to 
Virginia. They did extensive tests, and 
that’s when they found out I had retinitis 
pigmentosa.”

Catalan was scared when he heard the 
diagnosis. He never heard of retinitis 
pigmentosa and didn’t know what it 
would mean for his future. He was im-
mediately removed from the ship and 
sent to rehab, and would eventually be 
medically separated from the military.

When he heard about the “bionic eye,” 
Catalan requested an evaluation for 
the device at the Miami VA Eye Clinic. 
With the help of the low vision Miami 
VA team, Gregori selected him for the 
Argus II® screening evaluation and per-
sonally called his home to ask if he was 
still interested.

“He was a perfect candidate,” Gregori 
said. “His personality was extremely 
important. With artificial vision, the 
patient must have the patience to learn 
to interpret the lights and images he or 
she is seeing. Learning to use the Ar-
gus II is like learning a new language, 

so individuals with both an optimistic 
personality and a strong willingness to 
work hard are the best candidates for the 
technology.”

Dr. Gregori is the Miami VA chief of 
ophthalmology and an associate pro-
fessor of clinical ophthalmology at the 
Bascom Palmer Eye Institute. In 2004, 
she was part of the surgical team that im-
planted the first Argus II® retinal pros-
thesis in a Florida patient, a non-Veteran 
from Tampa. She was eager to bring the 
new technology to the Miami VA, where 
she proudly serves South Florida Vet-
erans and has lead the ophthalmology 
department for the past 10 years.

“Miami VA Healthcare System Director 
Paul Russo and Chief of Surgery Dr. Seth 
Spector both enthusiastically welcomed 
the idea of making the bionic eye avail-
able to our Veterans. It would not have 
been possible without their support,” 
Gregori said.

“On New Year’s Eve, I was able to see 
the fireworks outside for the first time 
in 19 years. My mouth stayed open for a 
while,” he said. “Now, when I’m walking 
on the grass, I can see the lines where the 
grass is versus where the sidewalk is. The 
fact that I’m walking outside and can see 
the lights makes it all worth it.”

va.gov
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Veterans
OPHTHALMOLOGY
Focus on Veterans’ Vision: A Glance at Innovative 
Vision Research Underway in Atlanta
By Krish Sathian, MD, PhD,  Executive Director of the Center for Visual and Neurocognitive 
Rehabilitation, and TECS Program center investigators April Maa, MD, and David Ross, MEd, MSEE

Veterans are at higher risk of eye dis-
ease than the average U.S. person. The 
most common eye problems Veterans 
get are cataract, glaucoma, macular de-
generation and damage to the eyes from 
diabetes. With January being National 
Glaucoma Awareness Month and Febru-
ary being Age-Related Macular Degen-
eration/Low Vision Awareness Month, 
now is a good time to focus on these 
issues.

Aside from the higher prevalence of 
vision problems among Veterans, they 
may also face special challenges getting 
prompt eye care. For example, Veterans 
in rural areas may need to travel long 
distances to the nearest eye clinic, and 
their vision may suffer as a result.

At the Center for Visual and Neuro-
cognitive Rehabilitation, based at the 
Atlanta VA Medical Center, we and 
our colleagues are pursuing a number 
of innovative projects aimed at finding 
solutions to Veterans’ vision problems. 
Below are three examples.

Technology-based Eye Care Services 
(TECS) — Led by Dr. April Maa, with 
funding from VA, the Atlanta VA Eye 
Clinic has developed an eye-screening 
program called Technology-based Eye 
Care Services (TECS). This program 
allows patients to be checked for eye-
glasses and screened for common eye 
diseases using special equipment and 
eye photographs at their local VA com-
munity-based outpatient clinic (CBOC). 
The program is currently available at five 
CBOCs. In two studies that involved 
2,600 Veterans, now in press, TECS 
improved the ability of patients to get 
screening appointments and mitigated 

the distance traveled by Veterans and 
the time they spent trying to get eye care. 
While the program is not meant to re-
place an in-person eye exam, TECS also 
helped find possible vision-threatening 
disease in nearly 1 in 3 patients who 
were checked. The program is now being 
spread to other VA hospitals across the 
country with the continued goal of pre-
venting blindness.

Precision navigation for people who 
are blind — This project, funded by the 
National Institutes of Health and led by 
David Ross aims to develop a precision 
navigation app for people without sight. 
Existing navigation apps rely on GPS, 
which can typically guide one to within 
sighting distance of a location (30 to 60 
feet), but cannot provide the cane-reach 
accuracy needed by those without sight. 
To achieve this accuracy, we are analyz-
ing the unique walking patterns of people 
who use a white cane. This information 
will be used to accurately track their 
step-by-step movement from a known 
location, such as a building exit. When 
combined with GPS data, our system, 
we believe, will achieve cane-reach ac-
curacy. We will also develop a mapping 
database whereby satellite maps can be 
annotated to indicate the exact coordi-
nates of building entrances, crosswalks, 
bus stops, and other such locations. 
Using this database, we hypothesize 

the developed app will be able to guide 
the user to within cane-touch distance 
of known locations. The developed app 
will be evaluated by blinded Veterans in 
their own neighborhoods at various sites 
around the country.

Spatial cognitive training for blind 
Veterans — A VA-funded project led 
by Dr. Krish Sathian builds on prior 
work showing that blindness impairs 
the spatial skills that are so necessary 
for navigating around the environment. 
The project aims to improve these spatial 
skills by training. Blind veterans recruit-
ed for the study will receive iPads to take 
home for three weeks. During this time, 
they will engage in tele-training over the 
internet, completing a task involving 
imagined movement through a five-by-
five  grid. 

Their spatial skills will be tested before 
and after training to examine whether 
this training is superior to a control pro-
cedure. We will also conduct brain scans, 
using a method known as functional 
magnetic resonance imaging (fMRI), 
to assess how the brain responds to the 
training. Current rehabilitation for those 
with vision loss includes orientation and 
mobility training, with a focus on safe 
navigation. The goal of this research is 
to augment these Veterans’ spatial skills 
training.

We at the center, along with our research 
colleagues throughout VA and at our 
partner institutions, are hopeful these 
projects and others will make a tangible 
difference in the lives of Veterans affect-
ed by vision loss and other vision-related 
problems.

va.gov
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Here’s What You Need to Know about  
Glaucoma and Cataracts
By Osamah Saeedi, MD, and Julie Kreyenbuhl, PharmD, PhD

VA researchers recently published two 
studies showing that the rate of eye dis-
ease may be increasing in the VA system, 
and that Veterans with serious mental 
illness have a higher rate of eye diseases 
than other Veterans.

The research team at the VA Capitol 
Health Care Network Mental Illness Re-
search, Education and Clinical Center 
and the University of Maryland School of 
Medicine believe these studies highlight 
important trends among Veteran patients. 
Vision Research Month, observed during 
June, is an appropriate time to focus on 
these health issues.

The first study, published in the Novem-
ber–December 2016 issue of General 
Hospital Psychiatry, showed that VA pa-
tients with serious mental illness have an 
even higher rate of dry eye, cataract and 
glaucoma than the general Veteran pop-
ulation. Both glaucoma and cataract are 
leading causes of blindness worldwide.

The second study, published in the Janu-
ary 2017 edition of the American Journal 
of Ophthalmology, found that the rate of 
eye disease, specifically glaucoma and cat-
aract, increased in the VA Capitol Health 
Care Network from 2007 to 2011. (The 
study did not include data from later time 
points.) The increases were seen mainly in 
the 50–65 and over-65 age groups.

Glaucoma is a leading cause of irreversible 
blindness worldwide. Patients can have the 
disease for years without knowing it, but 
once the patient notices the disease, it is 
often too late. Glaucoma causes damage to 
the optic nerve, the nerve that carries the 
information from the eyeball to the brain. 
It is generally a very slow disease, taking 

years or even decades to cause noticeable 
changes in vision. People at higher risk 
for the disease include those older than 
55, individuals of African American or 
Hispanic origin, and those with a family 
history of the disease. Because there are 
no symptoms of the disease early on, eye 
screening is needed to detect it. However, 
if the disease is caught early, treatment can 
prevent vision loss. Treatment for the dis-
ease includes eye drops, laser treatment, 
or in more advanced cases, eye surgery. 
Those who are at higher risk for the disease 
should consider regular screening.

Cataract is another leading cause of vision 
loss. A cataract happens when the lens of 
the eye becomes cloudy over time. This 
happens in all individuals with aging, and 
it is estimated that half of all people age 80 
or older will have had cataract surgery or 
need cataract surgery.

Patients with cataract will notice blur-
riness of vision at distance, or glare that 
may be most bothersome when driving at 
night. Patients with diabetes or those on 
long-term steroids for medical conditions 
may develop cataracts earlier in life. Cat-
aracts can be removed with a relatively 
simple surgery that often takes 20 minutes 
or less.

VA patients, particularly those above the 
age of 55 and those in high-risk groups, 
should consider getting their eyes exam-
ined to screen for major eye diseases such 
as cataract and glaucoma to prevent vision 
loss. We hope our work raises awareness 
of the growing need for eye care in the 
VA system, particularly among high-risk 
groups as well as those with serious men-
tal illness. If the rate of eye disease con-
tinues to increase with the aging Veteran 

population, more resources may need to 
be allocated towards eye care. In addition 
to more clinic capacity, greater availability 
and facilities for cataract surgery should 
also be addressed.

va.gov

About the authors: 
Osamah Saeedi, MD, is an associate profes-
sor of ophthalmology at the University of 
Maryland School of Medicine in Baltimore. 
Dr. Saeedi completed medical school and an 
ophthalmology residency at the University of 
Texas – Southwestern Medical Center, and a 
glaucoma fellowship at the Wilmer Eye Insti-
tute, Johns Hopkins University. He is the re-
cipient of an NIH Career Development Award 
and has grant funding from numerous other 
organizations, including the American Glau-
coma Society.

Julie Kreyenbuhl, PharmD, PhD, is associ-
ate director of the Research Core for the VA 
Capitol Health Care Network Mental Illness 
Research, Education and Clinical Center, and 
an associate professor within the University of 
Maryland School of Medicine, Department 
of Psychiatry, Division of Psychiatric Services 
Research. Her research focus is on the phar-
macoepidemiology of serious mental illness, 
and she has contributed extensively to the 
development of evidence-based treatment 
guidelines for schizophrenia. Dr. Kreyenbuhl 
has received funding for her research from VA, 
the National Institutes of Health, and private 
foundations, and has authored or co-authored 
over 85 publications in peer-reviewed scientif-
ic journals.

Osamah Saeedi, MD Julie Kreyenbuhl, PharmD, PhD



Veterans H
ealth A

dm
inistration

187

Ve
te

ra
ns

 H
ea

lt
h 

A
dm

in
is

tr
at

io
n

186

Arm
ed Forces M

edicine 2018Ar
m

ed
 F

or
ce

s M
ed

ici
ne

 2
01

8

April is Limb Loss Awareness Month and 
several Veterans who receive their care at 
the Washington DC Veterans Affairs Med-
ical Center have agreed to share their sto-
ries so that others may better understand 
what it means to go through such a trau-
matic injury.

Joe Coaxum: “With a positive 
attitude you can do pretty much 
whatever you want.” 
In 2010, Joe Coaxum, a Marine Veteran 
of the First Gulf War, was in top physical 
condition.  He was enjoying a ride on his 
motorcycle when he became a victim of 
a hit-and-run accident.  He woke up with 
traumatic injuries including the loss of his 
left leg above the knee.

“I woke up mad, I was angry that I was in 
that situation and that the doctors couldn’t 
put me back together.”  Then a nurse ex-
plained to him how he had died three 
times on the operating table and how lucky 
he was to be alive. “I continued to ‘be alive’ 
after that, I was determined to have my life 
back, my son was only a year and half old,” 
he said.

He noted a bit of irony that may have helped 
him adjust to the injury.  “I used to be a 
volunteer at Walter Reed for the Wounded 

Warrior Project.” He had worked with and 
befriended several men and women who 
had lost limbs. “Then a couple years later 
I had the same misfortune to become an 
amputee myself,” he says.

Getting his life back together was no easy 
accomplishment, he had many dark days 
and still has trouble especially when he 
hears emergency sirens or hears of motor-
cycle accidents on the news. “It’s important 
to realize that depression is normal after 
something like that, but always remember 
you’re going to be OK.”

He believes his positive attitude was a cru-
cial part of his recovery. “I had a positive 
attitude and a lot of support from my fam-
ily and those around me. I was determined 
to not fall into the category of helplessly 
crippled,” he said.

At first, the loss of independence was the 
worst. “I’m a Marine and being in a wheel-
chair and not being able to be physically 
active was really hard for me,” he said.  But 
he was determined to walk again, maybe 
even run.

The discipline he learned as a Marine 
helped him to walk again in record time. “I 
did everything the doctors and therapists 
told me to do. Most people, I think, don’t 
realize how hard it is to learn to walk again 
with a prosthetic leg.”  First he was in a 
wheelchair, then on two crutches, then two 
canes, then one cane.  His accident was in 
June and by September he had his first leg. 
“That was pretty fast, because I did exactly 
as I was told and I wasn’t lazy about it.”

According to Lindsay Crowell, DPT, the 
medical center’s Amputee Rehabilitation 
Coordinator, his was a fast healing process 

and she credits his can-do attitude. “He’s 
amazing to work with. One thing about 
recovery is that everyone has their own 
timeline for healing.”

Coaxum says he wants people to know that 
life doesn’t have to end after a traumatic in-
jury. “I can do the same things you can do, 
maybe even better,” he says with a smile.  

Ronald Drach: Veterans Advocate 
Looking Forward to Every Day
In Vietnam in 1967, a 22-year-old Soldier, 
Ronald Drach, stepped on a booby trap. 
His injuries were so severe; his leg had to 
be amputated. Looking back, Drach says 
the injury actually opened doors for him.
“I had no background, no college educa-
tion, and no real future before the injury. 
For me, it actually opened up opportunities 
that might not have been there otherwise,” 

Drach said.  The VA’s Vocational Rehabil-
itation program helped him develop the 
skills to land a job at the VA in Pittsburg 
and then for the DAV (Disabled American 
Veterans) where he worked for 28 years. 
After attempting to retire, he rejoined the 
work force with the Department of Labor. 

va.gov

Veterans
ORTHOPEDICS
Limb Loss Awareness Month

Marine Veteran Joe Coaxum and his son at a 
recent air show

Using a prosthetic leg, Vietnam Veteran Ronald 
Drach walks his wife down the aisle at their 
daughter’s wedding

Research by Dr. Ann Spungen and her 
colleagues at the University of Mary-
land, Dr. Peter Gorman, and the Kessler 
Foundation, Dr. Gail Forrest, focuses on 
the benefits of using an exoskeletal-as-
sisted walking device to improve quality 
of life for SCI patients. 

Recent technological advances have 
made it possible for persons with lower 
extremity paralysis to stand and walk 
upright again. Dr. Spungen received a 
fiscal year 2013 (FY13) Clinical Trial 
Award from the Spinal Cord Injury Re-
search Program (SCIRP) to evaluate the 
functional gains achieved after using 
these devices for an extended period of 
time. 

A preliminary study with 10 SCI patients 
demonstrated that the participants were 

able to successfully walk using the assis-
tive device for 4 to 6 hours per week over 
a 3-month period. With the FY13 award, 
Dr. Spungen is expanding her previous 
study to assess walking proficiency, as 
well as improvements in bowel function 
and body composition, in study partici-
pants at three test centers. 

By allowing SCI patients to increase 
their level of physical activity, exoskele-
tal-assisted walking devices could help 
improve blood cholesterol profiles, 
cardiovascular function, sex hormone 
activity, and the body’s sensitivity to in-
sulin, all of which could lead to favorable 
changes in metabolism, muscle and fat, 
and result in a better quality of life.

Dr. Spungen and her colleagues plan to 

study 64 volunteers over a 4-year period 
across the participating research cen-
ters: James J. Peters VA Medical Center, 
Bronx, NY; Kessler Foundation Research 
Center, West Orange, NJ; and the Uni-
versity of Maryland Rehabilitation and 
Orthopaedic Institute in Baltimore, MD.

All participants use a wheelchair for 
community mobility. Half of the study 
participants will first be enrolled in exo-
skeletal-assisted walking training three 
times per week for 12 weeks, while the 
other volunteers will be observed per-
forming their usual activities for the 
same period. 

After 12 weeks, the groups will cross-
over. At the beginning, middle and end 
of the study, Dr. Spungen and her col-
leagues will assess walking ability, bowel 
function, and body composition. 

They will also gather data concerning the 
retention of walking abilities and the ef-
fects of walking on orthostatic tolerance, 
lipid profile, total testosterone, estradiol 
levels, and overall quality of life.

The information gained from Dr. Spun-
gen’s clinical trial will shed more light 
on the potential health benefits of exo-
skeletal-assisted walking by providing 
persons with SCI with a means to walk 
again and has the potential to advance 
treatment and caregiving approaches for 
these assistive devices.

cdmrp.army.mil

Veterans
ORTHOPEDICS
A Randomized, Crossover Clinical Trial of 
Exoskeletal-Assisted Walking to Improve 
Mobility, Bowel Function and Cardio-Metabolic 
Profiles in Persons with Spinal Cord Injury
By Ann M. Spungen, EdD, Bronx Veterans Medical Research Foundation, Inc.

US Marine Corps Veteran William Lehman 
walking with the help of the Ekso exoskeleton

US Air Force Veteran Daniel Grady walking with 
the help of the Rewalk exoskeleton
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Thanks to the nationwide scope of the Veterans Health Admin-
istration, a national referral program has allowed Veterans from 
around the country to descend on the McGuire VA Medical 
Center in Richmond for treatment of moderate to aggressive 
forms of prostate cancer.

Prostate cancer is the second-most common type of cancer 
among American men, who make up the largest population of 
Veterans. The most common form of treatment in most VA fa-
cilities is external beam radiation, a six to nine week process that 
involves treatments five days a week.

At McGuire, brachytherapy offers a much better option for 
Veterans. Brachytherapy is a form of treatment that involves 
implanting radiated seeds directly into the prostate, where the 
seeds attack and eliminate the cancerous cells.

McGuire’s brachytherapy program dates back to the 1997. It was 
started by Dr. Michael P. Hagan, who is now the VA’s National 
Director for Radiation Oncology.

Minimal Side Effects and Recovery Period
Dr. Drew Moghanaki, an attending physician in McGuire’s Ra-
diation/Oncology department, currently leads the brachythera-
py program.

“What we offer is access to high-quality treatment of prostate 
cancer with minimal side effects and recovery period,” said 
Moghanaki.

Research has shown brachytherapy to be a more effective 
treatment for moderate to aggressive forms of prostate cancer. 
Additionally, the treatment is completed in one day, allowing 
Veterans to quickly get back to their regular lives.

Veterans from places like Michigan, Minnesota, Oklahoma, 
Puerto Rico and many other areas around the country have 
come to McGuire to take advantage of this innovative treat-
ment. It’s only available in a handful of VA facilities, including 
McGuire.

Research has shown brachytherapy is safer for the patient, min-
imizing radiation to the prostate area and drastically reducing 
recovery time.

For Veterans around the country whose local facilities don’t of-
fer brachytherapy treatment, the national referral program gives 
them a chance to receive top-notch care at McGuire without 
leaving the VA system.

Leaving No Man Behind
“Many Veterans prefer to stay within the VA,” said Moghanaki. 
“We make that happen. It increases access for Veterans in areas 
where the VA doesn’t offer radiation services onsite. We’re leav-
ing no man behind.”

Nurse Practitioner Sandy Troeschel is the brachytherapy clinical 
program manager. She helps determine which patients are eligi-
ble to come to McGuire for brachytherapy and works with them 
to make treatment plans.

Using the VA’s telehealth system, she is able to meet with Veter-
ans through a video chat and walk them through the intake pro-
cess. Once she has the information she needs to proceed, a social 
worker assists with arranging transportation to Richmond. Of-
ten, organizations like Mercy Medical Angels assist with trans-
portation costs for Veterans who need it.

“It has been very successful,” Troeschel said. “Patients have been 
very happy. It’s a fantastic program and it’s expanding.”

va.gov

Veterans
UROLOGY
Veterans Find Prostate Cancer Cure at McGuire
By Patrick Gordon Public Affairs Specialist

Dr. Matthew Schutzer examines a 3-dimensional diagram in preparation 
for the placement of radiated seeds which are placed into a patient’s 
prostate to fight cancer cells. Photo by Patrick Gordon

Veterans
RADIOLOGY
Enhanced Care of Veterans as a Result of Clinical 
and Academic Collaborations
By Akash Patel, MD, Interventional Radiologist, Associate Professor Radiology and Surgery, 
Section Chief Interventional Radiology, University of Mississippi Medical Center

The University of 
Mississippi Medical 
Center in Jackson, 
Mississippi provides 
some of the clinical 
services in collabo-
ration with the G.V. 

“Sonny” Montgomery 
Veterans Medical Center in Jackson.

The collaboration with the Radiology 
Department consists of providing In-
terventional Radiology services at the 
Veterans Center by the attending facul-
ty staff of the Radiology Department at 
University of Mississippi Medical Center.

At a Veterans Center, such as in Jack-
son, It may not be possible to provide 
Interventional Radiology services as in 
other sub-specialties of radiology. In-
terventional Radiologist who staff the 
Interventional Division at University of 
Mississippi Medical Center are all Board 
Certified in Radiology and have addi-
tional, further education with comple-
tion of ACAME Certified Fellowships in 
Interventional Radiology. 

All of them hold academic titles at vari-
ous levels within the School of Medicine 
at UMMC and hold faculty positions in 
the Department of Radiology. They are 
also involved in teaching Radiology resi-
dents and medical students.

The Interventional Radiology attending 
from University Mississippi Medical 
Center staff the Interventional Division 
at the G.V. “Sonny” Montgomery Veter-
ans Center in Jackson. The attending will 
rotate at the Veteran Center on a sched-
ule basis.

This collaborative effort has resulted in 
providing of enhanced care for the vet-
erans treated at the G.V. “Sonny” Mont-
gomery Veterans Center. The caliber of 
services provided in the Interventional 
Section is the same as that of the Inter-
ventional Section at University Missis-
sippi Medical Center.

The difficult logistics of adequate staffing 
the Interventional Radiology services at 
the Veterans Center is also avoided. 

This is because an Interventional Radiol-
ogist is always on schedule to provide 
services at the Veteran Center, regardless 
of whether a radiologist is away due to 
vacation time or CME (continuing Med-
ical activity).

Since all the Interventional Radiologist 
at University of Mississippi Medical 
Center can perform a wide range of pro-
cedures, ranging from a simple biopsy 
to complex, selective arteriography for 

conditions such as internal hemorrhage 
and tumor embolization, this expertise 
is also available to the veterans at the 
Veterans Center.

The availability of higher level Interven-
tional Radiology at the Veteran Center 
also cuts down the cost in caring for Vet-
erans with complex clinical problems. 
Many times, when higher level Interven-
tional Radiology expertise is not avail-
able in-house, the patient may undergo 
alternative more invasive and costlier 
treatment such as surgery, leading to 
longer hospital stays and increased po-
tential for complications.

Hence, staffing arrangements and col-
laborative efforts, such as between the 
University of Mississippi Medical Center 
Interventional Radiology Division and 
The G.V. “Sonny” Montgomery Veterans 
Center result in enhanced care at aca-
demic center standards at reduced cost 
of the care. More important, less inva-
sive care can be rendered with shorter 
hospital stays and reduced potential of 
complications.

Dr. Akash Patel holds ACGME accredit-
ed fellowships in Interventional Radiol-
ogy and Abdominal Radiology.

Akash Patel, MD
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One of the fiercest debates in health care 
in recent years has been about breast 
cancer. What is the best way to catch the 
disease early on? Should all women in a 
certain age bracket get mammograms? 
How often? And what exactly should the 
age cut-offs be?

Doctors disagree among themselves on 
these questions and different groups offer 
varying guidelines.

For example, the U.S. Preventive Services 
Task Force recommends a screening 
mammography every two years for wom-
en ages 50 to 74. For other age groups, the 
decision gets more complicated, based on 
many individual factors.

The American Cancer Society, on the 
other hand, says all women should begin 
having yearly mammograms by age 45.

VA researchers hope to bring more clarity 
to the issue by using data from the Million 
Veteran Program (MVP). Now with over 
600,000 Veterans enrolled, MVP has be-
come one of the world’s largest databases 
of health and genetic information.

Several studies are now underway using 
MVP data, and one of them focuses on 
predicting breast cancer risk.

Here’s the basic idea of the study: Follow 
tens of thousands of women who are en-
rolled in MVP, and who currently don’t 
have breast cancer. Study their genetic 
profiles — and all the other clinical, demo-
graphic and exposure information avail-
able in the database — and track which 
of the women develop breast cancer over 
time. The process should shed light on 
which risk factors matter most, and result 

in a prediction model that is more robust 
and precise than any in current use.

Using the new model, providers could 
recommend that women at higher risk 
start screening at an earlier age — 40, say 
— and perhaps get a scan every year, ver-
sus every two years. Women with a very 
elevated risk might benefit from extra 
screening measures, such as a breast MRI.

Here’s what the researchers on the study 
say about what they hope to accomplish: 
“Our work will significantly enhance our 
abilities for early detection, and optimize 
and individualize breast cancer screening 
for all women Veterans and women in 
general.”

The team is led by Dr. Shiuh-Wen Luoh. 
A specialist in breast cancer, he is a staff 
physician at the VA Portland Health Care 
System, and an assistant professor at Ore-
gon Health and Science University. Luoh 
says his overall career goal is to “bring 
laboratory research to patient care for the 
benefit of breast cancer patients.”

As of now, nearly 50,000 women are 
enrolled in MVP, and that number is 
growing. Women make up nearly sev-
en percent of VA’s population. MVP has 
set the ambitious goal of having women 
represent 11 percent of the overall MVP 
cohort by 2020.

Importantly, some 20 percent of women 
now enrolled in MVP are African Ameri-
can. Current prediction models for breast 
cancer risk are based mainly on studies of 
older, predominantly Caucasian women. 
It’s not known whether certain genetic vari-
ants affect risk in the same way for white 
and black women. The new study will help 
answer that question, among others.

Also, past research on breast cancer risk 
has largely not accounted for the special 
health risks that women Veterans face. 
Intense physical training, for example, or 
deployment to areas with various envi-
ronmental hazards could increase stress 
and add to cancer risk.

Kayla Williams, director of VA’s Center 
for Women Veterans, and herself a Vet-
eran and military spouse, has expressed 
strong support for the study, and for MVP 
on the whole.

“As a proud participant in the Million 
Veteran Program, I’m thrilled to learn 
that upcoming research will help better 
predict breast cancer risk. Many women 
Veterans that I know are concerned that 
environmental exposures may have im-
pacted their cancer risk, so it’s wonderful 
to know this pivotal work will help im-
prove screening guidelines for our popu-
lation. I encourage other women Veterans 
to sign up for MVP, too — it was fast and 
easy when I did it!”

To learn more about MVP, visit their web-
site at research.va.gov/mvp. And if you 
are a VA patient who has not yet enrolled 
in this landmark research effort, aimed at 
improving Veterans’ health now and in 
the future, please consider doing so.

va.gov

Veterans
WOMEN’S HEALTH
Researchers Harness Data from Million Veteran 
Program to Improve Breast Cancer Screening
By Mitch Mirkin

As we celebrate Women’s Health Week, I am pleased to an-
nounce that VA has adopted American Cancer Society breast 
cancer screening guidelines that give women a choice to begin 
screening at age 40.

The guidelines also recommend starting yearly mammograms 
by age 45 and then every other year from age 55. The guide-
lines apply to women at average risk for breast cancer and 
complement VA’s already-extensive program for breast care 
for Veterans.

I believe it’s important for our women Veterans to know that 
they are in control of their care and the care they receive from 
VA is consistent with or exceeds care in the private sector. 
Adopting American Cancer Society standards gives Veterans 
further assurances that their care aligns with other health-care 
systems.

It’s worth drawing attention to a few other related 
facts:

• All eligible women Veterans have access to mammograms 
either onsite or through care in the community;

• Currently, 76 percent of women Veterans age 40-49 receive 
mammograms through VA.

• VA quality scores from the Healthcare Effectiveness Data 
and Information Set, show that women Veterans are much 
more likely to receive age-appropriate breast cancer screen-
ing than women in private sector health care;

• In 2015, VA provided mammogram screenings to 86 per-
cent of its women Veteran patients age 50-74, compared 
with the private sector at 73 percent; and

• VA has established a state-of-the-art information technolo-
gy Breast Cancer Registry (BCR). The BCR integrates data 
from several VA sources to provide comprehensive patient 
specific information about breast cancer screening, test re-
sults, past and current breast cancer treatment, and popula-
tion surveillance of breast care (both in the community and 
within VA).

Our Acting VA Under Secretary for Health Dr. Poonam 
Alaigh said it perhaps best last week: “Engaging and better 
servicing the unique healthcare needs of our women Veterans 
is one of VA’s most important priorities. 

When it comes to their care, we want women Veterans to be in 
control of it every day and in every way.”

va.gov

Veterans
WOMEN’S HEALTH
You are in Control of Your Care at VA

Kayla M. Williams, M.A., Director of the Center for Women Veterans, 
Department of Veterans Affairs
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In the U.S., costs for treating chronic non-healing wound care 
exceed $50 billion per year. It’s roughly prevalent in 2 percent 
of the general population, including Veterans like Mike Franks.

Mike has mobility issues, so moving in and out of his bed, 
let alone coming to the San Diego VA Medical Center for an 
appointment can be a challenge. In his current state, there are 
two things he credits as a blessing for making his care easier 
and more effective. One is a nurse that stops by Mike’s resi-
dence to check on the progress of his healing. The other is a 
new computer tablet technology the home health nurse brings 
with him to easily document the progress of healing.

“It was like night and day. Before, a nurse would treat and 
dress my wounds but there was no progression in the size of 
the wounds,” said Franks. “Now, doctors can check the status 
on a weekly basis with data provided from the tablet. The doc-
tor looks at the information and recommends changes to the 
type of dressing. I never thought my wounds would heal, but 
now they’re almost all gone.”

This innovative new tablet is a pilot program that Mike has 
been using for the last five months to help doctors monitor the 
effectiveness of the program. It uses built-in digital cameras 
and 3-D sensors along with computer vision software to cap-
ture high-resolution images and then automatically measures 
the size of a wound.

The information is transferred securely onto a cloud-based 
electronic repository where it can be viewed remotely by pro-
viders to help them with treatment planning. This modality 
of storing the image and wound data and forwarding it to the 
provider can augment the use of telehealth to improve Veter-
ans’ access to care. The eventual goal will be to have images go 
directly into a patient’s electronic medical record file.

When new pictures are taken, wound measurement data from 
the 3-D modeling software is graphed onto a chart that shows 
the progression of healing and tells the provider whether the 
wound is getting bigger or smaller. Based on results, doctors 
can make changes to the treatment plan.

“The really great thing about this is that in the past, doc-
tors would have to visually estimate whether a wound has 

improved based on memory of a past image, which can some-
times be confusing when you also have to remember other 
patient images as well. This tablet provides recorded, accurate 
data to track progress,” said Dr. Kevin Broder, Project Direc-
tor for this Wound Image Capture and Storage Innovation.

In addition to wound care, other medical specialties can ben-
efit from this technology. This system could also be used to 
capture the dimensions of a skin lesion and determine wheth-
er it’s increasing in size and needs to be biopsied. By allowing 
widespread distribution of this to VA health care facilities 
across the country, it has the potential to save lives through 
the early detection of cancer.

Technology handles it all automatically
Providers gain several other advantages from using the tablet 
as well. In the past, nurses would often have to take pictures 
on digital cameras, organize the pictures with the right patient 
information and spend time out of the week uploading the 
right images to the right places. This technology handles it 
all automatically in an efficient, organized manner. Take the 
picture, use the modeling software and upload the image onto 
the cloud avoiding the cumbersome manual work.

The innovation has potential use in all clinical areas of care 
including home-based primary and nursing care, in clinics, 
procedure centers or in specialized areas such as dermatology, 
prosthetics, orthopedics, or podiatry. If implemented across 
the VA system, this pilot program has the potential to reduce 
a patient’s pain and suffering and save millions of dollars 
through quicker healing and better treatment strategies.

Last is the cost of the tablets. “It’s inexpensive, costing less 
than $900 per unit,” said Broder. “This is much cheaper than 
hulking large, expensive telemedicine carts around to do very 
similar functions but are harder to transport, harder to use 
to capture wound images and cost many tens of thousands of 
dollars each.”

VA San Diego Healthcare System officially expanded the pilot 
program to be used in clinical settings two months ago, and 
interest has spread to the VA health care systems in Loma Lin-
da, Phoenix and Prescott.

va.gov

Veterans
WOUND CARE
Innovative Photo Technology Saves  
Veterans Lives
By Christopher Menzie, Public Affairs Specialist VA San Diego Healthcare System

Veterans
WOMEN’S HEALTH
Musculoskeletal Pain In Women
By Sheila Tunney

Six VA Pittsburgh Healthcare System 
primary care providers are taking a 
three-day “mini residency” here as part 
of a national move toward better treating 
and diagnosing musculoskeletal (MSK) 
pain in women Veterans.The training, 
which was first piloted at the VA Salt 
Lake City Health Care System in 2016, 
is expected to improve care, build con-
fidence in primary care providers, and 
save time and money for women seeking 
relief of MSK pain.

“We are empowering our providers with 
more authority in women’s health care 
and giving Veterans more confidence in 
the VA system,” said Val Posa, VA Pitts-
burgh’s Women Veterans Program Man-
ager. “We plan to continue spreading the 
training to all of our designated women’s 
health providers.”

Women Veterans are at an increased 
risk for developing chronic pain, joint 
disorders, and long-term disability 
when compared with male Veterans, ac-
cording to Dr. Sarah Merriam, women’s 
health expert at VA Pittsburgh and the 
local course organizer.

“We applied for and received a $57,000 
(Veterans Health Administration) grant 
with the goal of bringing together our 
own experts to provide education and 
increase the ability of our primary care 
providers to diagnose and manage wom-
en with MSK conditions and osteoporo-
sis,” said Merriam.

Joining Merriam on the Pittsburgh 
faculty are experts in MSK conditions, 
clinical pharmacy, endocrinology and 
women’s health physical therapy.

Many injuries that cause pain in women 
Veterans begin in basic training, during 
military service or occur just from being 
a woman, said Jamie Clinton-Lont, who 
is Posa’s Salt Lake City counterpart. She 
is here for Pittsburgh’s first iteration of 
the training.

“Injuries in basic training tend to hap-
pen to women more than men: ill-fitting 
gear, ruck sacks that don’t fit, physical 
exertion. Many women are not in shape 
when they go off for training,” said Clin-
ton-Lott, “Then all of the sudden they’re 
doing 20 pushups overnight.”

On top of that, Clinton-Lott said, “The 
burden of work in the home is more of-
ten on women, who then don’t get time 
to maintain their physical conditioning.”

Both Posa and Clinton-Lott agree that 
mental health conditions and trauma 
may also play a part. Nearly one in five 
women Veterans, they said, report a his-
tory of military sexual trauma that can 
result in anxiety, depression and PTSD, 
and in turn intensify pain symptoms.

Despite the high odds for MSK disorders 
in women Veterans — and women in 
general — specialized MSK training for 
VA (and non-VA) primary care provid-
ers had been minimal prior to 2016.

“I have worked in worker’s compensa-
tion and urgent care on the outside,” 
said Dr. Nicole Kichta, who joined VA 
Pittsburgh’s primary care team about a 
year ago. “Thus far, I have not received 
training equally well-thought, focused 
and useful to my practice.”

Dr. Melissa McNeil, who heads VA Pitts-
burgh’s women’s health fellowship pro-
gram, said  deficiencies in the approach 
to MSK examination and treatment are 
widely acknowledged among primary 
care providers.

“The VA is way ahead in dealing with 
this issue,” McNeil said. “I now have a 
much, much better physical exam for 
musculoskeletal complaints that will al-
low me to be more precise in my diagno-
sis of more generalized complaints like 
back pain and knee pain. The precision 
in diagnosis will allow for more specific 
treatment options, hopefully helping our 
women to feel better faster.”

“We are fortunate to have such a won-
derful group of providers who have not 
only tremendous MSK knowledge and 
expertise, but also the teaching expertise 
required to disseminate important skills 
to our women’s health providers,” said 
Dr. Deborah DiNardo, women’s health 
medical director.

va.gov

Sarina Beasley (left) a physical therapist on the 
musculoskeletal training team guides primary 
care provider Margie Muldoon in her exam of 
physical therapist Alex Gribbin, of the VA Salt 
Lake City Health Care System, who acted as 
patient and advisor for the Pittsburgh trainers.
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WOUND CARE
Fighting Pressure Ulcers  
in a High-risk Population
By the Betsy Lehman Center for Patient Safety

Preventing and treating pressure ulcers 
is important at any medical center, but 
all the more so at Spaulding Rehabilita-
tion Hospital owing to the unique nature 
of its patients.

As a federally defined “inpatient rehabil-
itation facility” or IRF, the Boston-head-
quartered Spaulding Rehabilitation 
Hospital cares mainly for people with a 
specific set of difficult conditions, rang-
ing from brain and spinal cord injury to 
burns to complex orthopedic repairs.

“We focus first on preventing pressure 
ulcers,” explained Vice President of 
Quality and Compliance Karen Nelson 
RN, “but when they do occur, we look at 
each one as an important event that we 
can learn from” through root cause anal-
ysis and sharing lessons with other staff. 

Spaulding’s effort to reduce injuries 
from pressure ulcers, of course, is hard-
ly unique. These wounds — once called 
“bed sores” — are a persistent patient 
safety challenge, with an estimated 2.5 
million diagnosed annually at U.S. hos-
pitals at a cost of some $9 billion to $12 
billion in increased cost of care.

The first national data on rehabilitation 
facilities, released by the Centers for 
Medicare & Medicaid Services (CMS) 
last month, showed that about 1.3% of 
Spaulding’s Medicare patients suffered 
new or worsened pressure ulcers during 
2015, versus an average of 0.8% for such 
patients at all inpatient rehabilitation fa-
cilities nationwide.

The national average rate at long term 
care hospitals, which treat other types of 
rehabilitation patients, was even higher 

at 1.8%, though the methodology for 
that dataset covered all patients, not 
just Medicare. Both figures were risk 
adjusted.

In Massachusetts, pressure ulcers typical-
ly rank second only to patient falls among 
the 29 serious reportable event disclo-
sures collected by the Department of 
Public Health (see “Nearly 1,500 adverse 
events reported to the state last year”). 
Spaulding counted 11 stage 3 or 4 (or 
unstageable) pressure ulcers during 2015, 
versus only one each in the two previous 
years, which led to an increased focus 
on the problem including formation of 
a hospital-wide Pressure Ulcer Steering 
Committee to coordinate the work.

Spaulding’s preventive program begins 
when the patient first arrives and staff 
craft an individual care plan – includ-
ing a custom schedule for repositioning 
or mobilizing any patient with limited 
movement, and selection of an automat-
ed pressure-relieving mattress or wheel-
chair cushion where needed.

Thereafter, the patient is treated by an 
interdisciplinary team that includes phy-
sicians, nurses and therapists, any one 
of whom can call an instant huddle if a 
problem arises. “We found that’s a really 
good communication strategy, because 
it makes a difference in the patient’s 
care right away,” said Senior Director of 
Quality Debra Blyth-Wilk RN.

Karen Nelson, RN, Vice President of Quality 
and Compliance

Debra Blyth-Wilk, RN, Senior Director of Quality

continued on page 196
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The treatment plan, and any change 
made during huddles, become part of 
the hospital’s electronic medical record 
system which guides patient care.

Like many rehabilitation hospitals, 
Spaulding has specialized wound care 
nurses. But under Chief Nursing Exec-
utive Adrienne Sarnecki RN, the hos-
pital also recruits energetic volunteers 
from among unit staff to serve as “skin 
champions” and help the experts spread 
wound-care expertise.

“We identify nurses and therapists who 
have an interest in this area and send 
them for additional training in a Wound 
Treatment Associate program, led by one 
of our wound specialists,” said Sarnecki. 
“So they become ‘colleague experts’ who 
can help other staff evaluate a patient 
and collaborate in the care.”

The skin champions have been particu-
larly effective at helping Spaulding un-
derstand why pressure ulcers develop in 
patients with special issues, such as those 
who arrive wearing a complex orthotic 
brace after spinal or trauma surgery.

Spaulding’s focus on orthotics came just 
as an influential national patient safety 
organization, ECRI Institute, put out a 
report calling medical devices in gener-
al an “overlooked” risk that could cause 
as many as one-third of all hospital-ac-
quired pressure ulcers.

Other patients are at high risk because 
they can’t or won’t change position often 
enough to avoid pressure ulcers. Healthy 
people do this unconsciously as they 
shift around in a chair or roll over in bed. 
But a person with stroke or neurologic 
damage may no longer sense the need to 
move or understand instructions from 
nurses and family.

Even patients who are alert and willing 
can run into trouble if they fail to appre-
ciate their new, limited status.

“People who just had a paralyzing injury 
are adjusting to their immediate situa-
tion and their receptivity to new infor-
mation is low,” said Sarnecki. “When 
we ask their goal, they usually want to 

return to the life they had before—but 
for some that’s not realistic. Such pa-
tients need to learn to direct others to 
do the things they can no longer do for 
themselves. The overall objective is to 
improve quality of life.”

betsylehmancenterma.gov

“When these patients 
were in acute care, they 
may have been too ill to 
get out of bed,” Sarnecki 

explained. “But once 
they’re here, our focus 
shifts to getting these 

patients out of bed and in 
motion, and their devices 
shift and new pressure 
points may develop. So 

we have to watch for new 
areas of potential injury 

under devices and assess  
for any pressure points as 
the surface skin may look 
intact but underneath you 

could have  
an emerging wound.”

“That’s what rehabilitation 
is all about,” Nelson 

emphasized. “It’s 
something you do with the 
patient, not to the patient. 
If you can’t teach patients 

and their families who 
support them to manage 

their needs, they may 
relapse and be back in the 

hospital again.”

continued from page 194
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TIME magazine has named Dr. Ann 
McKee, chief of neuropathology of the 
VA Boston Healthcare System, to its 
2018 TIME 100, an annual list of the 100 
most influential people in the world.

McKee, who is also the director of Bos-
ton University’s Chronic Traumatic 
Encephalopathy (CTE) Center, is well 
known for her research on the long-term 
effects of brain injuries in NFL football 
players and military Veterans. Last year, 
McKee received international attention 
for her break-through study that found 
CTE in 99 percent of NFL players, 91 
percent of college players and 21 percent 
in high school players.

McKee’s research focuses on the long-
term effects of concussions and blast 
injuries occurring in contact sports ath-
letes and military Veterans.

“There are many parallels between con-
cussive injury experienced during con-
tact sports and exposure to blast and 
concussive injury experienced by Vet-
erans,” McKee said in a 2017 interview 
for Vantage Point. “In addition, many 
Veterans are athletes, and play football, 
soccer, baseball, volleyball or participate 
in boxing. Our research shows that the 
long-term effects of concussive and blast 
injuries on the brain can be very simi-
lar, regardless of how the brain injuries 
occurred.”

Her research has revealed that “mild” 
head trauma, particularly repetitive 
mild head trauma, is not just a mild 
injury, but that it can lead to persistent 
and progressive neurodegeneration that 
continues long after the physical trauma 
occurred.

A key resource in her 
research is the VA – 
Boston University – 
Concussion Legacy 
Foundation brain 
bank, the world’s 
largest repository of 
brains from those 
exposed to trau-

matic brain injuries. The brain bank is 
directed by McKee and is located at the 
Bedford VA Medical Center. It is now 
the largest sports brain injury and CTE 
repository in the world with more than 
550 brains donated and over a thousand 
more pledged.

“The absolutely best way to understand 
the long-term effects of repetitive head 
impacts, concussion and blast injury on 
the brain is to thoroughly analyze the 
brains of individuals who have died,” 
McKee explained. “By identifying the 
earliest changes of CTE and understand-
ing how and where it begins in the brain, 
we are hoping to find a way to stop or re-
verse it; that is, a way to effectively treat 
CTE. Right now, our major research fo-
cus is on ways to diagnose early CTE in 
living individuals and how to treat CTE 
once it has begun.”

“The research on CTE all started with 
VA; it began with a VA patient who was 
a well-known boxer and from that first 

case of CTE, it has morphed into a tre-
mendous research effort involving NIH, 
DoD and many other organizations,” 
said McKee. “This is not a problem we 
can solve in any one lab. It’s going to 
take medical researchers and scientists 
working with business to detect where it 
first starts – on the battlefield and sports 
field. We will need health assessments 
going into the future for many years. 
That will take innovation and real input 
from industry to stimulate this research. 
That’s why we need a collective effort 
and his group of leaders is so important. 
I’m proud to be here encouraging us all 
to work together to better care for Amer-
ica’s Veterans and patients.”

McKee was born and raised in Wiscon-
sin. She holds an undergraduate degree 
from University of Wisconsin; a medical 
degree from the Case Western Reserve 
School of Medicine and completed her 
residency training in neurology at Cleve-
land Metropolitan General Hospital and 
fellowship training in neuropathology at 
Massachusetts General Hospital. She was 
an assistant professor of neuropathology 
at Harvard Medical School from 1991-
94; associate professor of neurology and 
pathology at Boston University School 
of Medicine; chief of neuropathology 
service for the New England Veterans 
Health Administration Medical Centers  
and director of the Brain Banks for the 
Boston University Alzheimer’s Disease 
Center, Chronic Traumatic Encephalop-
athy Center, Framingham Heart Study 
and VA Chronic Effects of Neurotrauma 
Consortium; and neuropathologist for 
the National VA Amyotrophic Lateral 
Sclerosis Brain Bank.

va.gov

Veterans
EPILOGUE
VA Physician Named to TIME’s Annual List  
of the 100 Most Influential People in the World
By Gary Hicks, Office of Public and Intergovernmental Affairs

Dr. Ann McKee
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