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DEPLOYMENT FORCE PROTECTION AND
HEALTH ISSUES
WEDNESDAY, FEBRUARY 27, 2002

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON HEALTH,
COMMITTEE ON VETERANS’ AFFAIRS,
Washington, DC
The committee met, pursuant to notice, at 2:04 p.m., in room
334, Cannon House Office Building, Hon. Jerry Moran (chairman
of the subcommittee), presiding.
Present: Representatives Moran, Simmons, Evans, Filner, and
Rodriguez.
OPENING STATEMENT OF CHAIRMAN MORAN

Mr. MORAN. The subcommittee will come to order. We will commence our subcommittee’s hearing this afternoon.
I know a lot is going on in Congress today in other committees,
but also within our VA full committee, as it continues to hear from
veterans on some very important issues.
Good afternoon. I’d like to welcome our witnesses and our Members that are present. Mr. Filner, we anticipate, will join us
momentarily.
We have an important topic before us: protecting the health of
military members, especially those now serving in Afghanistan, before they become our next generation of veterans.
Last month, the subcommittee held a hearing to explore lessons
learned by the government from the Persian Gulf War and how
these lessons were or were not applied to the current deployment
of Americans who are now serving in Afghanistan.
How well did the Department of Defense and Veterans Affairs
Department implement policies based on lessons learned from earlier wars? We meet again today to delve further into this issue.
Our subcommittee is working to take a proactive approach to ensuring that the men and women of the armed forces are cared for
today while doing their duty in the Middle East, in the Philippines,
or elsewhere around the world, so that we can avoid the mistakes
that we believe were made in past wars.
Better oversight now by Congress and better leadership by the
Administration can head off untold difficulties that lie in our
future.
The issue of force protection includes a series of important topics,
including joint medical surveillance, pre- and post-deployment
health assessments, environmental security, the use of drugs for
health protection, transparency and ease of record-keeping and
(1)
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record transfer, and equipment, procedures, systems, and documentation in the theater.
Today the subcommittee has asked the General Accounting Office to offer testimony on its work to review force protection and
medical readiness policies now in place in the Department of Defense, and to review the VA’s role in coordinating care and benefits
for veterans. As we will learn, there are some gaps.
We look forward to examining the two Departments’ responses to
the GAO’s review of their programs, and working together to assist
our servicemen and women.
[The prepared statement of Chairman Moran appears on p. 57.]
Mr. Rodriguez, any opening statement?
OPENING STATEMENT OF HON. CIRO D. RODRIGUEZ

Mr. RODRIGUEZ. Let me just first of all thank you for allowing
us to hear the testimony, and I’m looking forward to hearing the
testimony.
Let me just say that you’re right. As indicated during the Vietnam War as well as during the Gulf War, there’s a lot of things
that we can learn.
I know that it’s a very closed system, for a good reason, but because of that, it’s also very difficult for it to change and to learn
from itself, and so we’re hoping that we can gain some knowledge,
and as we move forward, that we don’t make some of the same mistakes. We need to prepare ourselves with the new types of engagements with bio and chemical warfare we will face.
So thank you very much.
Mr. MORAN. Thank you very much, Mr. Rodriguez.
We would welcome to our table Cynthia Bascetta, Director of
Veterans’ Affairs Health and Benefits Issues for the General Accounting Office; and Ms. Ann Calvaresi-Barr, Assistant Director,
also from the GAO, who accompanies her.
Good afternoon, and you may proceed.
STATEMENT OF CYNTHIA A. BASCETTA, DIRECTOR, HEALTH
CARE, VETERANS’ HEALTH AND BENEFITS ISSUES, GENERAL
ACCOUNTING OFFICE; ACCOMPANIED BY ANN CALVARESIBARR, ASSISTANT DIRECTOR

Ms. BASCETTA. Thank you.
Mr. Chairman and members of the subcommittee, thank you for
inviting us to discuss DOD’s medical surveillance system, a key
component of force health protection. With me today is Ann
Calvaresi-Barr, who led this work.
Medical surveillance of environmental threats and disease monitoring, in particular, is critical to protecting and ensuring the fitness of deployed troops, and as you know, the collection and analysis of this information is also vital to the care of our nation’s veterans and to compensating them for service-connected disabilities.
We’re here today to talk about applying lessons learned during
the Gulf War and subsequent deployments to the current war on
terrorism.
We know that complete and accurate data on the health status
of servicemembers before, during, and after deployment are needed;
we know that tracking the changing location of troops will be cru-
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cial, especially in highly mobile situations; and we know that monitoring environmental threats in theater is critical to casualty prevention in the field and to mitigating the adverse health effects of
exposures when they occur.
These fundamentals of a strong surveillance program are articulated in numerous policies that DOD has issued since the Gulf
War, including the recent Joint Chiefs of Staff memo effective this
Friday. Together, these policies lay out the conceptual framework
for complying with recommendations made by the Institute of Medicine and others.
In our view, this represents DOD’s most notable progress in moving medical surveillance forward, but much more room for improvement remains in the actual implementation of these policies.
It’s in this light that I’d like to highlight some concrete examples
of the strengths and weaknesses of implementation so far, and
then to offer our insights into the prospects for successful surveillance in Afghanistan and future deployments.
On the positive side, we found that during Operation Joint Endeavor, which began in 1995, DOD issued guidance on in theater
threat assessment and routine data collection and analysis, including weekly reports on the incidence rates of major categories of diseases and injuries.
From these reports, preventive measures could be identified and
forwarded to commanders to take appropriate action.
Another important step was the establishment of the U.S. Army
Center for Health Promotion and Preventive Medicine, which
greatly enhanced DOD’s ability to perform environmental monitoring and tracking.
It’s deployable Public Health Lab, for example, was sent to Bosnia to conduct air, water, soil, and other monitoring.
At the same time, we noted shortcomings in DOD’s ability to
maintain reliable health information.
Deployment records for at least 200 Navy servicemembers were
not included in DOD’s central database 11⁄2 years after they were
deployed to Bosnia, but Air Force personnel who were never actually deployed were in the database.
Moreover, more than half of the post-deployment assessments for
over 600 Army personnel were not in DOD’s central database.
According to the Army’s European Surgeon General, these assessments were often lost by servicemembers who were responsible
for hand-carrying their own records from the theater back to their
home units.
Also, DOD hadn’t developed a system for tracking the locations
of servicemembers within theater, or archiving the data for future
use.
We also reported that not all medical encounters in theater, especially for immunizations, were being recorded in individual medical
records. For example, almost a fourth of the records we reviewed
did not document vaccination for tick-borne encephalitis.
We also found that paper records on the dates and lot numbers
of vaccinations did not always match records in DOD’s database. At
the worst installation, discrepancies about vaccinations lot numbers occurred for more than 90 percent of the time.
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IOM also found deficiencies in medical recordkeeping for both deployed active duty and reserve forces, and they emphasized the
need to include immunization in the records.
A longstanding weakness of concern to us is the state of information technology in DOD and VA. For several years, DOD and VA
have tried to establish an electronic link between their multiple
and disparate data systems.
GCPR, the government computerized patient record, is a joint effort designed to meet this need. We reported last year, however,
that planning weaknesses, competing priorities, and inadequate accountability made it unlikely that the benefits of GCPR would be
realized anytime soon.
For now, DOD and VA are reconsidering their approach and
they’re focusing on providing VA access to selected DOD health
data, lab and radiology tests, outpatient prescriptions, and patient
demographics; but VA still won’t be able to view data on baseline
health status or medical care provided to reservists, or care provided by Tri-Care Network providers.
DOD officials told us that they expect full operation of this nearterm solution to begin later this year.
So what are the prospects for successful medical surveillance?
DOD characterizes its new vision for force health protection as
the most significant reformulation of military medicine in 50 years.
To help achieve this vision, DOD has issued clinical practice guidelines, developed collaboratively with VA, for primary care providers
to better manage patients with deployment-related health
conditions.
DOD has also reorganized, to place responsibility for implementing its medical surveillance policies with a single authority, the
deputy assistant secretary for defense for force health protection
and readiness.
These are encouraging signs of progress, but these steps alone
will not be sufficient to ensure success.
Implementing and maintaining a comprehensive military medical
surveillance system will also require a profound culture change in
addition to technological and logistical changes.
Most notably, it will require overcoming the challenge of integrating the multiple programs that now exist across the services,
and it will require sustained attention, resources, and accountability, not only at the highest departmental levels, but also in the
field, to the best possible results.
Mr. Chairman, there’s no doubt that this is a complex and
daunting challenge. Even if all the policies could be fully implemented, scientific uncertainty about the health effects of exposures
and the technological and operational feasibility of tracking the location of troops and detecting and measuring hazards they encounter complicate the outlook for successful surveillance.
But regardless of these difficulties, DOD and VA face a compelling need to do better, both to protect our deployed troops and to
meet their needs as future veterans.
I’d be happy to respond to any questions that you or the other
subcommittee members might have.
[The prepared statement of Ms. Bascetta appears on p. 59.]
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Mr. MORAN. Thank you very much for your statement. Let me
call on Mr. Filner, who has now joined us, and see if he has an
opening statement and any questions for this witness.
OPENING STATEMENT OF HON. BOB FILNER

Mr. FILNER. Thank you, Mr. Chairman. I apologize for being late.
I appreciate your holding this hearing and your leadership, because clearly, the special needs that our servicemen and women
will have in the future should not wait until they actually present
their problems to the VA when they return.
There seems to be a fatal flaw that has been recognized in dealing with veterans of the Persian Gulf and prior combat periods,
and I’m glad you’re leading our efforts to try to anticipate these
problems for future veterans.
I take it that the charge of this committee, from this hearing and
from our witnesses, is to ensure that the federal institutions that
care for our homecoming troops and future veterans share concerns
about prevention, detection, and planning for treatment and research options.
I have looked at all the statements of the panelists, and I think
there is a growing recognition of this in both the VA and the DOD.
We have a long ways to go, but I think there is a recognition of
the problems.
My sense of our dealing with the issue during the Persian Gulf
War and the apparent lack of recordkeeping, the lack of baseline
records from which we could draw some conclusions afterward,
post-deployment health assessments—these did not occur, and I’m
hopeful that they will in the future.
Troops apparently self-administered drugs that may have interfered with the aim that other injections had. The anthrax vaccination records were not kept accurately. Visits to clinics and hospitals
were unrecorded.
So I think our military intelligence failed our veterans. The
alarms of chemical and biological weapons that were never really
analyzed why they were false, or if they were legitimate—how did
you even keep the logs and other evidence about them? They have
since been lost or mishandled. We have got to come to grips with
these issues.
I have always said, as I looked at the VA and the DOD’s response to the problems that occurred with our veterans that we
called the Persian Gulf War illness, that these problems were first
dismissed, then they were rejected as not being problems; then
they were dismissed as mental problems and they were
stonewalled; and we still have not come to grips with those issues.
When we could send men and women in our Armed Forces to
that same area at any moment, given the statements of the administration, it seems to me that the best policy for national security
has to be to find the truth.
That is, we have to find out what occurred, deal with it in the
most truthful fashion, and deal with it as quickly as possible, so
we don’t put our men and women in harm’s way again, or in double
jeopardy because of what they face from an enemy and what they
face from our inability to figure out how to deal with these injec-
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tions and vaccinations and chemical and biological problems that
could recur in the 21st century war.
So thank you for holding this hearing, and I think we have to
get closer to the truth for the benefit of all our men and women
who will face this in the future.
Mr. MORAN. Mr. Filner, thank you very much. Do you have any
questions for the GAO?
Mr. FILNER. No questions.
Mr. MORAN. No questions. Mr. Evans.
[No response.]
Mr. MORAN. Mr. Rodriguez.
Mr. RODRIGUEZ. Let me ask you, is this the latest study that we
have?
Prior to this, had we done any other studies? Because I would
presume that there’s probably a pattern where they haven’t corrected certain things. Have they indicated any desire in moving forward on some of this stuff?
Ms. BASCETTA. Actually, I don’t think I would characterize it
quite that way.
In the Gulf, there were things that simply didn’t happen, and
there weren’t policies in place; and then, in the future deployments
in Operation Joint Endeavor, certain policies were put in place, but
there was a lot left to be done in a more comprehensive way during
implementation.
Since then, there have been more advances made, and we do see
more of a commitment on the part of the department to do a much
better job.
But I have to tell you that we, the work that we did is really a
synthesis of work that was done up through about 1998, so we
don’t know today how well they’re doing in the current deployment
and how much progress they’ve made.
We see positive steps both in terms of commitment and the establishment of actual additional capabilities that have been put in
place. For example, the Center for Promotion and Preventive Medicine, a new adverse reporting system, and an updating of the policies and a pulling together of policies in a more centralized fashion.
Mr. RODRIGUEZ. Are you suggesting that there’s a need for us to
go back and do this thing all over again?
Ms. BASCETTA. No. I’m suggesting that, right now, the department needs to be making sure that the policies that it has in place
are enforced as much as possible, because that’s the only way that
we’ll know that we’re really getting an effective implementation of
the policies.
Mr. RODRIGUEZ. Is there something we could be doing right now,
for example, to check what’s going on in Afghanistan in order to
observe if anything has changed. Could we actually do some things
that might help gather more appropriate data to determine if
things have actually changed or not?
Ms. BASCETTA. Well, I think the most important thing is to monitor whether or not the recordkeeping that is supposed to be going
on is, in fact, going on, and is housed in a central repository so that
when analysis needs to be cone, that information is available.
Mr. RODRIGUEZ. What about coordination between the DOD and
the VA? Where are we at there?
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Ms. BASCETTA. I could answer that in a couple of ways.
With regard to the adjudication of benefits, actually, one of the
most important steps forward is that there is now a pre-discharge
exam that occurs, and this is important, because the health status
of the servicemember as they’re leaving the service is recorded at
that moment, VA is supposed to have access to that information so
that the information doesn’t get old when they’re ready to adjudicate a claim.
On the other side, in terms of medical surveillance, we see a couple things happening.
One is that VA and DOD have issued, very recently, joint clinical
guidelines for primary care providers to use in assessing the health
of servicemembers who come back with deployment-related conditions, and that’s a very positive step forward, but we would like to
see much more of that, much more collaboration. We would like to
see DOD as a full partner in VA’s newly formed centers for the
study of war-related illnesses.
I think probably the best way to put it is that there has been a
long history of poor coordination and collaboration between the
departments.
The presidential management agenda lists better collaboration
and working together as a top management priority. There’s a
presidential task force to put pressure where it needs to be to try
to move forward in this area, and we think that the more communication there is between the departments, the better off they will
be.
Mr. RODRIGUEZ. I know GAO has made a lot of past recommendations. What might the GAO be able to do to help out in
the process?
Ms. BASCETTA. Well, you’ve used us often as an effective oversight tool, so we could help out in that way if we were asked.
Mr. RODRIGUEZ. Based on your review of the literature that you
have produced, what areas do you think that, if you were utilized,
it might be helpful to bring to light where we’re at now?
Ms. BASCETTA. Again, I think a checking of what records are actually being kept and whether they’re in good condition, whether
they’re useful, and stored in a way that will be available and accessible for future use is important.
A lot of this has to do with the information technology infrastructure. We could do a lot to, and we are actually doing ongoing work
on, for example, the government computerized patient record, to
keep that effort moving along in the way that it should be.
Mr. RODRIGUEZ. Thank you very much.
Mr. MORAN. Thank you very much. I appreciate the GAO report.
It is very timely and fits in very well with this subcommittee’s interest and agenda in this topic of health readiness for deployment
of National Guard, reservists, and active military in Afghanistan
and elsewhere.
Please give the subcommittee a reference for the time frame in
which your report was done, in comparison to September the 11th
and the beginning of the Operation Enduring Freedom.
Ms. BASCETTA. We were asked by Senator Rockefeller in September to pull together what we had from not only our work but the
work of others, most notably, the IOM.
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Our last report on medical surveillance I believe was issued in
1998.
Mr. MORAN. Do you detect a change in policies, change in attitude or approach to this issue of coordination and cooperation as
a result or post the beginning of the Enduring Freedom Operation?
Do we see things changing at the Department of Defense or VA as
a result of our country being engaged in a battle?
Ms. BASCETTA. I think so, but I could give you a better answer
to that if we had more recent work on what’s actually going on
right now, and I don’t have that current information.
What we have is our quick review over the last month of those
policies and a few high-level interviews where clearly there is a renewed commitment not only to working together, but to doing better in this current deployment.
Mr. MORAN. You mentioned a Joint Chiefs of Staff memo this
Friday. Are there items that you’re aware of, policies, pronouncements, statements, that are forthcoming from DOD or VA that this
subcommittee ought to be aware of?
Perhaps you could, at a minimum, describe to me this memorandum of this Friday.
Ms. BASCETTA. The memorandum is the most recent updating of
the procedures for health surveillance in current deployments.
The biggest difference between this memo and the previous policies is that this pulls many of the policies together in one place and
incorporates the policies for occupational and environmental surveillance so that those are now embedded in the same guidance.
There are a couple of other smaller differences between this policy and hone it supersedes.
For example, all of the forms that are supposed to be used across
the services, are included in the memo.
Mr. MORAN. When you say across the services, are there any role
models within the Department of Defense that we ought to be highlighting or using as an example of the way it should be done—Air
Force, Navy, Army, Marines?
Ms. BASCETTA. That, I don’t know. I could go back into our work
and see if we’ve had any insights into that.
Ann, do you have anything to add?
Ms. CALVARESI-BARR. I don’t think in any of the work there were
any service distinctions actually laid out.
I think there was just the overall issue that there were differences among h services in terms of how they are implementing
the baseline policies, and there was a concern about that, recognizing the need to have a certain core baseline set of procedures and
making sure that that’s operationalized uniformly across all
services.
But I know, as part of the refocus on this, that’s one thing that
the department says that it wants to focus on and make sure that
we get standardized and basic information that leads to a good
medical surveillance system.
Mr. MORAN. So the policies are the same, Department of Defense-wide; is that correct?
Ms. CALVARESI-BARR. The policy for medical surveillance is the
same.
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Mr. MORAN. And is there a distinction, then, in its implementation?
Ms. CALVARESI-BARR. That’s our understanding, that in the implementation you do have varying degrees, and it could even be
within the service. It depends on the, you know, unit commanders’,
you know, application and execution of those policies, so you can
see those variations based on that, as well.
Mr. MORAN. If the GAO or Congress was interested in pursuing
this issue further about implementation—I think there’s two issues
here, the policies and then their implementation.
Are the policies appropriate and are they designed in a way that
increases the health, preparedness, and safety of our men and
women serving; and secondly, are those policies being implemented
in a way that would attain that result?
Are there things that this subcommittee ought to be looking at?
Where would you direct us to go? If you were going to pursue an
additional study by the GAO, what items would be of interest?
Ms. CALVARESI-BARR. I think the one thing that needs to be
done, first of all, is there needs to be some sort of set oversight or
monitoring of what’s coming out of these various deployments, and
that’s something that I don’t think we’ve seen up to this point.
I think that’s something that the department might be able to
pursue a little more directly to try to find out: here’s what the
baseline guidance said we’re supposed to be collecting; here’s the
information; this is where it’s supposed to be captured; this is how
it’s supposed to be shared and with whom. To what extent did that
happen among all the services that were deployed, for example, to
Afghanistan?
And that’s the kind of oversight that I think the department
might be able to yield now with the new deployments and with all
the positive changes that they made to their policies.
Mr. MORAN. And those are questions you can’t answer because
of the timeliness of your review?
Ms. CALVARESI-BARR. Exactly.
Mr. MORAN. Are there other GAO reports in progress in this
arena?
Ms. BASCETTA. The one ongoing effort is the continuing evaluation of the government computerized patient record, which, of
course, will be a critical piece of being able to keep this information
in a centralized fashion that’s available to both departments and
that’s in a usable form.
Mr. MORAN. Okay. You mentioned the Presidential Task Force.
Could you describe for the subcommittee its role and how it’s been
utilized?
Ms. BASCETTA. The presidential task force began last year as a
formal way to try to promote more, first of all, resource sharing between the departments, but in a larger sense to look more broadly
at how the two departments can work better together, because
there’s been a longstanding recognition that the taxpayer dollars
could be spent more effectively and efficiently if DOD and VA could
find common areas where they should be working together, and to
pursue those much more aggressively.
Mr. MORAN. And your impression as to whether or not that’s occurring? Is this task force in use? Is it working? Is it functioning?
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Ms. BASCETTA. Well, it’s awfully early to tell. You know, you always get the best results when the departments do things because
they want to, not because there’s external pressure on them to do
that, but if that’s what it takes to get the ball going, it’s certainly
a good first start.
We’re hopeful that it will have a big impact.
Mr. MORAN. Are there legislative barriers to greater cooperation
between the Department of Defense and the VA?
Ms. BASCETTA. Yes, there are. Ann is the resource-sharing expert. Do you want to describe some of those barriers?
Ms. CALVARESI-BARR. Sure. I think, actually, some of the barriers
are less in the ways of legislative and more in the way, though, actually, of cultural barriers.
GAO has been involved in this issue for a number of years, almost two decades now, and our reports over the past 20 years have
resulted in some legislative changes to allow for greater flexibility
between the two departments to share.
I think for the most part, legislatively, you know, the authority
is certainly there. It’s in place.
Are there certain policies, maybe, within the departments, that
get in the way of greater collaboration? You know, I certainly think
there are.
We reported in a report that we did on the status of health resource sharing that, essentially, the implementation of Tri-Care
and the desire of the department for folks that are not treated in
a military treatment facility to be seen by Tri-Care Network providers created a bit of confusion for folks at the unit level, sharing
between DOD and VA.
While VA can be a member of the Tri-Care Network, it’s not always going to be possibly the first stop or maybe even the preferred
stop, based on the case management.
So there were some concerns that, the VA being one of a number
of providers to go to, sort of thwarted or worked against an incentive to share more, but the department did revise its policy and
made it clear that, where resource sharing could occur within the
government between the two agencies, that they needed to move
forward.
I think some of the things that are in the way are less in terms
of barriers but more in terms of commitment, and cultural acceptance of sharing.
Certainly places where we saw resource sharing was very robust
and was working were places where you had really command and
directors of the VA and DOD who were willing to try to find opportunities to share more, from past experience saw the value of doing
that, and pursued those opportunities, places where they really
tried to find out where there was excess capacity, and where there
was need for certain services.
So there are certainly some lessons learned and we point to
many of those in our reports that we did on resource sharing.
Mr. MORAN. I assume that there are higher quality of services
available with greater cooperation and sharing. That would be one
desired outcome. I also assume that there are financial savings to
be had.
Is there any estimate of what those dollars might be?
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Ms. CALVARESI-BARR. That’s always been a difficult thing to try
to identify, actually costing out what it costs to send someone over
to the DOD or VA versus what it costs to go even within the network or outside of that, something that we did try to get our arms
around for the House VA Committee as well as for Armed Services
but had difficulty getting that information from the officials that
we talked to.
Part of the problem is a lot of sharing that goes on is in a barter
kind of arrangement, as well, so dollar values aren’t really assigned
to that; so that added yet another level of complexity or challenge
to trying to capture that information.
But we tried real hard for you-all. We knew that was something
that you were interested int.
Ms. BASCETTA. We also did a report last year on the savings from
jointly procuring pharmaceuticals, and there the estimate, I believe, was $300 million or more; so they’re not insignificant.
Mr. MORAN. Is it fair to say that savings would be substantial?
Ms. BASCETTA. Yes, we think so.
Ms. CALVARESI-BARR. Based on the pharmaceutical finding, I
think that’s just one example.
Mr. MORAN. That’s substantial in and of itself?
Ms. CALVARESI-BARR. Yeah. Yeah.
Mr. MORAN. Do you have a sense that if our men and women return from Operation Enduring Freedom today, that our Department of Defense and VA are in better shape to care for those men
and women should they complain of the symptoms that were complained of post-Persian Gulf?
Ms. BASCETTA. I think they certainly have heightened sensitivity
to the kinds of problems that will develop if they don’t act on some
of these policies that they’ve laid out.
The framework is there to do a much better job. The question is
will the priority be put there to carry out those policies and will
the resources be available for them to implement their policies as
much as they possibly can?
Mr. MORAN. Mr. Filner, any additional questions?
[No response.]
Mr. MORAN. Mr. Rodriguez?
[No response.]
Mr. MORAN. We thank you very much for your testimony.
Ms. BASCETTA. Thank you.
Mr. MORAN. Our next panel of witnesses consists of Ms. Ellen
Embrey, Deputy Assistant Secretary of Defense for Force Health
Protection and Health Affairs at the Department of Defense.
She’s accompanied by Col. Maul, the Command Surgeon of the
Central Command, CENTCOM.
Joining our Department of Defense witnesses, our usual witness,
Dr. Frances Murphy, Acting Under Secretary for Health at the VA.
She’s accompanied by Kenneth Hyams, the Chief VA Consultant,
Occupational and Environmental Health.
I’m told we also have Dr. Kilpatrick, Director of Deployment
Health Support at the Department of Defense.
Ms. Embrey, welcome back. We’ll begin with your testimony.

12
STATEMENTS OF ELLEN EMBREY, DEPUTY ASSISTANT SECRETARY OF DEFENSE FOR FORCE HEALTH PROTECTION
AND READINESS, DEPARTMENT OF DEFENSE, ACCOMPANIED BY COL. RONALD A. MAUL, M.D., COMMAND SURGEON, CENTRAL COMMAND, U.S. ARMY AND MICHAEL KILPATRICK, M.D., DIRECTOR OF DEPLOYMENT HEALTH SUPPORT, DEPARTMENT OF DEFENSE; AND FRANCES MURPHY,
M.D., ACTING UNDER SECRETARY FOR HEALTH, DEPARTMENT OF VETERANS AFFAIRS, ACCOMPANIED BY KENNETH
CRAIG HYAMS, M.D., CHIEF CONSULTANT, OCCUPATIONAL
AND ENVIRONMENTAL HEALTH STRATEGIC HEALTH CARE
GROUP, DEPARTMENT OF VETERANS AFFAIRS
STATEMENT OF ELLEN EMBREY

Ms. EMBREY. Mr. Chairman, thank you so much for the opportunity to come back and visit you. I’m especially pleased to come
back and discuss the continuing efforts that we’re doing to improve
force health protection and to address the concerns that GAO has
offered for the record at our last hearing.
DOD appreciates the comments and suggestions of GAO and we
generally agree with all of them, and we recognize that even with
the significant progress made in force health protection since the
Gulf War we have much to do.
Today I am accompanied by Dr. Ronald Maul, as you indicated.
He is the U.S. Central Commander in Chief’s command surgeon.
He is prepared to answer and provide any comments you would
like about on-the-ground force health protection in CENTCOM
today, which I think you would have great interest in.
I’m also pleased to be accompanied again by Dr. Michael Kilpatrick, who is available to address any concerns you might have
about the department’s lessons learned from the Gulf War as far
as health is concerned.
Let me reiterate that the department is committed to providing
a world class health care system for its servicemembers and their
families.
Our goal, and my primary focus, is to ensure that we deploy fit
and healthy military personnel and that we monitor their health
and environmental exposures while they are deployed, and that we
assess their health status and address their health concerns when
they return.
To that end, both the Office of the Secretary of Defense and the
Joint Chiefs of Staff have issued policy guidance to the services to
help define and standardize health protection for our
servicemembers, particularly with respect to deployment health
surveillance.
As a result, we are now collecting and archiving health data that
will allow retrospective analysis by DOD and VA, ultimately, for
those servicemembers who deploy and subsequently become ill.
Building comprehensive systems to do that is neither easy nor
quick, not nearly as quick as I would like it nor would you like it,
I’m sure.
My written testimony mentions many of the systems that are in
development and nearing at least the first stages of implementa-
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tion, and those are very critical to our success in capturing the
kind of information we’re all interested in.
servicemembers must meet stringent physical standards and
pass periodic physical exams with blood tests. They are expected to
have annual dental examinations and go through annual medical
record reviews to update routine immunizations.
Programs are in place to facilitate the establishment of and regular updates to this baseline health information for the
servicemembers, and to ensure the medical readiness of the military personnel to deploy worldwide in support of their missions.
The pre-deployment health assessment that we’ve instituted or
requested that be installed is one part of that system.
During these deployments, health treatment is typically documented in an abbreviated standardized individual medical record
that is prepared and deployed with Army and Air Force
servicemembers, while health care for Navy and Marine Corps
servicemembers is documented in their out-patient service records,
medical records.
At the end of a deployment, servicemembers are to complete a
post-deployment health assessment to document any immediate
concerns or systems they have, and this assessment will trigger appropriate medical followup to those concerns.
DOD anticipates there will be servicemembers who, despite the
best preventive efforts, may become ill during their deployment or
following their deployment.
The newly implemented post-deployment clinical practice guideline that we worked on with VA will provide a focus to the health
care providers in both agencies, ways to ensure that individuals
who have deployment-related health concerns are effectively and
appropriately addressed.
In addition to the department’s efforts to improve health care before, during, and after deployments, we recognize the need to improve our ability to relate the location of servicemembers during a
deployment with possible toxic exposures and environmental
hazards.
GAO is correct. We do not have a single system to track movement of servicemembers within the deployment theater. As much
as I would like to report that we have a way to track who was
where when, I can’t. This remains a complex problem involving the
difficult challenges fusing operational and technological needs and
requirements, that we cannot yet meet.
Each service has leveraged the best technology available to support this objective, but we do not yet have a satisfactory joint solution. We are, however, working very hard to get there.
As a result, we do capture data through service-specific systems
and we do still rely on paper to ensure that the information documented in theater, whether electronically or otherwise, is effectively linked to individual medical records.
We agree with GAO that the establishment of the U.S. Army’s
CHPPM, Center for Health Promotion and Preventive Medicine,
was a major improvement to the ability of our department to monitor, track, and warn about environmental hazards.
The center is continuing occupational and environmental health
surveillance measures in support of combatant commanders and
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their medical units deployed in support of Operation Enduring
Freedom.
The center is a key component of the department’s force health
protection program, and is a resource identified as essential to support our joint medical surveillance and U.S. Central Command
force health protection policies and guidelines.
In conclusion, I believe the department has made great progress
to meet needs for medical surveillance, but we have much to do.
We will continue to pursue initiatives that will enhance our ability to establish a comprehensive medical surveillance system for
our deployed forces, to share data, and collaborate with the Department of Veterans Affairs, and to develop a world-class health care
system for our servicemembers, veterans, and their families.
Thank you very much.
[The prepared statement of Ms. Embrey appears on p. 74.]
Mr. MORAN. Dr. Murphy, maybe we ought to take our recess
now. I was not anticipating votes for 5 hours. It’s been about two.
So this is unexpected.
Mr. Filner has a question for Ms. Embrey, and then we’ll recess
for a few moments while we vote, and return.
Mr. FILNER. Just correct me if I’m wrong. The last time we all
were together, I had asked a question about the immunization
records and could they be delivered to us, and you said no problem.
Ms. EMBREY. Yes, sir.
Mr. FILNER. Have we received them yet?
Ms. EMBREY. You have not received them. However, we have
been spending the time since my testimony——
Mr. FILNER. Day and night?
Ms. EMBREY (continuing). Getting the information together. They
have been assembled.
As I understand it, we have some privacy issues with the names
and so forth on the records, and we need to overcome that before
providing them to you, but I can assure you that we will provide
them to you as soon as they’re ready to come.
Mr. FILNER. Thank you so much. Thank you, Mr. Chairman.
Mr. MORAN. This is one vote. The subcommittee will stand in recess until the sound of the Chairman’s gavel.
[Recess.]
Mr. MORAN. I call the subcommittee back to order. Dr. Murphy,
we’re ready for your testimony.
The circumstances on the House floor have become much more
fluid than I thought. Anyone who suggested no votes for 5 hours
was entirely wrong, and we may be interrupted shortly again.
So let’s proceed absent my colleagues. Dr. Murphy, we’re ready
for your testimony.
STATEMENT FRANCES MURPHY, M.D., M.P.H.

Dr. MURPHY. Mr. Chairman, thank you for the opportunity to
testify today on the importance of actions taken to protect the
health of American forces. I’ve submitted a formal statement for
the record.
Today I’m accompanied by Dr. Craig Hyams. He is the chief consultant of VA’s Occupational and Environmental Health Strategic
Health Care Group and a Gulf War veteran.
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VA has worked in collaboration with DOD over the past decade
to understand the health consequences of military deployments.
Our collaboration is made all the more relevant by the recent deployment of U.S. troops in the war against terrorism.
Based on our experience with previous conflicts, we recognize the
critical importance of good health documentation and lifelong
medical records that cover the periods before, during, and after
deployment.
Our understanding of many veterans’ health issues has been
hampered by inadequate baseline health information and inadequate documentation of health during active duty.
As noted by GAO, many Gulf War health issues are not verifiable, due to the lack of detailed computerized medical records documenting pre-enlistment and pre-deployment health status.
DOD and VA have recognized this shortcoming and we are attempting to work at this problem through development of the recruit assessment program to collect routine baseline health information on U.S. military recruits.
This program will establish baseline health information for use
during military service and for veterans’ health compensation and
research programs. These efforts will help us to evaluate health
problems among servicemembers and to address post-deployment
health questions.
The RAP program will required the continued support of DOD
senior leadership, both in concept and in application of resources.
The Armed Forces Epidemiology Board and the National Academy of Sciences’ Institute of Medicine have endorsed the program
concepts.
A pilot program and testing are under way in the Marine Corps,
Navy, and Army Recruit Training Commands.
VA and Congress, in the past, have also recognized the importance of providing health care and health surveillance for veterans
as soon as possible following combat missions.
Section 102 of Public Law 105–368 authorized VA to provide
health care to servicemembers who served on active duty in combat
in any war after the Gulf War or during a period of hostilities after
November 11, 1998.
Health care may be provided to these veterans for a 2-year period following their release from active service for any illness, even
if there is insufficient medical evidence that that condition is related to military service.
This 2-year period will allow VA to collect basic health information and aid in evaluation of specific health questions and illnesses,
such as the difficult-to-explain illnesses we saw after the Gulf War.
Based on lessons learned from previous conflicts, I believe that
the continuation of this treatment authority is critical to VA’s ability to provide comprehensive health care to veterans who serve in
future combat missions.
VA also responded to the issue of the health consequences of
military deployment by establishing two National Centers for
Study of War-related Illnesses. These centers are located in Washington, DC and East Orange, New Jersey. They will focus on areas
of medical care, research, risk communication, and education for
health care personnel.

16
We look forward to working closely with the DOD Centers on
Military Health in collaborative activities related to illnesses after
deployment.
These new centers will also work collaboratively with the Department of Health and Human Services to ensure that lessons learned
are applied to veterans and to active duty members.
We also worked with DOD to develop the new Clinical Practice
Guidelines that were referenced in the GAO testimony. We feel
that this is a major step forward in our ability to assess post-deployment health problems.
These new guidelines will give VA primary care providers the
tools they need to diagnose and treat veterans with illnesses after
deployment.
The Gulf War made clear to us the value of access to timely and
reliable information about the health risks servicemembers face
during deployment. Therefore, VA has developed a brochure that
addresses the main health concerns for military service in Afghanistan and South Asia. We provided copies of that brochure to the
committee today.
We believe that this brochure will help answer health-related
questions that veterans, their families, and health care providers
may have about military deployment to this region as they present
to VA medical centers upon their return.
It also describes medical care programs that VA has developed
in anticipation of the health needs of these veterans returning from
combat and peacekeeping missions abroad.
The brochure was coordinated in its development with DOD and
the brochure will be distributed to all medical centers within the
VA system in March of 2002, and will also be available to veterans,
their families, and their private health care providers, for
reference.
Access to accurate information is the key to success in providing
services to veterans. There currently is no complete single repository for active servicemembers’ and veterans’ health data that can
be used to ensure continuity of care, improve health care delivery,
and provide valid, reliable data for disability claims.
Last fall, however, VA, DOD, the Indian Health Service, and
other agencies began to substantially expand the health information program entitled HealthePeople.
In my full testimony, I described the activities that are included
in that effort, and their ability to improve our delivery of health
care services to veterans in the future.
Although VA and DOD are closely collaborating on a number of
initiatives, the transition of records from DOD to VA is still a work
in progress.
What can be said now is that, based on recent experience, the VA
can expect a complete roster of deployed personnel after the first
phases of the current deployment are completed. From this roster,
VA can obtain records needed to determine who is a veteran of the
deployment and to evaluate potential health threats.
Work on deployment health issues has been positively impacted
by inter-governmental coordination between VA, DOD, and HHA.
The initiation in 2000 of the tri-agency Military and Veterans
Health Coordinating Board served to institutionalize future inter-
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agency coordination. While the board may be replaced by the VA/
DOD Executive Council in the future, formalization of governmental coordination will continue to play a critical role in addressing the health problems among veterans of future conflicts and
peacekeeping missions.
Mr. Chairman, I remain concerned that VA authority and health
care policy has not kept pace with the role of reservists and National Guard members in the 21st century American defense
system.
We need to look carefully at the adequacy of health surveillance
policy and VA health care policy as reservists and National Guard
members are routinely utilized for deployment to conflicts and response to terrorist events.
Mr. Chairman, a veteran separating from military service and
seeking health care today will have the benefit of VA’s decade-long
experience with Gulf War health issues.
From the lessons learned in serving veterans of past conflicts, VA
today is in a better position than ever before to meet the needs of
veterans who serve in all capacities, both at home and abroad. We
look forward to continuing our work with our partners in DOD.
That concludes my statement, and Dr. Hyams and I will be
happy to answer any of your questions.
[The prepared statement of Dr. Murphy appears on p. 78.]
Mr. MORAN. Thank you both, Madame Secretaries, for your testimony.
I’ve heard you testify about changes in policies. Both of you talk
about that.
First of all, when we were here last month, we talked about 12
policies that were already in place at the Department of Defense.
You have provided me with a list of those 12 policies.
Since that hearing, I think I understand that there is another set
of policies that are being developed by DOD related to this issue.
Is that correct?
Ms. EMBREY. In a continuing effort by the leadership through out
the DOD, the Joint Staff, on 1 February 2002, published a policy
memorandum that updated procedure for deployment health surveillance and readiness originally contained in a December 1998
policy memorandum. This memorandum provides standardized procedures for assessing health readiness and conducting health surveillance in support of all military deployments. The updated policy, which is effective 1 March 2002, contains expanded guidance
on conducting occupational and environmental health surveillance,
reporting diseases and non-battle injuries, and assessing
servicemembers’ health status before and following a deployment.
This updated document is directly related to the goal of improving
areas of Force Health Protection that have been found lacking during the Operations Desert Shield and Desert Storm and the many
subsequent deployments conducted by our servicemen and women.
(See p. 29.)
Mr. MORAN. So the memorandum that the GAO witnesses talked
about that will be issued on Friday is an update of the past policy?
Ms. EMBREY. I’m sorry. I was not here during the GAO testimony, so I’m not familiar with what they were talking about.
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Mr. MORAN. We would be glad to have you answer that question
after you have a chance to review the information.
Ms. EMBREY. All right. Thank you.
Mr. MORAN. These changes in policies—are they generally or exclusively related to what occurred with our military personnel and
ultimately our veterans post-Persian Gulf War?
Is that the impetus for this discussion within the Department of
Defense and VA? What’s causing us to move in this direction of developing these policies?
Dr. MURPHY. From the VA’s standpoint, we’ve been learning
more about how to care for veterans after conflicts, really, since the
Korean War.
From our experience after the Vietnam War was we learned it
was difficult to assess the impact of that deployment on Vietnam
veterans, because we didn’t even have a computerized roster of individuals who served in the conflict.
It took us years to develop a list that we could do valid population-based research studies from. We had to go back and obtain
a record from DOD in order to get the DD–214 and verify that the
veteran had served in the theater of operations and to verify other
exposure issues.
Since the Gulf War, we’ve recognized that we need to start to
build a lifelong medical record for a veteran. We believe that needs
to be anchored in the Recruit Assessment Program (RAP). Every
subsequent health examination and health intervention that gets
done during that military members’ career needs to be entered into
a relational database so that we can build a record that allows us
to assess the health status of that military member, and on into
their veteran life.
We also need to make sure that DOD is collecting pre-deployment health assessments, doing environmental monitoring in the
theater of operations, and doing post-deployment health assessments to really address the impacts of deployment on the health
of a military member. Those are the main issues, VA has identified
with the changes in policy and force health protection within the
Department of Defense.
Mr. MORAN. Dr. Murphy, the critique of the circumstances the
VA found itself in post-Vietnam War—is that any different than
the critique of post-Persian Gulf?
The problems you described following the Vietnam War, the
records and the lack of a database, is that a different scenario than
what you would say about the circumstances the VA found itself
in 10 years ago?
Dr. MURPHY. I have to compliment DOD on the progress that
they’ve made. There have been dramatic improvements in the programs within DOD. That does not mean that we don’t have a lot
of work to do together.
We do have computerized rosters of every deployment. We do——
Mr. MORAN. When did that become true?
Dr. MURPHY. That was true beginning with the Gulf War.
Mr. MORAN. Ms. Embrey, anything to add to that, the motivation
for what you’re about in changing these policies?
Ms. EMBREY. Well, I think we learned a lot from the Gulf War,
but I also think that how we were structured to manage and sup-
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port health in a deployed situation was for the big war, and we
began to operate in much different ways than we were structured
to manage, and the systems that we had in place to support a deployed situation.
We’ve been paper-based for a long time. A deployed, automated
option wasn’t really something that, way back when, we even considered. The technology didn’t support it.
We have had now the opportunity to adjust our capabilities with
the technology and to ensure that we integrate what we now know
to be a lifelong medical history as something important in understanding how a servicemember is affected by his military service,
and we need to capture the appropriate pieces of information so
that we can take care of them when they are part of the armed
forces, and when they become veterans, the VA can take care of
them, as well.
Mr. MORAN. What role does the potential presence of biological
and chemical agents have in changing the policies at DOD or VA?
Ms. EMBREY. I believe that the Department of Defense is unique
in having confronted this issue for quite some time.
Biological and chemical weapons were actually considered to be
a much higher threat to the military during the cold war, because
there were active, offensive programs at the time.
So I think that we’ve always had a history of understanding
what those agents are and taking appropriate precautions, such as
equipment and other protective measures. We had a lot of doctors
who understood the symptoms.
I think that when those offensive weapon systems went away,
then our expertise and understanding of the medical implications
of that also went away, or got smaller. We still have it, but it got
smaller, and now it’s not as widespread.
Mr. MORAN. The question I asked the GAO witnesses about their
belief—in this case your belief—of the preparedness for the Department of Defense and the VA, should our veterans return home, become veterans, and begin to experience the symptoms, symptoms
similar, or other symptoms related to their health, how well prepared are we to address that, and how much better are we able to
do so today than we were 10 years ago?
Ms. EMBREY. From our perspective, the recent implementation of
the Post-deployment Clinical Practice Guidelines will be a big help,
because it provides the information to the direct care providers of
our servicemembers, wherever they get their care, whether it’s a
VA facility or elsewhere, with a specific focus on the issues and
concerns that they have with specific clinical practice guidance to
the provider on what to do and how to deal with the issues and
to record them and to follow up on them on a rigorous basis.
Mr. MORAN. Dr. Murphy.
Dr. MURPHY. We’ve taken a much more active stance, having
pre-placed clinical practice guidelines so people have the information in hand, and we don’t have to play catch-up after people get
back.
Having information provided to our health care providers in advance of people returning from Afghanistan and South Asia is very
important, so that they have the understanding to speak knowl-
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edgeably to veterans and returning military members about any
health issues they may have post-deployment.
The other difference in approach, I believe, which is also much
more pro-active, is having the research centers, the war-related illness centers focus on the future.
As we develop more understanding about health problems after
deployment, we need to start to develop prevention programs. How
can we actually prevent people returning with the multi-symptom
illnesses that we’ve seen in the past century after a military combat deployment?
I’d say we also have better legal authority to provide the care.
Public Law 105–368 was a major advance, allowing us the authority to provide health care to those who returned from military conflicts.
We don’t have that ability yet, though, for some of the individuals who were deployed to New York City and worked at Ground
Zero. We had a number of National Guard members there who,
frankly, are left without good veterans’ or military health benefits
after their activation and service.
So we do have some holes and gaps in policy yet that could be
addressed.
Mr. MORAN. Secretary Embrey, in regard to the National Guard,
Reservists, or active military being deployed in Enduring Freedom,
is there any distinction in the way those records are maintained?
As you may recall, at the last hearing, I talked about a deployment
ceremony in my own home town in which 25 reservists were deployed to the Middle East.
Since that time, 400 National Guards men from Kansas have
been deployed.
Is there any different treatment between those reservists, those
members of the Guard, and those who are active members of the
military in the way that this system works with their health care
readiness?
Ms. EMBREY. Well, there have been a number of initiatives in the
last several, well, the last year, to address continuity of care for the
reservists who are civilians most of the time, and serving on active
duty military less than full-time.
When they are activated, however, and deployed, they are treated in the same way that all the other activated military personnel
are, and we maintain the records on the provision of care to them
in the same way we do for anyone else.
Those records are maintained on that individual, but the continuity of care as they move in and out of their status, active duty
status, is being addressed through different policies in OSD Reserve Affairs.
To give you a more detailed analysis on that, I would have to get
that information from that office and speak specifically to the kinds
of initiatives that we’ve undertaken.
Mr. MORAN. You talk about the reservists. Is that true also of
members of the Guard?
Ms. EMBREY. Yes. Reservist is generic for both Guard and reserve. I’m sorry.
Mr. MORAN. Thank you. Are there countries that the Department
of Defense has looked at to review their policies and procedures
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that have suggestions about the way we should be managing our
health care preparedness? Have we looked at other countries and
how they treat their servicemen and women in this regard? Any
role models?
Ms. EMBREY. I don’t know enough about that to answer it. Unless my colleagues can help, we might have to take this for the
record.
Dr. MURPHY. We’ve actually worked closely with the Australians,
the Canadians, our colleagues from the U.K.
In fact, we have a U.K. military member in the audience today
who works with the Military Veterans Health Coordinating Board
to keep not only VA and DOD health issues at the forefront for deployment health, but also to keep the international coordination
alive.
I think that we’ve learned from each other about the need for
good screening prior to deployment and the need for frequent routine periodic health examinations. It may be easier to have periodic
health examinations rather than an in-depth screening prior to deployment.
I think that’s lesson that I learned from our international collaboration.
The NATO forces tend to look at deployment health issues in
slightly different ways, and we do have differences in policies related to preventive health.
You know, the vaccines were very different between the Canadians, the United Kingdom, and the American forces in the Gulf
War, but as we work together, we are all refining the policies for
deployment health.
Mr. MORAN. Ms. Embrey, one of the questions we talked about
at the last hearing was about vaccinations and immunizations, and
I think you’re to provide some information in that regard.
Is that process different today than it was 10 years ago in the
Persian Gulf War? Are we vaccinating and immunizing our servicemen and women differently than 10 years ago?
Ms. EMBREY. I think this goes back to the need to handle total
force health protection across the lifecycle of an individual.
There are policies in place for everybody to annually review and
update their vaccinations. Oftentimes that doesn’t happen, and
therefore, as we deploy, we evaluate what immunizations are needed and then take care of that as a matter of deployment criteria.
I believe that, from that perspective, we are making more of a
command emphasis on making sure that those immunizations
occur on a routine basis over time, rather than pushing it into a
pre-deployment situation.
Mr. MORAN. Are there vaccinations that are required before deployment today?
Ms. EMBREY. Yes.
Mr. MORAN. And those are? Dr. Maul?
Col. MAUL. Yes, sir. There are a number of vaccinations that are
required, and in fact, I’m prepared to read, if you choose, sir, the
specific vaccinations that are required for U.S. Central Command.
Mr. MORAN. I’m happy to have those just submitted for the
record.
Col. MAUL. Yes, sir.
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Mr. MORAN. That would be fine.
(The information appears on p. 35 (page A–4 of MCM–0096–02,
enclosed memorandum.))
Mr. MORAN. Dr. Maul, I appreciate you being here, and I know
you came from Tampa.
I thought you might tell the subcommittee what your role is in
this issue about health preparedness, and provide us with any
thoughts you might have about the success or failures in making
certain that our men and women are prepared for service in Enduring Freedom.
I give you the opportunity to just tell us a little bit about your
story, and then what suggestions you have for this subcommittee.
Col. MAUL. Yes, sir. I am prepared to read some remarks into the
record, if you permit.
Mr. MORAN. That would be fine.
STATEMENT OF COL. RONALD A. MAUL, M.D.

Col. MAUL. Yes, sir. Thank you.
Mr. Chairman, Mr. Filner, and members of the subcommittee,
it’s an honor to be with you today and speak about the force health
protection of our soldiers, sailors, airmen and Marines.
The health of these outstanding citizens who proudly defend this
nation’s freedom at home and on foreign soil is critical to our state
of readiness. We recognize their contributions to this country and
thank you for your interest to ensure their health care remains a
top priority.
Maintaining a fit force is an involved, continuous process which
starts with comprehensive medical screening before an individual
enters active duty and continues to the day he is laid to rest with
military honors. We refer to this as the cradle-to-grave concept,
which involves whole person support and surveillance throughout
the individual’s life.
At United States Central Command, we are committed to ensure
this continuum is maintained while our forces are employed in support of national interests and objectives in the Central Region. Our
focus is on the prevention of disease and injury.
We accomplish this effort through the publication and communication of Department of Defense policies to our subordinate service components. Further, we provide strategic oversight of this
process to these same components on the force health protection
and medical surveillance policies and guidelines.
Prior to Operation Enduring Freedom, an aggressive force health
protection program was in place to support our forces who have remained deployed to the Central Region since Operation Desert
Storm.
This program included policies and procedures for immunization
of the force, publication of preventive medicine guidelines, assessments for the identification, monitoring, and risk management of
environmental threats, and establishing policies to ensure safe
water and food sources are available to our forces deployed to the
region.
As Operation Enduring Freedom commenced and with the assistance of the Army Center for Health Promotion and Preventive
Medicine, we researched additional environmental challenges and
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potential health threats for our military members in the areas of
the Central Asian states as well as Afghanistan and Pakistan.
One particular valuable source of information was drawing upon
United States military lessons learned from our past conflicts as
well as, in particular, the Soviet experience in Afghanistan.
The Soviet experience, an example of a modern force whose operational effectiveness was seriously hampered by disease and poor
field sanitation, provided information on some of the unique
threats in that region.
In response to all of these assessments, U.S. Central Command
implemented a specific robust force health protection and medical
surveillance program to the already established ongoing activities
in the area of responsibility.
Preparation prior to deployment, sound prevention, and surveillance while employed, and followup are the key tenets to these
programs.
Specific policy guidance for Operation Enduring Freedom was developed and communicated through several media to our service
components to assist their planning and preparation efforts.
These included, but were not limited to, publication on regional
threats by the U.S. Army Center for Health Promotion and Preventive Medicine and coordination with the U.S. Air Force Institute for
Environment Safety and Occupational Health Risk Analysis.
Additionally, guidance was provided to components in detailed
medical operations planning and preventive medicine as part of the
commander-in-chief’s Operation Enduring Freedom campaign plan.
Force health protection and medical surveillance guidance and
requirements are specifically articulated in all deployment orders.
This guidance is based on joint directives and is detailed further
in the Force Health Protection Appendix of the Medical Support
Annex to the U.S. Central Command Operation Enduring Freedom
Campaign Plan.
The command continually issues followup messages with guidance on potential threats and specific health issues, such as Rift
Valley Fever, meningococcal disease, and tuberculosis.
The Land Component Command was particularly aggressive in
anticipating the health threat potential posed by detainee operations, and instituted sound preventive policies and procedures to
address that threat.
Another particularly valuable tool we have used is a weekly secure video teleconference with all Central Command forward-deployed component medical activities as well as Continental U.S.
Service Medical Force providers, the Joint Staff, and the Armed
Forces Medical Intelligence Center.
This venue allows the opportunity to discuss realtime issues and
simultaneously disseminate information.
As mentioned earlier, prevention is the major focus in deployment of a health fit force. To ensure this state of readiness, each
military member completes or revalidates the pre-deployment
health assessment no more than 30 days prior to deployment.
This record is reviewed by a health care provider for significant
health changes or dental deficiencies which do not meet requirements or are in conflict with service policies.
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The focus is on medical or dental deficiencies which make the
military member non-deployable and is designed to prevent individuals from deploying until their medical and/or dental situations
have been resolved.
Additionally, U.S. Central Command has an extensive medical
surveillance program which went into effect after Desert Storm.
The Operation Enduring Freedom surveillance process is an extension of this existing program.
We maintain oversight of this program by daily component medical situation reports and weekly disease and non-battle injury reports. We have been able to monitor medical trends for potential
impact, future threats, and potential environmental concerns.
Ongoing surveillances and close monitoring of food and water
sources supplied by the command’s service components for compliance with command policies has, to date, nearly eliminated outbreaks of food-borne contamination and have alerted other commanders to the potential when unsafe conditions exist.
In summary, U.S. Central Command has fully embraced the policy guidance provided by the Defense Department, and we have established strong force health protection and medical surveillance
programs and policies now being executed by our deployed components in support of Operation Enduring Freedom.
We will continue monitoring the health and well-being of our
military forces through followup assessments—that is, the individual post-deployment assessment—and additionally work with other
functional areas and agencies for continuity of documentation and
further care.
There is still much we can do, and we will continue to improve
our methods and procedures as we proceed in the campaign ahead.
Our servicemembers deserve no less than the best quality of care
our nation may provide now and in the future.
Thank you very much, Mr. Chairman.
Mr. MORAN. You’re very welcome, colonel.
For my understanding, would you describe your responsibilities
in this arena and how you relate to the troops of Enduring
Freedom?
Col. MAUL. Yes, sir. I am U.S. Central Command command surgeon. I am the senior medical advisor to the Commander in Chief,
Central Command, Gen. Franks.
In that role, I am the theater surgeon, if you will, for all activities going on, not only in the Central Command area of responsibility, which involves 25 countries, but also for the particular conflict
in Operation Enduring Freedom right now.
Mr. MORAN. Were you engaged in a similar capacity during the
Persian Gulf War?
Col. MAUL. No, sir, I was not. I was much less in rank at that
time, in a different capacity.
Mr. MORAN. Do you have an appreciation for what your testimony would be, someone in your position 10 years ago, if they were
in front of this committee telling us the same story with me asking
similar questions about our preparedness for the Persian Gulf
War?

25
Can you tell me the improvements that you believe have been
made? Are there substantial changes in the way we operate today
compared to 10 years ago?
Col. MAUL. Yes, sir, I believe there are many substantial
improvements.
As I mentioned, we provide and instruct, actually, our subordinate service components to brief their servicemembers thoroughly
on the medical threat that we prepare, in this case for Afghanistan,
those particular measure that we recommend they undergo to prepare their troops for deployment.
We have continuous information available on our web site, for example, that lists the immunizations required for our area of responsibility, our area of operation, also updating the medical
threats for particular parts of our AOR.
And then also, as I mentioned, in our deployment order, before
we actually launched troops, if you will, from the U.S. to Afghanistan, there is also specific guidance in there on immunizations required, chemical prophylaxis for certain diseases that we know
exist, again emphasizing the need to complete the pre-and-post-deployment health care assessments, and the like.
So I mean, commanders are very sensitive these days, as are the
servicemembers, as are the medical support personnel who provide
in-theater care for those servicemembers, all are very sensitive
these days to the need to not only carry out the preventive medicine measures, but also to continue this surveillance while in country and then be sure to follow up once the troops are re-deployed.
Mr. MORAN. You pointed out something that I hadn’t thought
about, which was we have military personnel deployed in that area
pre-Operation Enduring Freedom. We’ve had military men and
women in the Middle East subsequent to the Persian Gulf War.
I’ve kind of framed the questions as 10 years ago and today, but
the reality is we’ve had men and women we’ve had to worry about
over the last decade on a daily basis in that arena, and I appreciate
the reminder that this is not just then and now.
I assume that we’ve made changes over the course of time to protect the men and women that have served there continuously.
Dr. HYAMS. Can I add something to that?
Mr. MORAN. Sure, doctor.
Dr. HYAMS. Mike Kilpatrick and I—I’d like to mention this—we
have actually an Infectious Disease Research Laboratory in the
Navy that’s been in Cairo, Egypt since 1947.
Mike and I were both stationed in that lab. In fact, Dr. Kilpatrick was the commanding officer of that lab at one time.
So we’ve routinely, since the late 1940s, trained military physicians in the infectious disease threats that you would face in that
area of the world, so when we first deployed to Saudi Arabia in August 1990, we already had a very good idea of at least the infectious disease risk that we would expect amongst our troops at that
time.
Mr. MORAN. Are those kind of facilities elsewhere, besides Cairo?
Dr. HYAMS. Yes, sir. Mike, do you want to mention the other
labs?
Dr. KILPATRICK. The Army and the Navy work this worldwide infectious disease surveillance program together, both with their own
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labs—the Army has one in Kenya, which is primarily focused on
malaria.
The Navy has another lab in Peru, which looks at all the infectious diseases that are in that area of the world. The Navy has a
lab in Indonesia, which is not fully operational right now, but
they’re opening a satellite lab in Vietnam. And the Army has a big
lab in Bangkok.
They’re both, all of those overseas labs are tethered to an ArmyNavy consolidated lab here in the Washington, DC area that focuses all of research.
In addition to what the Army and Navy are doing individually,
they are really coordinating what’s called the global emerging infectious surveillance program, where they’re looking at infectious
disease threats worldwide with organizations like PAHO, World
Health Organization, state and other national laboratories reporting data on what are the diseases being seen in their people.
In fact, that lab, that whole program, the GEIS program is really
designing what is our flu vaccine going to look like next year, so
that it has more than just military application.
That kind of info is available. That kind of information is provided to the surgeons for the theaters and certainly is part of what
the medical people going into the theater have training on, so they
are up to date.
Mr. MORAN. I want to try to wrap this up. It’s unusual for me,
even as the chairman of this subcommittee, to have more than 5
minutes, and so I’ve enjoyed the opportunity to have a conversation
longer than normally allowed, but I don’t intend to drag this out
a lot longer.
Let me ask, though, Dr. Maul, are there troops in Afghanistan
that have experienced illness, and anything unusual about those
illnesses?
Col. MAUL. Sir, I’m pleased to report that our DNBI, our disease
and non-battle injury rate has been relative low, and this is in part
due to the tremendous efforts of our military medical community
and commanders’ attention to the matter of proper health screening prior to, proper immunizations prior to deployment, maintaining field sanitary, or field sanitation conditions, and the like.
Our DNBI rates are now hovering at about the expected average,
and we really have not had, to this point in time, any significant
disease trends in the theater.
Mr. MORAN. Any specific concerns you have about those men and
women currently deployed, healthwise?
Col. MAUL. No, sir, I would believe not. Certainly with the preevaluations, the environmental evaluations that CHPPM has conducted in virtually every one of our basing and staging sites
throughout Afghanistan, Central Asia, Pakistan, and so forth, and
together with the measures that the commanders and the medical
personnel deployed are already taking, we think we have it covered
pretty well.
Mr. MORAN. Thank you. The weekly calls you mentioned—to the
medical command are there transcripts kept of those conversations?
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Col. MAUL. An informal transcript is made available from the
Joint Staff. They are invitees to that conference, and they are, as
I said, informally recorded.
Mr. MORAN. One of the topics that seems to continue to be at
issue is the ability to know where servicemen and women are—and
what is necessary to be able to resolve that particular issue?
Col. MAUL. Sir, if I could take that one as to what we’re doing
right now in Enduring Freedom, again, commanders are very
acutely aware of the need to maintain a close visibility of their
servicemembers, their troops, on a 24/7 basis.
With that said, and especially with our special operations forces,
who are very active within and without Afghanistan, those
servicemembers know, the medical personnel with them know, and
so forth, that even though because of security reasons they can’t divulge locations during the execution of a particular activity during
the campaign, that once they are recovered, that they are to report
exactly where they’ve been when, and so forth.
So at least with the special operations forces, for example, we do
have a system in place for obtaining that information after the fact.
With other of our conventional forces, it’s a little bit easier, for
example, with the Navy, to keep track of them on the ships; Air
Force, keep track of them on air bases, and that kind of thing.
But again, commanders and troops are acutely aware of the need
to maintain location, excuse me, awareness of location.
Mr. MORAN. Colonel, let me ask one more about the men and
women in Afghanistan.
Have our troops encountered biological and chemical agents?
Col. MAUL. Not to this date. We have no anecdotal evidence or
intelligence to suggest that we have been exposed to any chemical
or biological agents.
Mr. MORAN. Good. That’s good news. I do have several other
questions, but in light of the vote, you’re saved from having to listen to me any longer.
I do appreciate the testimony. I particularly want to make sure
that you ultimately answer the question about the GAO report and
your intentions to implement their recommendations, the final, the
remaining items that have not been implemented, whether that’s
an intention of the Department of Defense and the VA. I’ll submit
the few more questions in writing, including that one.
I appreciate the panel’s testimony. Thank you very much for your
time this afternoon. The committee will stand adjourned.
We will have an additional joint committee hearing with the Personnel Subcommittee of the Armed Services Committee next week,
March 7 at 11 a.m., so this conversation and issue will continue.
That joint hearing is to examine the VA-DOD sharing under
Public Law 97–174. I appreciate Congressman McHugh, Chairman
McHugh, working together to see that our two subcommittees pursue these kinds of issues.
Thank you again, and we look forward to continued dialogue.
[Whereupon, at 3:53 p.m., the subcommittee was adjourned.]
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CHAIRMAN MORAN

We have an important topic before us: protecting the health of military members,
especially those now serving us in Afghanistan, before they become our next generation of veterans.
Last month, the Subcommittee held a hearing to explore lessons learned by the
government from the Persian Gulf War, and how these lessons were, or were not,
applied to the current deployment of American troops in Afghanistan. How well
have DOD and VA implemented policies based on lessons learned from earlier wars?
We meet again today to delve further into this issue. Our Subcommittee is working to take a proactive approach. to ensuring that the men and women of the armed
forces are cared for today, while doing their duty in Afghanistan or in the Philippines, so that we might avoid some of the mistakes of past wars.
Better oversight now by Congress, and better leadership by the Administration,
can head off untold difficulties that lie in the future.
The issue of force protection includes a series of important topics, including:
• Joint Medical Surveillance,
• Pre- and Post-Deployment Health Assessments,
• Environmental Security,
• Use of Investigational Drugs for Health Protection,
• Transparency and ease of record keeping and record transference,
• Equipment, procedures, systems, and documentation in the theater
Today, the Subcommittee asked the General Accounting Office to appear before
us to offer testimony on its work to review force protection and medical readiness
policies now in place in the Department of Defense, and in review the VA’s role in
coordinating care and benefits for veterans. As we will learn there are gaps. We look
forward to examining the two Departments’ responses to GAO’s review of their programs and working together to help our service men and women.
The Subcommittee will continue to monitor and examine the health care initiatives intended to protect the health of our US soldiers. When we commit troops to
defend our country, we need to work to ensure that they receive proper protections
and equipment, and good medical care before, during, and especially after their duty
is done.
The Department of Defense and Department on Veterans Affairs seem to be focused on this common objective, but the Subcommittee will continue to be persistent
in monitoring these agencies.
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CONGRESSMAN STEARNS

Chairman Moran, thank you for holding this follow-up hearing to January 24th’s
on medical readiness. I would also like to introduce Bibi Ramos from the State of
Florida Veterans Approving Agency, who devotes her daily life to the care of former
servicemembers.
As we learned following the Persian Gulf War, as former Senators Rudman and
Riegle testified in January, and as our witnesses will testify today, there are some
ripe opportunities to improve on health care management and treatment on the battlefield and sea before it becomes tomorrow’s cause of great suffering and budgetbusting in the Department of Veterans Affairs. Medical conditions not recognized in
a timely, more cost-efficient manner while one is still active duty can explode later
as very expensive chronic conditions. We must ask ourselves: Did we do ‘‘enough’’
for Persian Gulf War soldiers’ health care before they became sick PGW vets?
I note one area in particular in GAO Director Bascetta’s testimony: databases in
the DOD do not ‘‘talk to one another’’. Harmonizing the ‘‘numerous databases’’
seems one springboard for progress. Furthermore, it seems to me, from various testimony and software demonstrations I observed in hearings the Committee on Energy and Commerce held during the fall, that useful, simple to use information systems are available that could play a tremendous role in health status surveillance
and population-wide reporting of certain areas of conflict or entire theaters. Properly
applied, a sound database could be the preventive tool needed here for identifying
and assessing epidemiological and other symptomatic trends. We ask that the DOD
to take every care of today’s men in women fighting in Afghan, so that they enter
the DVA system as the healthiest veterans they could be.
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Thank you Mr. Chairman.
I am pleased to be with you today and to be a new member of this subcommittee.
I would like to thank the GAO, Ms. Embrey and Dr. Murphy for their testimony.
Since coming to Washington, I have been surprised that the VA and DOD are not
always on the same page when it comes to finding the best way to serve our service
members and veterans, but I do commend you on your work and cooperation in support of the health of our nation’s active duty members and veterans.
I am pleased that the Committee is delving into how the Department of Defense’s
policies regarding active duty force protection and health care are adapted and coordinated into systems of care for veterans needing post-deployment care. With the
proliferation of biological and chemical weapons, protecting active duty military
members has never been more complex, especially for those now serving our nation
and the cause of freedom in Afghanistan.
It is crucial that we ensure the same mistakes made during the Gulf War deployment do not repeat themselves. I am encouraged by the progress that has been
made, but it is important to note that these changes cannot be integrated quickly
enough. I look forward to working with my colleagues and the Administration to do
our part to make sure that both the policies and implementation of those policies
are comprehensive and complete.
Thank you.
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Mr. Chairman, thank you for allowing me to participate today. I appreciate your
foresight in holding this hearing. We must build on the lessons we have learned
from past periods of combat. We know that our failure to document today’s events
will hinder our ability to help tomorrow’s veterans.
Every combat period offers its own unique challenges—risks and exposures that
are specific to the time and place in which a service-member is deployed. Yet veterans from every combat period share certain exposures, such as stress. In previous
testimony to this Subcommittee, Dr. Hyams who today accompanies acting Under
Secretary Murphy, has pointed to historical documentation of the health consequences of war from the Civil War to the modem battlefield. Veterans of these
combat periods often share unexplained, but sometimes severe and long-lasting,
physical ‘‘symptom syndromes’’, often including symptoms such as chronic fatigue,
anxiety, and headache.
I believe both the ‘‘unique’’ exposures and the common experience of war can affect the health of veterans during and often long after wartime deployments. I believe that the physical suffering veterans endure is very real. I believe there may
be multiple exposures that cause these health outcomes and without better information about the veterans experience during war, we cam never hope to fully understand how to protect our troops.
This information must come from the systematic collection of data related to veterans’ health status prior to and immediately following combat, accurate and individualized information about troop locations and exposures (both certain and presumed) during the combat period. VA must also have access to this information in
order to make appropriate treatment plans that will best serve our homecoming
troops. Without this information, we will continue to lack definitive answers about
why veterans are sick and how we can best aid their recovery. Thank you. I look
forward to hearing from our witnesses.
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