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Farewell From The CO Of NOMI

Thismay be my last|etter tothe Society ascommanding
officer hereinPensacola | will betransferringout withthe
changeof command occuringin August. CAPT John
Fahey will bethenew CO of NOMI.

It hasat |east beenabusy threeyears. Inafew months
our beautiful new—andlongawaited—clinicbuildingwill
befinished. Shortly afterward, renovationswill beginon
Building 664, wherePhys ca Standards, Psychiatry, and
theresidency programarepresently housed. Thosetwo
wonderful projectsmay betheonly outwardly visible
signsof how much hasgoneon at your almamater the
past few years. Thanks to the energetic staff here,
though, alot morehasbeen happening. Underpinning
amost everything el sewedo hasbeenthecontinuing
improvement and growth of our Data M anagement
services. What an excellent team! Operating on a
shoestring, with employees and contractor staff, Mr.
Kieding's team keeps updating our databases, and
hel pinguswithintranet and other communi cationstools.
OverinCode41, our AEPstaff hasbeenworkingonthe
ASTB and our customersto continually improvesel ec-
tion processes. Thephysiology community hasbeen
pretty understaffed for awhile, and duetothework of
scenariobasedtrainingandotherinitiatives, demandson
thetimeof atoo-small groupof professiona sareincreas-
ing. Our curriculum and work at improving the
preceptorshipwill hel pmakethecommunity well within
ayear ortwo. Innovationandimprovisationhavemade
Physical Standards(code42) andthecrucibleof Physi-
cal Exams (code 26) better and better. The RPOW
programismorerobust, and now finally better funded,
than ever. CAPT Wear and Ms. Shuttlesworth are
hel ping uswith QA progressand measurement systems.
Wenow haveafull timeprofessional safety officer on
boardalso.

Oneimpressivechangehasbeentheweal th of experi-

enceonour medical staff now. WehavemoreRAMS
onthestaff thanever before. Withinthepast year, five
captainshavejoined thestaff, four of them post SMO
RAMS! Pluswe have aRAM Air Force colonel in
Physical Standards, whoby theway isreally becoming
asailorinabluesuit. Thesestaffinggainsareof course
duetotheexcellent supportwehavehadfromMED 23.
Another great gainhasbeenintheflight-training pro-
gram. Althoughanumber of peopleshareinthecreditfor
greatly increasing flight hoursfor our student officers,
CDR Terry Puckett hascertainly beenthestar inthis
process. Already, only half way throughtheir Whiting
time, most of the current studentsalready have seven
flights, andanticipaterealistically at|east another fiveor
six. Not toolong ago, we had some classeswherethe
average number of flights was six or less and some
graduateshadasfew asthreeflightsintheT34. BZ, CDR
Puckett and our shipmatesat Training Wing Five!

(continued on page 2)
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Thebiggest changeshavebeenincurriculumfor the
flight surgeons, and of courseintheResidency inAero-
spaceMedicine. Asyou know, wehavewon back all
our necessary trainingtimefor Naval Flight Surgeons.
The cut-backs directed a couple of years ago were a
toughpill toswallow, but thereasonsfor the cutbacks
wereclear enough. | amgrateful tothesupportwehave
hadfromourfriendsinBUMED instandingupfor quaity
and standardsin aeromedical training. Andtheresi-
dency! Whatagreat program! | wishyoucouldseeand
participateintheweekly conferencestheresidentsare
putting on these days. Always the Navy’s premier
postgraduateprogram, our residency programjust keeps
getting better. Not only morethandoublingthenumber
of residents, but to get the caliber of doctorswe are
gettingistruly impressive. Captain Conrad Daltonand
CaptainFtzgera d Jenkinsbothmadeimpressveprogress
withanaready strongprogram,andnow CAPTsVadez,
Davenport, and Anzal onearecontinuingthetradition.
Ontopof thepractical andfleet-basedexcellence, | am
frankly awed by theacademic strength of thisprogram
and the quality of our residents. And —thanksto the
persuad venessandtenacity of CaptainFanancy Anzaone
andCaptainJmDeV oll wehavewonback thethirdyear
of our residency. Weall owethosetwo gentlemen, and
theMedica Education Policy Council,andtheSurgeon
Genera much gratitude for this critical step for our
profession.

It hasbeenabusy threeyears, duringwhich several of
our colleaguesworked real hard and courageously to
keep aerospace medicinestrongintheNavy and even
movetheball downthefieldnow andthen. Soon, wewill
beabletowatchNAM I riseuplikeaphoenix tothelevel
of prominenceour predecessorsestablished. | amsorry
I will not behereinafew monthswhenthat day comes,
but wewill al joininthat celebration. It hasbeen a
privilege to be in CAPT Dully, CAPT Bercier, and
CAPT Hain’ sdesk for thepast threeyears, and | have
beenlucky that our community hadabunchof dedicated
folkswho worked so hard for the profession in these
interestingyears.

Inafew months, | will follow CAPT Jerry Rose as
president of SUSNFS. | look forwardto acontinuing
rolewith many of the sameleaderswho have done so
muchfor NAMI inthepast threeyears.

TerrenceRiley
Naval FHlight Surgeonand polymath
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The most important item for the aerospace medicine
community istoestablishaNaval AerospaceMedicine
StrategicPlanfor the21st century. | amhostingameeting
tohammer out aplaninDetroit prior tothebeginning of

the AsMA conference. Wewill start Friday evening,

May 14, and continue Saturday, May 15 asrequired.

Sincel amsurethat thismeetingwill stimulatelotsof

additional thought and discussion, | will continueto
acceptinput throughout theweek of the AsM A confer-
ence, 16-21 May. Y our experienceandleadershipare
critical tothesuccessof thisendeavor. | want thefinal

product to havetheblessingsof MED-02, the Surgeon
General and possibly CNOandCMC.

Why shouldwehavea" strategicplan?’ Toour credit,

our community isvitally activein adiverse array of
projects, billets,commands/organizationsandcdlamancies

Thisdiversity hasitsadvantagesbut comeswithsevera

hiddencosts. Eachoneof ushasmorework that wecan
possibly doalone. Commonly, effortisduplicatedon
some projectswhile other equally deserving projects
suffer relativeneglect. Thecall for moreresourcestoget
everythingdonedoesn’ twashwhendownsizingremains
theorder of theday. Finally, wearesowidely andthinly
spreadthat eachindividual part of thecommunity be-
comesvulnerabletowel I-meaningbut uninformed cost-
benefit analyses, processimprovement reviewsandini-
tiativestore-organize. Theproblemiscompounded by
thedifficulty inquantifying preventionservicesandpre-
ventionoutcomes.

My concept isto develop astrategic plan that clearly
coordinatesour cross-claimancy framework of aero-
medical expertiseinto productiveeffort. Thework of
eachindividual shouldbevaidated by andindispensable
tothestrategicplan. Eachof usshouldbeabletoclearly
articulatewhat wedo, and show how ittangibly benefits
Naval aviation. Lastly, our results should trandate
directlyintoirrefutably valid requirementsfor fiscal sup-
port.

AsstatedintheJanuary SUSNFSNewsl etter, wehave
donealotof “aviating” inthepast but littlenavigating or
communicating. Butit’ snow timetofileand executea
flight planfor thefuture of our community withinthe
context of thelarger Navy MedicineandNaval Aviation
strategicplans. Weneedaplanthat will kegpusontrack
toaccomplishdefined strategicgoal sand obj ectives, and
that will keepusaccountablefor howwell wedothis,and
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will providefor continuousimprovement.
Attachedisthelatest draft Navy Medicine' sStrategic
Plan set alongsidea” strawman” strategicplanfor the
aerospacemedicinecommunity. Pleaseperusebefore
the Detroit meeting and be prepared to be an active
participantintheprocess. Also, pleasebringwithyou
acopy of your command’sstrategicplan. | wantto
coordinatetheaerospacemedicinestrategic planwith
other existing plansand directly incorporate parts of
existing plans where appropriate. As stated in the
January SUSNFS Newsletter the tentative agendain
Detroitwill be:
Friday, 14 May 99 -(1930-2100)

Overview

Background

Presentation of draft plan
Saturday, 15 May -(0800-1100)

Review and critique strategic plan

Define objectives and tasks

(1300-1600)
Develop POA&M/Annual Plan

Welook forwardtoyour activeparticipation. If
you have any questions, please contact me or contact
CAPT Charlie Barker at (202) 762-3451 (e-mail
cobarker@us.med.navy.mil.)

Don’tforget, theuniform of theday for Detroitwill be
Summer Whitesor MarineCharlies, andtheuniformfor
the AsMA HonorsNight Banquet will beMessDress
White (optional Service DressWhite, LCDR and be-
low). SeeyouinDetroit!!

CAPT JmDeVoll
202-762-3456
JRDevoll @usmed.navy.mil
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NAVY MEDICAL DEPARTMENT STRATEGIC PLAN

Vision: Superior readiness through excellence in health services.

Mission: As the Medical Department of the United States Navy, we support combat readiness of the uniform services and promote,
protect, and maintain the health of all those entrusted to our care, anytime, anywhere.

Guiding Priniciples:

Navy's Core Values are the bedrock of Navy Medicine.

Health is a state of physical, mental, spriitual, and social well being, not simply the absence of disease.

Our people are our most important resource and their dignity, worth, and cultural diversity are invaluable assets.
Quality health care must be provided in an atmosphere of service, professionalism, compassion, teamwork, trust, and
respect.

Our success will be judged by our customers.

Meeting the unique needs of the Navy and Marine Corps is vital to our success.

Continuous improvement must permeate all aspects of our enterprise.

Working jointly with other active and reserve medical personnel will achieve more effective results.

Navy Medicine must be run effectively and responsibly based on sound business practices.

Education and research are the foundation of our future.

Overview:
PILLAR GOALS

Total Force Health Optimize the Health and Fitness of the Force
Protection
Minimize Casualties through Effective Surveillance and
Prevention
Maximize Readiness to Deliver Effective Casualty Care -
Anywhere, Anytime, Everytime
People Enhance Job Satisfaction

Train to Requirements

Health Benefit Communicate the Benefit and Educate our Beneficiaries

Provide Quality Preventive and Restorative Care

Implement and Refine Clinical Practice Strategies

Best Practices Identify and Benchmark Sound Business Practices

Identify, Acquire & Integrate Technologies that have the
Greatest Benefit

A
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AEROSPACE MEDICINE STRATEGIC PLAN

Vision: Superior air warfare and peacetime readiness through excellence in aerospace health services.

Misson: As the Aerospace Medical community of the Medical Department of the United States Navy, we support air combat and
aviation peacetime readiness of the uniform services and promote, protect, and maintain the health of all those entrusted
to our care.

Guiding Principles:

* Navy’s Core Values are the bedrock of Navy Medicine.
¢ Health is a state of physical, emotional, and spiritual well being.
¢ Our people are our most important resource and their dignity, worth, and cultural diversity are invaluable assets.
¢ Quality health care must be provided in an atmosphere of service, professionalism, compassion, teamwork, trust, and
respect.
¢ Our success will be judged by our customers.
¢ Meeting the unique needs of Navy and Marine Corps aviation is vital to our success.
¢  Continuous improvement must permeate all aspects of the aeromedical enterprise.
*  Working jointly with other active and reserve medical personnel will achieve more effective results.
*  Navy Aerospace Medicine must be run effectively and responsibly based on sound clinical and business practices.
¢ Education and research are the foundation of our future.
Overview:
PILLAR GOALS OBJECTIVES
(Samples Only)
50% Aviation Units with Health Promotion Programs by
2001, evidenced by documentation
Optimize the Health and Fitness of the Aviation
Total Force Health Commanity <:
. 90% Aviation personnel deployable by 2001, evidenced by
Protection — - - - Birth Month Review Reporting
Minimize Casualties through Effective Surveillance and
Prevention \‘ 95% Aviation personnel 100% immunized by 2001,
Maximize Readiness to Deliver Effective Casualty Care — evidenced by DEERS reporting system
Anywhere, Anytime, Everytime \A
90% all medical personne! having training requirments will
be 100% ready, evidenced by credentials records
Develop career progressi idetines for all aeromedical
4 _ personnel by 2001, evidenced by official document
People Enhance Job Satisfaction
. . Review Aerospace Medicine Awards prog by 2001,
Train to Reqwrements evidenced by BUMED 23 report with recommendations

blish Aerospace Medicine billet requi by 2001,
evidenced by BUMED 23 report based on OOMC survey

90% aviation beneficiaries approve of TRICARE by 2001,
evidenced by patient satisfaction surveys

Health Benefit

Communicate the Benefit and Educate our Beneficiaries

90% aviation medical treatment facilities have PPIP
program by 2002, evidenced by instruction based program
d / site visits

Provide Quality Preventive and Restorative Care

Implement and Refine Clinical Practice Strategies

90% aviation medical treatment facilities use Best Clinical
Practice Guidelines, evidenced by site visit and
documentation

¥ v N 7 4N

90% AM specialists trained in Best Business Practices
processes by 2001, evidenced by training records and
survey results

\

Best Practices Identify and Benchmark Sound Business Practices

Identify, Acquire & Integrate Technologies that have the Determine baseline Navy and Marine Corps medicine
Greatest Benefit information management systems capability by MAR
2000, evidenced by AM specialist / Flight Surgeon survey
report

v
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HEALTH “E” LI FE 2000

Health Pronotion Prograns at the
Deckpl at e

USS Enterprise (CVN-65) Experience

The USS Enterprise (CVN-65) received the
coveted Gold Awardfor CommandExcellenceinHedth
Promotionin1998forits“Heath*E’ Life2000" health
promotion program. The award was presented to
CAPT Marty Chanik, commandingofficer, by theNaval
Environmental Health Center intheofficer’ swardroom
of theBig*“E” inJune 1998. We had discovered over
several yearsthat health promotionat thedeckplateisa
win-win-wingtuation. Itisawinfortheindividua ,awin
forindividual departments, andanoverall winfor the
command. Theindividual Sailor, Airman,andMarine
reapsmany benefitsthroughhea thawarenessactivities,
health education classesand seminars; and healthinter-
ventionprograms. All ship’ sdepartmentsbenefitthrough
equal partneringintheplanning, implementation, and
mai ntenanceof ahealth promotion program. And, the
commandoverall benefitsfromenhanced operational
readinessthroughahealthier andfitforce.

A successful healthpromotionprogramrequires
severa ingredients. Commitment fromthetopdown, a
strategicplanwithdetailed objectives, and health pro-
motionleadershiptrainingareessential. Themostimpor-
tantingredient for successiscommitmentto® Makeitso.”
Thecommanding officer, executiveofficer,andall de-
partment headsmust buy intotheideaandbewillingto
commit time, effort, and department resources. The
commanding officer must givehisor her“blessing” and
supporttheprogramby establishingacommandinstruc-
tion. CaptMalone, theBigE’ sskipperin 1996, andlater
Capt Chanik realizedtheprogramwasultimately theirs
and its success depended to a great degree on their
support. No one department is solely responsible.
Medical andnon-medical crew caneasily perceivethat
heal th promotion bel ongsto the medical department.
Themedical department shouldactively dispel any such
perception, and shouldview itself only asaparti cipant,
facilitator, andchampionof healthpromotionontheship.
The program belongsto the entire command and its
successshould beviewed asdepending onthededica-
tionandactiveparticipationof all departmentsandcrew.
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Detailed strategic planningisessential for suc-
cess. Thevision, mission, andstrategicgoalsneedtobe
defined. Specificwritten objectiveswill bebased on
program content, and optimal content hasal ready been
wel| establishedby bothcivilianand military hedthpro-
motion proponents. TheNava Environmental Health
Center (NEHC) hasestablished content guidelinesfor
Navy andMarineCorpscommands. Theseguidelines
are based on the principle that health is a physical,
emotional,and spiritual stateof well being, notjustthe
absenceof disease.

Health promotion programsshouldincludetra-
ditional healthpromotion, health protection, anddisease
preventioncomponents. Traditional health promotion
includesnuitrition, physical fitness, tobaccousepreven-
tionand cessation, stressand anger management, suicide
prevention, andalcohol and drug abusepreventionpro-
gramsandobjectives. Hedthprotectionprogramsshould
includeinjury prevention,includingback injury preven-
tionprogramsand objectives. Preventiveservicesin-
cludeenvironmental and occupationa healthand safety
programs such as hearing conservation, heat stress,
asbestos, and lead poisoning. Other preventive pro-
gramsshouldincludeimmunizations, weight control,
sexudly transmitted di seaseprevention, cholesterol evalu-
ation and hypertension detection and control, cancer
detection and control, aswell asmental and spiritual
healthprograms.

Althoughitisimportanttoidentify aheathpro-
motion programdirector and“champion” early inthe
process, a health promotion program committee or
council isessential for successinstrategicplanningand
implementation of theprogram. ReligiousMinistries,
Food Services, Physical Readiness, Medical, Dental,
Legal, Family Advocacy, MWR, DAPA and CAAC,
Safety, Public Affairs, and the Air Wing are al key
stakehol dersinhealthpromotiononacarrier, andeach
shouldberepresented onthecouncil. Thecouncil needs
todevelopanimplementationplanof actionand mile-
stones(PAO& M) that giveseveryoneadefinitetime-
tableof what will bedone, whowill doit,andwhenitwill
bedone.

The council also needs to develop a strong
marketing plan. Successful marketingwill clearly an-
nounce the program to the “world” by establishing a
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name,logo, andmotto. ThePublicAffairsOfiicer plays
akeyroleinthisplan. Wedecidedour healthpromotion
programontheUSSEnterprisewouldbecalledHedlth
“E” Life2000. Ourlogowasthesix coloredBigElogo
augmented by Forgethe Futureand Semper Fitlogos
used by theNavy and MarineCorpsrespectively. The
program motto or slogan was*“ FitnessisaHealth‘'E’
Habit.” Likeequatingthe” swoosh” symbol withNike,
itwasn’ tlongbeforetheBig E crew beganequatingthe
combined BigE, ForgetheFuture, and Semper Fitlogos
withEnterprise’ sHedth* E” Life2000 healthpromotion
program. We initiated the program with a “Happy
Holidays Health Fair” in hangar bay Il aswe passed
throughthe Suez Canal inlate November 1996 onour
way homefromtheGulf. Conductingcommandhealth
fairsheightenshealthawarenessandisanexcellentway
of marketingyour program.

In addition to strategic, implementation, and
marketing plans, thecouncil needstoestablishaprogram
evaluationplan. Thisplanallowsyoutomeasureyour
successor lack of successwith regardsto established
goalsand objectives. Did you do what you said you
woulddo, whenyousaidyouwoulddoit,andhow well
didyoudoit? Theseareimportant questionstoask. If
wearenot doingwhat itisthat weset outtodoor weare
not effectiveinachievingour objectives, thenweneedto
change how we do business. A well thought out and
writteneval uation planfacilitatesthisprocess.

Finally, healthpromotionleadershiptrainingis
essential. TheNaval Environmental Health Centerin
conjunctionwiththeCooper I nstitutefor AerobicsRe-
searchinDallas, Texas, sponsorsaNavy Heal th Promo-
tionDirector’ strainingand certification courseperiodi-
cally. | attended the course at Dam Neck, Virginia
Beach, VA, inJuly 1997. Itisan excellent handson,
interactive,“howto” course. Althoughour programwas
already well established, thetrainingreceivedby NEHC
andtheCooper I nditutewasinstrumenta in“finetuning”
Health"E” Life2000intoaGold Award program.

Itisaclichétosay,“ Thereisnoneedtore-invent
thewheel.” Indeed, withregardsto carrier deckplate
health promotion programs, theUSSEnterpriseandthe
USS George Washington, who received the NEHC
award in 1996 and 1997, have aready “invented the
wheel.” Thesecommandshaveestablished effective
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hedl thpromotionmode sthat canbeusedby any deckplate
toestablishheathpromotionprograms. Below arelisted
sourcesof informationand adviceon how to best pro-
ceed on your deckplate, or inyour squadron or com-
mand. Withregardsto health promotion programs, we
all have an obligation to our shipmates and squadron
matesto ensureour skipperssay, “Makeitso.” God-
Speed!

CharlesO.Barker
CAPT MC USN

Sourcesof Information

1. General informationonHealth Promotion Programs
and Director Trainingand Certification Courses/\WWork-
shops Navd Environmenta HedthCenter, 2510Wa mer
Street, Norfolk, VA 23513-2617; http://www-
nehc.med.navy.mil/hp/; or TheCooper Indtitutefor Aero-
bicsResearch, 12330 Preston Road, Dallas, TX 75230;
courses@cooperinst.org.

2. USSEnterprise (CVN-65) Health Promotion Pro-
graminstructionandstrategicplanning” GoBys’ fora
strategicplan, slandard operating procedures, marketing
planandeval uationplan: Capt CharlesO. Barker, MC,
USN, Assistant Director Aerospace Medicine(MED
23B), Navy Bureau of Medicineand Surgery, 2300 E
Street NW, Washington, DC; (202) 762-3451, fax
(202) 762-3464, cobarker @us.med.navy.mil. Prefer
tosendelectronically viaemail attachedfiles(all docu-
mentsinWord).

(USNavyPhoto)
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From the Secretary

Includedinthecenter of thisnewd etterisaballot which
includesthe Society Nominating Committeenominees
for new officersand membersof the Board of Gover-
nors. TheVicePres dent/Presi dent-Elect servesfor one
year asVicePresdent, thenautomatically ascendstothe
officeof President for oneyear. TheSecretary andthe
Treasurer (the combined offices were separated per
bylaws amendment last year) are specified from the
NOMI arena(the Society legal and corresponding ad-
dressislocated at NAS Pensacola) for purposes of
continuity andaccessibility. Theseofficesaretradition-
alyfilledby RAMsor NOMI staff members. Members
of the Board of Governors are staggered to insure
continuity.

The center insert also includes aform for updating/
validating your address, billet, status and Aerospace
Medical Association(AsMA) membership. Pleasere-
call that votingmembershipintheSoci ety requirescon-
current active membershipin AsSMA. Subscribing
members(non-voting, non-designated Naval Flight Sur-
geons) arenot requiredtomaintain ASM A membership.
Meetingthe AsMA requirementsqualifiesour Society
for affiliatestatusandmembershipintheAsM A Board of
Governors.
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Pleasetaketimetoupdate/validateyour memberinfor-
mation. Our databaseagesintomisinformationrapidly
withour mobilepopul ationof members withtheresulting
mis-addressingof theNewd etter, etc. Additionally,since
the Society fiscal year beginsinMay, annual duesare
expectednolater thantheAnnua BusinessMeseting, held
inconjunctionwiththeAsMA 70" Anniversary Annual
ScientificMeeting. Pleasereturnyour ba lot/infoupdate
to the Society by mail prior to May 10, or, thereafter,
bringyour ballotto theSociety Annua BusinessMesting
scheduled for 16 May 1999 at the Detroit Marriott
Renai ssanceCenter, 1630-1800inthe Cadillac Room.

TheSociety of USNaval Flight Surgeonsapproaches
theend of itsfiscal yearinexcellent financial position.
Generdly, sdesof memorabiliaand professiona educa
tional aidsand membership dueshaveconstitutedthe
principal sourcesof Society income. During the past
year, wehavea soreceived $2,350in contributionsto
fund Society award stipendtrusts. Principal expenses
continuetobethequarterly Newd etter, annua mestingi
expenses, cost of sales, and the three Student Flight
Surgeon socials hosted by SUSNFS annually. The
Student Flight Surgeon social shavebeenvery popular,
generatingthegreat majority of our new members. With
thecancellation of the Anuual Aeromedical Problems

(USNavy Photo)
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Coursethisyear, the Society’ s co-sponsorship of the
event waslost. Consequently, new Flight Surgeons
becamethemgj ority sourceof purchaseof educational
meaterias.

Our Society web site has been somewhat neglected
during the past fiscal year. Use of the Internet for
professiona andeducationa purposesisaprimaryinter-
est of your Secretary. Unfortunately, | had not antici-
pated being both Chief Resident intheaerospacepro-
gramand Society Secretary simultaneously. Thetime
demandsof thetwo positionshasserioudly curtailed my
ability toaddresswebupdatesandexpansion. Addition-
ally, the current Board of Governors has expressed
concernthat web content not detract from Newsl etter
subscriptions, aprimary sourceof incomefor the Soci-
ety. Inthefollowingtwomonthsremaininginmy tenure
aNOMI | amcommittedtosubstantial improvementsin
thewebsite. NOMI RAMshavemadegood progress
inconverting operationa medicinelecturesfor Student
Flight Surgeonsto Microsoft Powerpoint formatandwe
plantomakesuchresourcesavailableonthewebforal.

Wearevery proudtoannounceel sewhereinthisNews-
|etter another outstanding professional referenceasset.
CDR Jay Dudley, NOMI’sLiaison Officer totheUS
Army Aeromedica ResearchL aboratory, workingwith
Major Otto Boneta, MC, USA and Mgjor Keith E.
Brandt, MC, USAF, have put together the second
editionof theUltimateFlight Surgeon Reference, 1999.
This CD-ROM based tool is chock full of reference
material fromall threeservices. Check outthearticleon

page 25.

Wea so planto pursue, asan additional feature of the
website, useful Navy aeromedical resourcesavailable
for downloading, inthe 3COM Palmformat. Having
captured about 85% of thepal m computing market, the
Palmdevicesareubiquitousinthe Senior RAM office,
with information being beamed about daily. First
condidatesfor avail ability: mishapinvestigationmanud,
withmishapsitedrawingtool, andthewaiver guide.

With thiswriting, | am preparing for departure from
NOMI tomy new assignment, Senior M edical Officer
aboard CVN-74,theUSSJohn C. Stennis, our newest
operationa nuclear-poweredcarrier, homeportedin San
Diego, CA. Mywife, Holly,and| eagerlylook forward
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tothisassgnment. Pleasel ook meupwhenyouareinthe
SanDiegoareaanddesireatour of theship,and!’ || show
youhow “theoldestres dentintheWesternhemi sphere”’
getsupand downtheladders!

| intendto continuecontributionstotheNewsd etter and
web, includingideas, andurgeyoutodosoaswell. As
good as our Society is, thereis much yet to be done.
Under CAPT TerrenceRiley’ sleadershipwecanmake
great strides towards the service of Naval aerospace
medicine and the men and women who devote them-
selvestoservingthefleet. Over and out.

DaveGillis
CDRMCUSNR
AerospaceMedicineResident

From the Treasurer

Isit possibletohave 100%of our membershipduespaid
whendue? CDR DeanBaily thought soin1995, when
heservedasSociety Secretary Treasurer. Wecouldtry
toreachthat god againthisyear. Enclosedwiththisissue
isacombinationballot/infovarificationform/duesenve-
lope. Pleasetakethetimenow to enclose$15for you
next years dues, if they are due. Simply check your
mailinglabel ontheNewd etter todetermineif your dues
expireinMay, 1999.

TheSociety continuesingoodfinancia status. Wehave
hadvery successful recruiting effortswith newly gradu-
atingflight surgeons. Additionally, the Society hasre-
ceived $2,350indonationstoour awardtrust accounts,
inparticular theMitchell and Jacksonawards. Thank
you for your continued support. A donation to your
favoriteSoci ety awardtrust accountinhonor of someone
who you would liketo recognize accomplishesthree
goalsat once, bringing recognition to theindividual,
strengthensthe Society’ sfinancia positionandcontrib-
utestotheongoing honor of thenamed award.

Finally, thank youfor your support duringthepastyear.
Ithasbeenmy pleasuretoservetheSociety asTreasurer.

SeeyouinDetroit.
LeeAnneSavoiaMcHugh
LT, MC, USN, FS
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NOMI PSYCHIATRY UPDATE

Thefollowing areseveral pointsof informationfrom
Code42that will soonimpact theflight surgeoninthe
fleet:

1. Medica guidelinesfor continuous/sustainedflight op-
erations, including the use of “Go, No-go Pills’, are
currently beingreviewedat BUMED andwill berel eased
pendingfinal BUMED andlineapproval. Theguideis
titled“ PerformanceM aintenance During Continuous
Flight Operations. A GuideFor Aviators, Commanders
AndHFight Surgeons’.

2. Severa new medicationshavebeen approved by the
Aeromedical Advisory Council for useinaircrew and
includePropecia/ Proscar (Finasteride: aTypell 5alpha
reductaseinhibitor usedinthetreatment of symptomatic
BPH) andVatrex (Vaacyclovir Hydrochloride: anan-
tiviral agent usedinthetreatment of genital herpesand
herpes Zoster). Guidelines for their use will appear
shortly onour webwaiver guide. Viagra, however, was
not approved.

3. A moredefinitivealgorithmfor theevaluation and
aeromedical dispositionof rend stoneswill beappearing
onourwaiver guide. Thenewinformationwill helpflight
surgeons better evaluate renal stones and abnormal
metabolicworkups. A significant changeisthat afirst
timerenal stone such ascalcium oxalatewith a100%
normal serumchemistry and 24 hour urineeval uationis
PQ. Only abnormal eval uationswill requirewaiver con-
dderdion.

4. A replacement for thecurrent MI CRO 88 program,
caled TRIMEP, will soonbehittingthestreets. TRIMEP
isaWindows/ PCbased programfor phys cal examsthat
will be downloadable from and transferable on the
internet.

5. Flight Surgeonsare advised toincludetheir phone
number and e-mail addresswiththeir waiver package
submittal s. Thisexpeditesthenctification process, par-
ticularly if awai ver hasnot beenrecommended by Code
42. A phonecall ore-mail regardingwaiver requeststhat
requirespecial and/or expeditioushandling (not routine
waivers) will helpinalertingusregardingtheir special
priority statusand expeditetheir processing.

Cesario F. Ferrer Jr.

COL USAFMC SFS
Director, Physica Qudifications
Code428@nomi.med.navy.mil

NAA Determ nati ons

Theestablishment of amember beingNot Aeronautically
Adaptable/Adapted requireseither thediagnosisof a
personality disorder or thediagnosisof persondity traits
that areclearly maladaptiveto safety of flight, mission
execution, or aircrew coordination. Thisdiagnosismust
bemadeby amental hedlthprofessional andthereareno
walversgranted.

Designated officersandaircrew consideredtobeNAA
followinglocal assessment shouldbediscussedwitha
NOMI psychiatrist/psychologist. Inthe caseof mal-
adaptive traits or if we have a concern about proper
diagnosis, wewill strongly recommend thecommand
sendthemembertoNOM  for eval uation. Anexception
tothisisinthe case of avery junior aircrew or if the
member concurswiththeNAA finding.

Asstatedabove, therearenowaiversgrantedfor NAA
determinations. Inthevery rarecase, if amember is
diagnosed withmal adaptivepersonality traits(not with
anappropriately diagnosed personality disorder) they
may be considered for re-evaluation at NOMI. This
wouldrequireaperiodof intensivetherapy followed by
atwotothreeyear period of demonstrated significant
and sustainedimprovementinthebehaviorsleadingtoa
maladaptivetraitdiagnosis.

Thebest clueastowhichindividual smay beappropri-
ately consideredfor are-evaluationarethosewho have
theinsighttorecognizetheir problemsinitially andwho
sought help for them. Unfortunately, it is the very
individualswholackedinsghtinitidly (asoneindication
of their personality structure) that aretheoneswhoare
vocal inrequesting or demanding re-eval uation.

If youareat theearly stageof just beginningto havea
concernabout mal adaptivetraits, beveryspecificinyour
documentation of data. The data comes from your
encounterswith theindividual, what is passed in the
squadron, andwhat youlearnfromtheHuman Factors
Councils (where you always need to be an active
participant). Trytogofromwhat startsasa“ gut sense,”

and characterizethebehaviorstothebest of your ability.
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Pleasefeel freetoalwaysgiveusabuzz at that stageor
at any time, and we will help walk you through the
processof whereto go next.

The Latest on Deployability of Service
Members on SSRI’'s and Other Psychotro-
pic Meds

Althoughnot anaviationissue, thisisanongoing hottopic
that most of youwill confront (andbeinthemiddleof!)
at sometimeduringyour tours. Thisarticlewill provide
youwiththemost currentinformation, sothat you, your
senior medical folks, your linecommanders, and your
referring mental heal th profess onal scanreachthebest
decision in each case. Thereis awide spectrum of
fedlingsonwhether ANY Sailor or Marinewithapsychi-
atricdiagnosis(withorwithout medi cation) shouldbein
adeployablestatus. Unfortunately, thoseonbothsides
of theargument frequently havean emotional and en-
trenched view (similar to, if not on the magnitude of
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abortionand physi cian-assisted suicide! ) whichseemsto
beunencumbered by dataor common sense.

Tenyearsago| wasvery pragmatic about thisissueand
wasawaysontheconservativeend of things: if someone
had anunderlyingpsychiatricdiseasethat required medi-
cationthey shouldbeonlimitedduty or receiveaphysica
eval uationboard (PEB)—period. However, many things
havechangedinthepast tenyears, new medicationswith
minimal sideeffects, PEBsthat returnmany Sailorsand
Marines with psychiatric diagnosesto full duty, the
severegappingof seaduty billets, andmarkedimprove-
ment of communication with ships and remote duty
stations(email, phone, telemedicine).

Themostimportant considerationsineach psychiatric
caseareidentical tothoseinvolvinganindividua with
ANY diagnos sandarecommended treatment—whether
the diagnosisischronic recurrent sinusitis, diabetes,
hypertension, or major depression. Thefour primary
considerations are: what are the risks of the disease-
rel ated symptomsintheoperationa environment, whatis
therisk of therequired medication in the operational

environment, whatistheriskif themedsarenotavailable,
(continued on page 12)
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(continuedfrompage1) .
andwhat aretﬁg%%tential effectsof theoperational billet medical board.

ontheunderlyingdisease?

Asflight surgeons, your jobistwofold- tointegratewhat
isbest for thepatient withwhat isbest for theNavy. In
all cases, youerronthesideof safety andminimizingrisk
forall parties. Witheach servicemember withadiagno-
sisand perhapsonmeds, youa sousethisapproach. An
absoluteisthat you never takearisk in safety to keep
someonehappy (your patient or your CO!). If aSailor
or Marinehasanunderlyingillnessorisonmedication
that hasasignificant potential of causingaprobleminthe
operational environment, that personshouldn’ t bethere.
Thisisthebasisuponwhichyoumakeevery decision
involvingaviation personnel andthesamerisk/benefit
approachweat NOM | usewhenmakingwaiver recom-
mendations or votein a Specia Board of Flight Sur-
geons.

Currently underway isalargestudy about varied provid-
ers attitudes and experiences regarding Sailors and
Marinestaking SSRIs(Sel ective Seratonin Reuptake
I nhibitors) and psychostimulantswhiledeployedinthe
operationa environment. Weareawaitingtheoutcome
of thisand several smaller studies. Pending further
discussionanddecisions, thefollowingguidelinesapply
tosendingactiveduty patientstoseawhiletaking SSRIs.
Theseguidelinesweredevel opedby agroup of psychia-
tristsworkingwiththePsychiatry Specidty Advisor.

1. Thecondition for which the meds are prescribed
shouldnot bedisquaifyingforfull duty.

2. The patient should not be at risk for dangerous
behavior withor without theprescribed medi cation.

3. Theprescribingphysicianshouldhavespokenwith

thepatient’ scommand (includingthemedica officer

or flight surgeon, andthe X O/COasnecessary), and
the command iswilling to take the patient on the
current medication. If thecommandisdeploying
withalarger unitthesenior physicianmustasoagree

(e.g.deployingtoacarrier—talk withtheSMQO!)

Thepatient should bemotivatedtodeploy.

The patient must be in the mai ntenance phase of

treatment.

6. Yourpharmacy (or that of theoperationa platform
to which the patient is assigned) must be able to
supply enough medsto cover adepl oyment.

7. 1findoubt, youshouldconvenea“fitnessfor duty”

o A

Asyou can see, theseguidelinesarereally “common
sense." Contrary tohow | thought tenyearsago (athough
still pretty conservative!), | cannowimaginesomesitu-
ationswherel canenvisionrecommending someoneon
an SSRI to sea—and might actually beableto provide
appropriatedatato get the SMOto agreetoit. | don’'t
want to provideexamples, becauseeach caseisunique
and you need to addresstherisksand benefitsof each
caseonitsmerits.

Thisisanimportant nonaviationissuewhereyour COwill
belookingtoyoufor critical guidance. Wewill behappy
todiscussany operational caseswithyou—they don’t
havetoberelatedtoaviation!

PSYCHIATRY WEB PAGE:

Pleasetake alook at our updated web page. Y ou can
reach it by going to the NOMI web page at
www.nomi.navy.mil andclickingon* directorates’ then
“psychiatry” (smple) or directly at www.nomi.navy.mil/
code02/21page.htm (for thecompulsveamongstyou!).

Wehaveplacedonthepageall of thelectureswegiveto
thestudent flight surgeonsand severd othersthatwegive
toother variousgroups. Pleasefedl freetousethese, but
pleasecheck withusbeforetakingdidesout of context.
Our staff will behappy togothroughany of thelectures
withyouif thereareany questions.

Therearea sosomeadministrative“go-bys’ forwrite-
ups, Boxer notificationletters, etc. aswell asall recent
psych updates provided in SUSNFS and some other
miscdlany.

Wewouldappreciateif youwouldlet usknowwhat el se
we can giveyou to better provide support! Keepthe
callsand emailscoming —we appreciatethose of you
who contact usfor questionsand to discusscases!

Deborah J. Wear

CAPT MCUSN

Department of Psychiatry

Naval Operationa Medicinelnstitute
Code211@nomi.med.navy.mil
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NOMI Class Graduates

Congratul ationstothelatest classof Flight Surgeonsand A erospace Physi ol ogi stswhograduated on January 29, 1999.

Graduate Assignment

LTMarkBickert .......c.coovveviviiiiie e, 1 MAW, Kaneohe, HI
LTBrianBrochu.....................ceevve v e, VP40, Whidbey I Sland, WA
LTB0oeuChoN .......vvvi v COM CVW 14, Lemoore, CA

LT Carl COWeN ...vve v e 1*MAW, Kaneohe, Hli
LTThomasDeer ........cccovvviiiiiiiiie e COM CVW 7, Oceana, VA
LTMichael Fenton.............cooviiiiiiininenn. 1*MAW, Futema, Okinawa
LTRichardFiliaggi .......coovvvviiiiiiiee 1*MAW, Kaneohe, HI
LTRobbFriedman................................. NAVAIRESPt. Mugu, CA
CDRErhardGraedler...........coooovveiiennnnn. Feuerweg 6, Nordhol z, Germany
LTIGPaul Hauerstein..................... NAVOPMEDINST DET EAST Norfolk,VA
LT MarkLivingston..........c.ccoveviiieinnnns Civ. Doctor0 (Reserves)
LTIJGDavidPeterson..................... NAVOPMEDINST DET WEST SanDiego, CA
LCDRMarkPressley .......c.coovvviiiiiiinnnn, 2MAW FMFLANT, Cherry Point, NC
LT ScottPusateri.........c.ovvvvviiiiie i, NAVHOSP Pensacola, FL

LT JamieRamsay .............ccevevvvvvnvenvne ... MAG 26 MCASNew River, NC
LTKimberlyRoman...............cocevvveennnen. NMC Patuxent, MD
LTIGWilliamSetley IV ..............o.o.. NAVOPMEDINST DET CEN Pensacola, FL
LTIGBarry ShaddiX .........covvvvieinininne NAVOPMEDINST ASTC Jacksonville, FL
LT DouglasSmith...........ccoviviiiiii i, MAG 29, MCASNew River,NC
LTNickiTarant...............cevevveevevneeenn.... COM CVW5 Honshu Y okosu, Japan
LTKimberlyToone.....................ceeennn....Mayport A/ICOPRDET, FL

LT KennethTotz...............cceeeveeveneevvne ... NAVAMBCARCEN New Orleans
LTArINTrippensee.......cccceeevvvevve e v enn. IXMAW lwakuni, Japan
LTAlanVanderweele..........c.cooeveviiininnn. BRMEDCLINICNPTCEI Centro, CA

(USNavy Photo)
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COMMENCEMENT ADDRESSTO NAVAL
FLIGHT SURGEONANDAEROSPACE
PHYSIOLOGIST GRADUATIONAT NAS
PENSACOLA

JANUARY 29, 1999

(By Dr. Joseph, former Assistant Secretary of Defense
forHedthAffairs)

| am deeply honored and down-right delighted that you
haveinvitedmeheretospeak today. Nomemoriesof my
yearsasAssi stant Secretary of Defenseareasprecious
tomeasthetimesl spentoutvisting, riding, flying, sailing
withthegreat peoplewhosededication, integrity, and
competencekeepall therest of ussafeandfree. Some-
timesmy travel sweredeadly serious, sometimesthey
involvedfabul oushorsing-around, but awaysthey were
personal ly and professionaly renewingbeyondanything
elseduringthoseyears.

Healthprofessionalsinthemilitary areaspecial breed.
But military health professional swhowill goinharm’s
way intheair, undersea, and catapulted off thewater are
aspecial breedwithinaspecial breed.

| wanttotell youthat | know your secret: thatyouareall
part adventurersand crisis-junkies, but that your secret
is safe with me (I have some of the same genetic
dysfunction), andthat itisacharacter trait that you can,
andshould, bevery proud of, not otherwise.

| alsowanttotell youthat | knowthat all of youarea so
anevengreater part patriots, and physiciansand others
of high capability andaccomplishment, andthat by your
choiceof flight medicineyoudemonstratetheintellectua
aswell asthephysical compulsiontogo* higher, further,
andfaster.”

Y our linecomradesrecogni zethequal ity and dedication
of military medicineaswell. Let metell youthat every
year inthePentagon budget struggles, at thepointwhere
thenasty Green Eyeshadeswerethreateningtotakestil|
morefromthehealthaccounts, | wouldhear theargument
more or less settled when some grizzled old Marine
General would say, “WEéll, if Navy medicine hadn’t
dragged meoff thebeach, | wouldn’t beherenow,
Solet’ sgivethemwhat they need.”

Duringmy yearsat thePentagon, threethingsinparticular
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sharpenedmy persondl interestinNavy HightMedicine:
Onewasreading your commanding officer, Captain
Riley’ sbook “ Ship’ sDoctor” (the2-pageprol ogueof
medica emergency ontheForrestal’ sflight deck grabbed
me and never et go); asecond was getting to know a
young 23-year old Navy doctor with whom | went
throughtheCombat Casualty CareCoursein SanAnto-
nio, whowanted to becomeaNavy Flight Surgeon (and
shedid); andathirdwasreadingataleof derring-doin
“Navy Medicine” in1994, concerningthen- Jacksonville
VP-45 patrol squadron doctor LT. Rich Assaf, who
found himself onestormy weekend onahelicopter sea
rescuemissionoff lcelandwith (believeitor not) theUS
Air Force, without hisjumpbag. Itall still soundspretty
goodtome.

I know that CaptainRiley isvery fond of telling students
hereabout thelessonsof theBattleof Agincourt, about
how theintenseteamwork and commitment, andtheuse
of innovativetechnol ogy, carriedtheday against numeri-
cally far-superior forces. | want to add to hisfavorite
lecturesomeactual historical footnotesabout Agincourt
that probably very few of youknow:

AttheBattleof Agincourt, theFrench, whowereover-
whelmingly favoredtowin, hadthreatenedto cut off a
certainbody part of al captured Englishsoldiers, sothat
they couldnever fightagain. TheEnglish, of course, won
thebattleinamajor upset, and asagestureof defiance
waved thebody part at thedefeated French. Question:
What wasthisbody part?Answer: Thebody partwhich
the French had proposedto sever fromtheEnglishafter
defeatingthemwas, of course, themiddlefinger. Without
themiddlefinger, itisimpossibletodraw thelongbow,
thetechnol ogicmilitary innovationwhichhad defeated
theFrench!

ThelongbowwasmadefromthenativeEnglishyewtree,
and so the act of drawing the longbow was known
popularly as“ pluckingtheyew.” Thus, whenthevictori-
ousEnglishwavedtheir middlefingersat thedefeated
French, they shouted, “ See, we can still pluck yew.
PLUCK YEW!”

Over theyears, somefolk etymol ogieshavegrownup
aroundthissymbolicgesture. Since” pluck yew” israther
difficulttosay (asdifficultasis” peasant mother pheasant
plucker”,whichiswhoyouhad togotoinordertoget
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thefeathersused onlongbow arrows), thedifficult-to-
pronounceconsonant cluster “ PH” at thebeginning has
gradually been changedtothemoreeasily-pronounced
|abiodental fricative“F’.

Thus, thewordsoftenusedinconjunctionwiththeone-
finger sal utearequitemistakenly thought tohavesome-
thingtodowithanintimateencounter. Further, itisalso
becauseof thepheasant feathersonthearrowsthat this
symbolicgestureof defianceisknownas*® giving some-
onethebird.”

| hopethat youand CaptainRiley aikeprofitfromthis
lessoninmilitary history.

But donot mistakemy lightheartedwords. | know that
what you areabout, andwhat your current accomplish-
ment heretoday symbolizes, isnotjust about thrill, and
rush, and competitiveness, and constructiveaggression,
and adventure. It is more deeply about service, and
commitment, andthehighest of professionalism, andthe
frontier betweencaringfor your patientsandtheironlaws
of scientificintegyrity.

| am not going to talk to you about “Duty, Honor,
Country” - you know about that at the depths of your
being, or youwould not beheretoday.

But| dowant tosay afew wordsabout medicine, andits
future, andyour partinit, with particular referenceto
militarymedicine.

Oneof themainthingsthat drew meintomedicinewasa
L1 FEmagazinephotoessay published in 1949, doneby
agreat photographer, W. Eugene Smith (who, inciden-
tally, had photographed thecarrier war andisland as-
saultswiththeNavy and MarinesinthePecific, andwas
himself seriousy woundedinakamikazeattack aboard,
| think it may havebeen, the Enterprise).

Smithtold, inphotographs, thestory of ayoungdoctor,
EugeneCiriani, whoreturnedfromWWiII serviceinthe
Navy andtook uparural general practiceintheranching
and mountaintown of Kremling, Colorado. That medi-
caly-independentanddemandinglifeinAmerica sWest
seemed to me, asaboy of 12, to betheideal. And that
was, ineffect, anaccuratepictureof much of American
medicineintheimmediate post-War years, just at the
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dawn of specialization, and beforethegrowth of group
practiceand high-technol ogy hospitalization.

What changesthe past 50yearsinmedicinehaveseen!

When| graduated frommedi cal school in 1963, only 35
yearsago, the private practice of medicinewasstill a
cottageindustry, andtheexplosionof high-technol ogy,

sub-specidty, tertiary hospital-based carewasstill inits
infancy. Fee-for-serviceentrepreneurial practicewas
thenorm; prepayment wasdenouncedas* socialism”,

andthebelief waspreval entamong my teachersthat the
endlesswondersof “ Big Science” wouldlead theway
intoauniformly bright medical future. Our patientswere
involvedindecisionsabout their caremostly by saying,

“Yes, doctor.” The paradigm was an amalgam of

Arrowsmith, the comic-strip character Rex Morgan,

MD, andtelevision’ sBenCasey.

All of thesehigh expectationshaveproven, toagreater
or lesser extent, illusory, at leasttodate. Healthcarein
Americaisincreasingly controlled by Corporategiants
and for profit ethics. Doctors and patients alike are
incread ngly dissatisfiedanddisi|lusoned, giventheprob-
lemsbrought about by runaway costs, growingimper-
sondity, anddefensvemedicineinthefaceof shark-filled
legal waters. Themiraclescontinuoudly wrought by the
scientific advance of biomedicine seem too-often to
largely resultininformationoverl oadfor the practitioner,
fragmentationandduplicativeproceduresfor thepatient,
andaGordianknot of ethica andpolicy dilemmasfor the

sodiety.

We seem to have, paradoxically, within our current
REA CH immeasurable power to improve health and
combat disease, to empower our patientsand our art,
andtoachievean equitableaccesstothebest available
care, andyetwithinour current GRA SPtohaveonly the
bitter ashesof acrimony andlossof credibility withour
patients.

Robert Browning said, “Ah, but aman’ sreach must
exceedhisgrasp, orwhat’ saheavenfor?’ Well, can’ twe
rise alittle higher, increase both our reach AND our
grasp, pushtheenvel opeinthedirectionof trueprogress?

Military medicineisnotimmunetoany of thesedilemmas.
Military medicinefeel sthesameexternal andinternal

pressuresastheciviliansector. Theshiftto TRICARE
(continuedonpagel6)
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and managed care, thedilemmasof how to keepfaith
with our aging retirees (especially thosewhowereon
active duty during World War I1), the pressures of
constrainedresourcesinthefaceof increasing costs, the
challengesof thetechnol ogicfrontiersfromtelemedicine
to biodefense, the public skepticism over Gulf War
IlInessesand DNA repositories-all of thesearedirect
anal oguestotheproblemsinthewider sector.

Butwewhoarecommittedtomilitary medicine(if you
will permit metostill usethesecond personplural) have
anumber of advantagesthat | believecanhelpus”finda
better way”, not only for our own system, but for the
larger community. Let mebriefly enumerateafew of
them:

1. Abondingandsharedidentificationwithour patients
thatisremarkably closer thanintheciviliansector. (If
youwishtoseean outstandingexampleof thispoint,
gotalk tothelndependent Duty Corpsman, andthe
Captainand crew, of anuclear attack submarine).

2. Aningtitutional commitment to, andsustaineddrive
for, excellenceandintegrity that, however it may fall
shortinagiveninstance, still remainsthestandardto
beexpected of ourselvesand our colleagues.

3. Atraditionof systematicand organizational disci-
plineandsdlf-discipline. Thisisnosmdl advantagein
the faceof social, political, financial, and scientific
disarray.

4. Aresults-orientedwork ethic, that canlook withan
unjaundiced eyeat theproper balancebetweennew
technol ogy and personal achievement. Y ouKNOW
how muchdifferencetherapidquality of individua
humanmedical judgement andskill canmakeonthe
assault beach. Y oualso KNOW how muchcanbe
gained, asformer Navy Surgeon General Admiral
HaroldK oenigwasfondof saying, by electronically
“movinginformationinstead of patients’ fromthe
carrier group at seato Bethesda, Portsmouth, or San
Diegoandback.

| do not think it is an exaggeration to say that you,
individualy andcollectively, canusetheseadvantagesof
military medicineto help usall find our way into that
brighter futurethat weseemfor themoment tohavel ost.
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What wouldbemy short prescriptionby whichyoucan
dothat?

Be, first and foremost, thebest and most caring physi-
ciansthat youcanbe. Thisshouldbetruewhether youare
incombat operationsontheflight deck, orintheshore-
sideclinicsortingthroughwithapilottheimplicationsof
hisor her medical conditionsfor flight status. When
former Chief of Naval OperationsAdmira Boorda, who
knew asmuch asanyoneabout what madeNavy medi-
cinewhatitis, spoketoaTRICARE conferenceafew
yearsago, what hesaid heremembered most, andvalued
most, wasthe caring and availability of hisfamily’s
pediatricianwhenhewasan E- 1.1 sent thevideotapeof
histalk throughthemilitary medical community, and|
recommendittoyouhighly. Itisthebest examplel know
of how wewouldwishto haveothersseeus.

Draw strengthfromthefact that youarebut apart of the
larger military community and purpose, andnot separate
from them. This has largely been lost in the civilian
community, to the great detriment of physicians and
patientsaike. | will never forget theexperienceof going
aboardal osAngeles-classsubmarineand seeingthe
connectionbetweenthat 21-year old I ndependent Duty
Corpsman and the rest of those aboard, from crew to
Captain. Notonly didhehavethertrustas* theDoc”, but
he and they were all quite literally in the same boat
together, whatever circumstancesmight arise.

Never sacrificescientificintegrity topolitical or career
expediency. | absolutely assureyouthat at somepointin
eachof your careersyouwill befacedwiththischoice-
it goeswith theterritory. But never doit, for itisthe
greatest dis-serviceyou candobothtoyourself andto
thosewho areputting thepressureonyou.

Asyoumoveupthechain, never forget theperspective
of thepeopleat thesharpend. Thiswill notonly giveyou
thepleasureof nostalgia, itwill alsokeepyouhonest.

Finaly, squeezeevery ounceof juiceout of your daily
experience, whether you aresgueezing golden oranges
or squeezinglemons. I ntensity isagrowthhormone.

Who knowswhat extraordinary adventuresand chal -
lengesyouwill beimmersedinayear fromtoday?\Who
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knowswhereyour careersintheserviceof medicineand
our nationwill leadyou?Whoknowswhichoneof you
may become Surgeon General, or a physician whose
nameisremembered proudly, andwhosestoriesretold,
whereothersgather?Whoknowswhat sharesof perils
and honors, of risksand even disappoi ntments, may be
yourlot?All that liesinthefuture.

For today, my congratul ationstoyou, your friendsand
loved ones. It hasbeen an honor to bewith you here. |
wishyoufairwindsandfollowingseas.

Stephen C. Joseph
MD MPH

NOM I HoldsClinical HyperbaricMedicine
Course

The Department of Hyperbaric Medicine at NOMI
recently sponsored a“Clinical Hyperbaric Medicine
Course” from the 22" to the 28" of March 1999. The
coursewasattended by physicians, nurses, corpsmen
anddivers. Physician participantswereawarded 34.25

(USNavy Photo)
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Category | CME hours. The course director, LCDR
G.W. Davis, and the department’ s medical director,
CDRJ. Chimiak, wereabletoassembleatruly remark-
ablefaculty. Guest speakersincluded several iconsof
Navy divingmedicineandhyperbaricmedicineincluding
CAPT Claude Harvey (USN,ret.) and Dr. Eric P.
Kindwall. Dr. Harvey is well known to NOMI as a
distinguished presenter for NOM I’ sHyperbaricMedi-
cineDepartment. Dr. Kindwall isaformer DMO and
currently isan Associ ate Professor of HyperbaricMedi-
cineattheMedical Collegeof Wisconsin. Dr.Kindwall
isalsotheeditor of thetextbook “ HyperbaricMedicine
Practice”. Other special visiting speakersincludedthe
medical directorsfromtwoof our local civilianhyper-
baricmedicinetreatment centers: Dr. Y anehiro, avascu-
lar surgeon, andDr. Phillips, acardiol ogist. Our staff here
atNOMI (CDR Porter: Neurology, CDRPhelan: ENT,
CAPT Vadez: Aerospace/Diving Medicine and the
Hyperbaric Medicine Department ) al so presented. It
wasauniqueeducational opportunity for al thosewho
attended.

TheEditors
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RAMs Participate In 3 MAW Trauma
Rotation

AerospaceMedicineResidentsCDR Frank Chapman
and CDRLeeMandd completedtheir onemonthtrauma
rotations at the King-Drew Medical Center in Los
Angeles, Cdlifornia. Althoughdl of theRAMsdoaone
monthtraumarotationaspart of their training syllabus,
thistraumarotationisuniqueinthat theRAM partici-
patesononeof thetraumateamswithaNavy Corpsman
inthecareof traumapatients. Theprogramwasinitially
establishedthroughtheeffortsof the3“MarineAirwing
andtheKing-Drew Medical CenterinLosAngeles. It
wasinitialy establishedtoprovidetrainingfor 3*MAW
Flight Surgeonsand Corpsmeninthetriage, rapid as-
sessment, stabilizationandtreatment of blunt traumatic
andpenetratinginjuries.

TheEditors

PHYSIOLOGIC EVENT:
MISADJUSTMENT OF NIGHT VI-
SION DEVICES

Thefollowing narrativeisfromarecent naval aviation
hazardreport. Prior tolaunchthepilot pre-flighted his
AN/AV S-9usingaHoffman ANV 20/20test set. The
focusand adjustmentswere normal except theinitial
attempttoadjustinterpupillary distanceresultedineach
eyebeing abletofocus/obtain correct imageindepen-
dently, but with both eyesopen adlight doubleimage
resulted. The pilot’ seyesadjusted to the phenomena
rapidly with no other problems noted- NVDs were
accepted. Thepilotlaunched asthelead F-18 aircraft.
Passing 3000feet M SL, thepil ot engaged theautopil ot
anddonnedhisNV D goggles. Animmediateimpression
wasthat “ somethingwasn’tright”. Thepilot’ ssensation
wasthat his* eyescrossed”. ThepilotrotatedhisNVDs
up and back down to trouble shoot. During trouble
shooting, thepil ot determinedthat thel enseswerel cose
ontheir mount andhecoul dmanipul atethedirectioneach
lensewaspointingeadily. By thetimethetroubleshooting
was compl ete, the pilot’s eyes had adjusted and the
sortie continued with the use of NV Ds. To this point
focuswasfine, butthepilot’ sthought wasthat thelenses
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werepointingindightly differentdirectionscausingthe
strangeperception. Thetactical portionof thesortiewas
uneventful, though towardstheend the pilot beganto
experienceamild headache. Duringreturntobaseand
enroutedescent, thepil ot set hisautopilot androtated the
NV Dstolock themintheup position. Thepil ot experi-
encedimmediateproblemsfocusingandthereforel eftthe
autopilot engaged. Approximately 3 minutesel apsed
beforethepilot’ sfocusreturnedtoanacceptablelevel.
Thepilot degoggled andexecutedanuneventful landing.
After landing, another pilot tested the goggleson the
groundandfoundthesameperception. TheNV Dswere
“downed” pendinganinvestigation of thecauseof the
malfunction. Examination of thegogglesby theavionics
technicians revealed no discrepancies except amis-
adjustment of thediopter setting. Thepilotdonnedthe
gogglesondeck after theadjustment andfelt that they
werenow completely normal. Thepilotinvolved had
1904 hoursintypeand 167 hoursof NV D usewithno
prior difficultiesnoted. Evenexperienced pilotscanhave
focusing problemsdueto mis-adjustment of AN/AV S
9nightvisondevices.

TheEditors
Dietary Supplementsar eHar mless, Right?

Apparently notall “ dietary supplements’ areharmless.
TheFebruary 26, 1999 MMWRidentified anoutbreak
of casesinvolving GBL toxicity in Minnesota, New
Mexicoand Texas. AccordingtotheMMWR,” prod-
uctscontaininggamma-butyrolactone(GBL ) aremar-
keted for many claimed purposes, includingtoinduce
deep, releasegrowth hormone, enhancesexual activity
andathleticperformance, relievedepression, and pro-
longlife. GBL isconverted by the body into gamma-
hydroxybutyrate (GHB), a drug banned outside of
clinical trialsapproved by theFoodand Drug Adminis-
tration (FDA). Recognized manifestationsof GHB tox-
icity includebradycardia, hypothermia, central nervous
systemdepression, anduncontrolledmovements...[GBL
containing] productsknownto havebeenusedincluded
“RenewTrient”,” Revivarent”,“ Revivarent-G” and“ Blue
NitroVitdity”...GHB mixedwithethanol actssynergis-
tically toproducecentral nervoussystemandrespiratory
depression. Symptomsusually resolvewith supportive
carewithin2-96 hours. Death occuringwhen GHB was
thesoleintoxicant hasbeenreported. Toxic effectsof
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GBL wouldbeexpectedtobesmilar oridentical tothose
of GHB; treatment consi stsof supportivetherapy until
symptomsof toxicity subside. A withdrawal syndrome,
which canincludeinsomnia, tremor, and anxiety, has
beenreportedfoll owingdiscontinuanceof GHBinchronic,
high-doseusers.

GBL isanindustrial and household solvent of acrylate
polymers, and unintentional poisoningshavebeenre-
ported. Italsoismarked asadietary supplement athealth
food storesand ontheWorld-WideWeb under severa
tradenames. Althoughlabel ed asdietary supplements.
GBL-containing productsareillegally marketed, unap-
proved new drugsthat havebeeninvolvedinat least 55
reports of adverse events, including one death. On
January 21, 1999, the FDA asked manufacturers to
recall their GBL -contai ning productsandwarned con-
sumers through press releases to avoid taking these
products. Publiceducation effortsshouldinformcon-
sumersthat FDA review proceduresfor drugsarediffer-
entthanthoseusedfor dietary supplements. Consumers
shouldbed erttothepotentia dangersof theseproducts
and understandthat thetermssuch as*” natural” do not
necessarily imply safety. Physi ciansshould counsel pa-
tientsabout theseproductsand bepreparedtorecognize
andtreat thetoxicreactionsthat somemight produce.
Chronic GBL usersshould monitored for withdrawal
symptomswhen discontinuing useof theproduct. De-
pending ontheseverity of thewithdrawal symptoms,
medical interventionmay berequired. Physiciansare
encouragedtoreport seriousadverseeventsassoci ated
with these products to FDA’s MedWatch program,
telephone(800) 332-1088.”

References

1.CDC. AdverseEventsAssociated with I ngestion of
Gamma-Butyrol actone-Minnesota, New Mexico, and
Texas 1998-1999. MMWR 1999; 48; 137- 40.
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RAM'sCORNER
First Annual RAM Community Cleanup

Friday March 5th, 1999 aband of RAM’ swith afew
significant othersin tow, set out to solve some of the
world’ sproblems. Withthisgoal inmind, they decided
instead to pick up somegarbageat alocal island across
from Sherman CoveMarina, N.A.S. Pensacola. This
fearlessgroup, undaunted, by acloudlesssunny day, lots
of foodanddrink (non-al cohalic, of course) wereableto
persevereand completethetask at hand. Theirweapons
of choice, were 32, threeply, polyethyleneplastic, 16-
galloncapacity, dark greengarbagebags. Eachvolun-
teer met hisduty steadfastly inthefaceof theconstant
danger of sunburns, sand flies, and fire ants. A few
conscriptsi.e.LCDREdPark d soreadily acceptedtheir
responsibilities; hisbeing, to ensure no food went to
waste. CDR LouValbracht, CDR Frank Chapmanand
LT Tim O’ Hara took to their task, as dedicatedly as
shoppers at aK-mart fire sale. In fact, some of the
garbage had to be pried from CDR Frank Chapman’s
grip. Afteraday of tirelesswork our heroesgathered
aroundthe20garbagebagsthat had beencollected, only
to face onefinal test of courage. One of the pontoon
boatscaptai ned by themechanically challenged LCDR
DaveWilcox, failedtostart, however, totherescuecame
oneof thefearlessMWR staff, whosavedtheday. This
day shall godownin Pensacola shistory asoneof the
RAM’ sfinesthoursandweexpectittoberepeatedagain
nextyear.

DavidWilcox

MDCAF
Aerospa:eMedicineR&sident
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Anthrax and Force Protection

Thethreat of Biological Warfareisafact of lifefor the
U.S.military today, and Bacillusanthracisisoneof the
likely agentsthat wouldbeseeninabiologicattack. To
counter thisthreat theDepartment of Defensehasbegun
tovaccinateU.S. military personnel againstanthrax. We
alsodepend onpersonal protectiveequi pment to protect
personnel fromunknownbiologica agents.

A gram-positive spore-forming rod called Bacillus
anthraciscausesanthrax. Anthraxisadiseaseof herbi-
vores. Itisrarely seen in humansin industrial and
agricultura settings. Thereislessthanonecaseper year
intheUnited States. Humananthraxismadeup of 95%
cutaneous, 5% inhalational, and <1% GI. There has
never beenevidenceof humantohumantransmission.

CutaneousAnthrax- Thebacillusgainsentry through
abrasionsor cuts. Itisgenerally localized, but dissemi-
natesviathelymphaticsin 5-20% of untreated cases.
Theincubationperiodisusually 2-5days. Thelesions
start asanondescript papule, whichturnsintoavesicle.
Thisul ceratesandthenbecomestheclassicblack eschar.
Symptomsincludefever, headache, andregional lym-
phadenopathy. Untreated caseshavea5-20% mortality
rate. Treatment doesnot effect the progression of the
leson.

Gl Anthrax- Caused by ingestion of sporeinfested mest.
Initial Steisusualy thetermind ileumor cecum, butthen
transported to the lymphatics and disseminated and
causingdeath. Theincubation periodisnormally 2-5
days. Mortality isvery highinthisrareformof anthrax.
Signs and symptoms include abdominal pain,
hematemesis, melena, hematochezia, and ascites.

Inhalational Anthrax- Sporesareinhaled andthenin-
gested by macrophages. Thencarriedtolymphnodes
and later disseminated. Incubation periodis1-6 days
andthediseasestartswithal ow gradefever, nonproduc-
tivecough, mylagias, andmalaise. After 2-4daysthere
is a transient improvement, then an abrupt onset of
respiratory distress, shock, and death in lessthan 24
hours. Chest X -ray can show awidened mediastinum
and/or pleura effusion.
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Treatment- The drug of choice is penicillin, but
ciprofloxacinor doxycyclinecanbeused asdternatives.
Natural resistancetopenicillinisrare, butinanNBC
scenarioresi stancecanbeexpected. Cutaneousanthrax
canbetreatedordly, but Gl andinha ationa anthrax both
requirelV antibioticsandan | CU setting. Postexposure
antibioticshavea sobeenproveneffective.

Prevention- Thereisonevaccineusedto prevent anthrax
approved by the FDA in 1970. Itisrecommended of
non-pregnant adults18-65yearsold. It hasanestimated
efficacy of 92.5%, derivedformastudy of mill workers
inthenortheast. Thesideeffectsincludelocal reactions
(30%mild& 4% moderate), joint aches, nausea, | ossof
appetite, and headache. Effective protection begins
about 6 weeksafter initiation of thevaccine. Itisgiven
in0.5mL dosesat 0, 2, 4 weeksand 6, 12, 18 months,
and requires an annual booster. Gas mask are also
consideredexcellent protection.

OnMarch31% of thisyear, the Pentagon announced that
servicemembers, DOD emergency essential civilian
employeesand contractorsmust now receiveanthrax
vaccinationsif they spend anytimeinoneof tenhigh
threat areas. ThePentagonidentifiedthehighthreat areas
tobeSaudi Arabia, Kuwait, Oman, Qatar, United Arab
Emirates, Bahrain, Jordan, Y emen, Korea, and I sragl.
Previoudy only DOD personnd whoweredeployedfor
morethan 30 daysto ahighthreat areahadto start the
six shotvaccineseries.

Approximately 250,000U.S. servicemembersandDOD
civilianswill beinnoculatedin 1999. Already roughly
218,000 servicemembershaverecei ved about 616,000
shotsof thevaccine. Fewer than 200 haverefused the
shots. The DOD considerstherefusal tocomply withthe
anthraximmunization programasaviolationof alawful
order that not only endangersanindividual shealth, but
asoplacestheunitandmissionatrisk. Thoseindividuas
who refuse the anthrax vaccine may find themselves
facingdisciplinary action.

A routine 12 hour downing period is recommended
following animmunizationwiththeanthrax vaccine.

Artides

Anthrax as a Potential Biological Warfare Agent
PileJC,MaloneJD, EitzenEM Friedlander AM
Archivesof Internal Medicine Mar. 9, 1998 429-434
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The Sverdlovsk Anthrax Outbreak of 1979

MeselsonM, GuilleminJ, Hugh-JonesM, Langmuir A, Popova
I, Shelakov A, Y ampolskayaO

ScienceNov. 11994 1202-1208

Websites

www.nbc-med.org

www.defenselink.mil/specialg/anthrax
www-nehc.med.navy.mil/prevmed/immun/anthrax.ntm

BrianWdls
LT,MC(FS), USNR
AerospaceMedicineResident

New Cardiac Monitor Proven To Be
Hyperbarically Safe

What do you do with a Scuba Diver who has missed
approximately 54 minutesof decompressionfromfive
divestheday beforeand presentstoday after diving, with
aheadache, chest discomfort andanimprovingparaple-
gia. Well, other thanrunfor thehills, thereisanewly
approved cardiacmonitor that canhel pinyour prelimi-
nary assessment.

Thisparticular patient had just compl eted an 82 foot
divewithabottomtimeof 20minutesandatota divetime
of 23 minutes. Approximately 15to 20 minutesafter
surfacing he started to develop chest discomfort, a
headache, andright armtingling, which progressedto
tinglinginhisrightthenleftleg. Thepatientthought he
might behavingaheart attack andtook onenitroglycerin
tabletwithlittleimprovement.

Not todisappoint us, hispast medical history indicated
that hehad had exertiona anginathat wastreatedwiththe
placement of astent about ayear ago.

The patient’ stingling progressed to include hisbut-
tocks, but never got to the point of urinary or fecal
incontinence. The patient called the Coast Guard by
radioand askedthemtomeethimat their pier, whichis
about a5-minutedrivefromour hyperbaricchamber at
NOMI. By thetimehereachedthepier hewassuffering
fromacompleteparaplegiaand hadtobecarriedfrom
hisfishing boat Theparamedicson sceneimmediately
placed himon 100% Oxygenwhichmarkedly improved
hissituation. By thetimel saw him, hewasabletowalk
again. However, westill hadapatientwhomost certainly
wassufferingfromdecompressionillnesses. Butwhat of
thechest discomfort? WashealsohavingaM1? Should
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wedelay thehyperbarictreatment toget bloodwork and
al2lead ECG at NAS PensacolaHospital, whichis
approximately 15 minutesaway? With transfer time
back and forth, this could mean adelay of onetotwo
hoursinhistreatment.

Well, to our aid comes PAM and | don’t mean the

Teflonprotector, rather I’ mreferringtothenew Persona
ArrhythmiaM onitor producedby Technology Transfer.
Thismonitor weighsjust over 1 poundandmeasures6.5’
x4.0" x1.4”. Ithasaquick ook capability relyingon
anew dry el ectrodetechnol ogy (integral el ectrodes) so
that you do not need wires, patchesor jellies. It can
immediately display ECG data on the liquid crystal
display screenor relay datatoanother locationusinga
modem. It alsohasal2lead cablecapability whichis
what weusedinthissituation. After drawingbloodfor
cardiacenzymes, thepatientwasimmediately placedin
the chamber under aTable 6 protocol and the 12 lead
ECGwascompletedinthechamber.
Wéll, thisstory hasahappy ending. Asyouguessed, the
patient wasn' t sufferingfromamyocardial infarctionin
additiontohisdecompressonillness. Herespondedwell
toserial Table6treatments. Thanksto PAM wewere
ableto providethe patient with the correct treatment
immediady.

DavidWilcox
LCDR CanadianNavy
AerospaceMedicineResident

(USNavyPhoto)
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FROM THE FLEET

Barotrauma Revisited

Afteragoodkick-in-the-pantscat’ shot, thetwenty-
sevenyear-oldHornet pilot beganhisclimboncehewas
outsideof thesevennautical milesafety radiussurround-
ingtheaircraft carrier. But hecurtailed hisascent and
leveled off at seventhousandfeet onhisway tothetarget.
Hejust could not bear thepaininhisleft ear any longer,
andtheVasalvamaneuver wasnot helpingatall.

Hecompleted hismissionwithoutincidentandre-
turnedtothestack viahisself-imposed seventhousand
footflyway. After anokay-threewirehedebriefed, then
reported to one of the Flight Surgeons. Although his
otalgiahaddiss pated uponreturningtosealevel, hewas
worried about thefact that hecould not Valsalva.

Hishistory wassignificantfor amildupper respira-
tory infectionover thepast few days, but “ nothing [ he]
couldn’t handle.” When he noticed he was having
difficultywithhisVasava, heflewanyway. Hisphysica
examinationwasremarkableonly for alack of tympanic
membranemobility ontheleft. Hewasdiagnosedwith
aEustaciantubedysfunctionsecondary toaviral upper
respiratory infection, givenadecongestant, oxymetazoline
nasal spray and acetaminophen. Hewasgrounded, but
back toflyingwithinforty-eight hourswithout further
incident.

Anunusual story? Insomeways, yes. Eustacian
tubedifficultiesonascent aretheexceptionrather than
therule. Usually dental barotrauma manifests upon
ascent, whilebarotitisand barosinusitismanifest upon
descent. However, nothing in medicine is ever one
hundred percent true, right? Andbarotraumacanmani-
festinany number of differentways, rangingfrommild
cases such as the one discussed above, to thefull-on
tympanicmembraneruptureor formationof aperilymph
figula

When wasthelast timethispilot had alectureon
barotrauma?* 1 think | |learnedaboutit backinPensacola”
Didhecarry achecklist tocombat ear or sSinussqueeze
intheair?“Oh...l had oneof thosecardsonce. I’mnot
surewhat | didwithit.” Didhetry any of theaternate
Valsalvatechniques?“ Thewhat?” Wheredidhecarry
hisemergency bottleof Afrin?“| cantakethat withme?
Canl get somehere?’

As Flight Surgeons, it is our responsibility to be
certain that these questions never need to be asked.
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Every squadronisrequiredtohavecertainaeromedical
briefsevery calendar year. (If youarenot certainof the
requirements, ask your Aviation Safety Officer, or con-
sult the latest edition of OPNAVINST 3710.7.) Re-
member that youarenot limitedtotherequired subjects,
however. Onesubjectwhichisconspicuoudy missing,
whichl fed every Hight Surgeonshouldincludeannudly,
isaten-minutebrief onbarotrauma. Y our patientsneed
toknow that groundinganaviator for twodaystotreat
Eustaciantubedysfunctionisafar-cry lessexcruciating
than waiting for abloody and subsequently infected
middleear tosimmer down.

Doesevery aviator withanupper respiratory infection
need to be grounded? Of coursenot. If that werethe
case, there would have been no pilots available for
Operation Desert Fox, because they were launching
fromathirty-sevenyear ol dfloating Petri dish affection-
ately knowntothetroopsas“TheBigE.” Butaviators
needtoknow how to sel f-assess, and guesswhoistheir
teacher?

A fewyearsago, | revampedthelittlebluebarotrauma
checklist. | reformattedittomakethereadingalittleless
technical, s mplifiedand changed afew of thesteps, and
formatted it into a size suitable for insertion into an
aviator’' s“BlueBrains.” And,itisevenenvironmentally
friendly: two checklistson onesheet of paper! | have
enclosed asamplethat youmay photocopy todistribute
toyouraviators. InhaingsteaminaTomcat? Obvioudy,
some steps must be omitted in certain aircraft dueto
logistical hurdles!

Ask yourself, when was the last time you gave an
aeromedical brief to your squadron on barotrauma?
Maybenow isthetimeto avert potential disaster. Re-
member, itisour jobto“keep‘emflying,” anddarel say
it? “ Anounceof preventionisworthapoundof cure.”

Walter Wm. Dalitschll|
LCDR MC USNRFS
VMEA-312

(USNawyPhoto)
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Ear and Sinus Blocks

Symptoms

Ear Block
1. Inability to Valsalva
2. Ear pain or pressure
3. Muffled hearing

Sinus Block
1. Cheek or forehead pain/fullness
2. Tooth pain
3. Sudden congestion

Treatment

Both Ear and Sinus Blocks

Try each step in turn. Continue descent slowly when symptoms
cease, keeping in mind that these steps may need repeating. Seek
medical attention immediately upon landing.

. Level off and repeat Valsalva.
. Increase cabin altitude to relieve pain.
. Valsalva with head back or to side.
. Valsalva with finger completely plugging good ear.
. Inhale steam or drink water and wait two minutes. Valsalva.
. Oxygen mask technique:
a. Ensure complete seal with face.
b. Set and hold regulator to ON — 100% - TEST MASK
(constant flow).
¢. Tilt head back and swallow.
d. Remove mask and yawn, chew or swallow to equalize.
. Afrin (or other nasal spray) technique:
a. If allergic to medication, do not use.
b. Two sprays each nostril, waiting one minute between sprays.
¢. Valsalva.
If none of these steps offer relief, repeat the checklist.

8.
9. If nothing works, the only choice is to descend.

Ascending sinus block is another medical condition, with
similar symptoms, but on ascent. To treat:

1. Follow same checklist as above, but:
2. Decrease cabin altitude.
3. Skip oxygen mask technique.

LT Walter Dalitsch, MC, USNR
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Ear and Sinus Blocks

Symptoms

Sinus Block
1. Cheek or forehead painffullness
2. Tooth pain
3. Sudden congestion

Ear Block
1. Inability to Valsalva
2. Ear pain or pressure
3. Muffled hearing

Treatment

Both Ear and Sinus Blocks

Try each step in turn. Continue descent slowly when symptoms
cease, keeping in mind that these steps may need repeating. Seek
medical attention immediately upon landing.

. Level off and repeat Valsalva.
. Increase cabin altitude to relieve pain.
. Valsalva with head back or to side.
. Valsalva with finger completely plugging good ear.
. Inhale steam or drink water and wait two minutes. Valsalva.
. Oxygen mask technique:
a. Ensure complete seal with face.
b. Set and hold regulator to ON — 100% - TEST MASK
(constant flow).
c. Tilt head back and swallow.
d. Remove mask and yawn, chew or swallow to equalize.
. Afrin (or other nasal spray) technique:
a. If allergic to medication, do not use.
b. Two sprays each nostril, waiting one minute between sprays.
c. Valsalva.
8. If none of these steps offer relief, repeat the checklist.
9. If nothing works, the only choice is to descend.

Ascending sinus block is another medical condition, with
similar symptoms, but on ascent. To treat:

1. Follow same checklist as above, but:
2. Decrease cabin altitude.
3. Skip oxygen mask technique.

LT Walter Dalitsch, MC, USNR
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Contact Urticariain the Aviation Workplace

| had recently reportedto my new squadronin
PuertoRico, andwasjust gettingaroutinedownwhena
youngairmancametoseemeinmy office. Hesat down
andproceededtotel | mehisfour-monthhistory of having
pruritic, burning handswithadiffuseurticarial rashthat
wasresistant totreatment.

Theyoung airman had been seen by the base
family practitioners on two different occasions. He
initially had been prescribed antihistamines, toldthat it
wassomethinghehad comeintocontactwith, andthat it
wouldgoaway. Onthesecondvisit,hewastoldtherash
wasdueto somethingindigenousinthetropica environ-
ment and to “just be careful about what he came in
contactwith.” Therash had not gotten any worse, nor
wasitimproving, whentheairmandecidedto pay his
friendly neighborhoodflight surgeonavist.

After taking athorough history, the patient ad-
mittedtoapriorisolated episodeduring A school, which
resolved spontaneously. Therashhadreturnedafterthe
airman had been working in corrosion for about two
weeks. Headmitted towearing protectiveglovesocca-
sionally but moreoften than not worked with hisbare
hands. Theairman deniedany new detergents, foods,
drugs, illness, clothes and other common causes of
urticaria

Theassociationof theurticariawithsomethingin
thea rman’ sworkspacewasobvious, but thedilemmaof
tracking downtheoffendingagent or agentswasdaunting
until awizened chief informed meof theexistenceof the
AuthorizedUsageList (AUL) andtheMaterial sSafety
DataSheet (MSDS). Every workspaceinthesquadron
hasan AUL which showswhat materialsthat shopis
authorized to use for its jobs, and a MSDS which
providestheingredients, physi cal/chemical characteris-
tics, fire/fexplosionhazard data, reactivity, control mea-
suresandmostimportantly, healthhazard datafor every
itemintheAUL.

The information contained in the AUL and
MSDSisinvaluable. AccordingtotheMSDS, almost
every agent usedin corrosionhadthepotential to cause
somekind of milddermatitis, but therewasno specific
mentionof urticaria. | ranaMedlineliteraturesearchon
every agent that could causedermatitisaccordingtothe
MSDS, andwhat | found madethediagnosis.

Inthemiddleof my search, anarticleappeared
documentingcontact urticariafromxylene(Weiss),which
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is found in the paint thinner used by corrosion.
Reinterviewing the patient, | found hehad direct skin
contactwithpaintthinner onadaily basisduring hisjob.
Thearticlesuggested usingxylene-resistant glovesfor
patientswiththisalergy, butthegloveswerenotavailable
onourlittleidand. Wethushadtheairmanrefrainfrom
usingany productswithxyleneinthem, asidentified by
theM SDS. Inninedays, therashresolved completely
and did not return for therest of histour. Theyoung
armanPCS dshortly thereafter and hewassupposedto
receivepatchtestinguponarrival at hisnext duty station.

Thelessonsl learnedinthiscasehaveaided me
in dozens of subsequent situations. | have used the
information containedintheAUL and M SDSfor many
clinical and occupational problemsconfronted by my
squadronand squadron mates. Thepublicationsarea
va uablesourceof pertinentinformationfornewGMO's,
DMO' s, Hight Surgeonsandsalty MO’ salike. | would
urged | operationa medica officerstol ook throughthese
manua sand makethemaregular sourceof information
intheir squadron’ smedical referencelibrary.

REFERENCES

(A) WeissR.R.,MowedC.; “Contact UrticariaFrom
Xylene”; AmericanJourna of Contact
Dermatitis, Vol. 9, No. 2 (June), 1998; pp. 125-
127.

SeanMurphy

LT, MC, (FS) USNR

Fleet CompositeSquadronEIGHT
murphyfs@pol .net
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The NEW 2" EDITION Ultimate Flight ~ AmYyRegulaionsandPamphlets-1BM Library Reedler
. ArmyFedManuas
Surgeon Reference CD Is Now Available A qromedical Policy L etters USAAMA Helpfiles101
_ _ (Windows95/98)
CDRJay S.Dudley, Mg or OttoBoneta(USA), Major CAD Risk Calculator 16-bit (Install)
Keith Brandt (USAF) and numerousothershavepro- FAA Medica Standards

duced the 1999 new version of the Ultimate Flight
Surgeon Reference CD. In addition to a Triservice
Waiver Guide, theCD hasalargeamount of information
accumulatedfromthemilitary services, FAA andNASA
tohelpassistthepracticingflight surgeon. The Tableof
Contentsincludes:

USNavyLinks:

USNavy FIt Surgeon’ sManual

Nava Powerpoint Presentations
Occupational Medica Investigation (CDC)
USNavy FSHandbook

NOMI AviationPsychiatry Textbook

V accinePreventabl e Diseases(CDC)
USNavy Flight Surgeon’ sEPOP Text
LeeMorinCrashAnalysisProgram

CVN Fatigue& SurgeopsBriefing
USNavy Flight Surgeon’ sWaiver Guide(1998)
Mishap Database” Notebook” Program
Navy UniformRegulations

Chapter 15Manual of theMedical Dept
1998 STD Treatment Guide(CDC)

Navy Ribbon PrecedenceBoard
Occupational Med FieldManual 1996
AmericanHeart SBE Prophylaxis

Navy Ribbonsindividualy Displayed
USNavy Pocket Ref to AC Mishap

Navy DivingMan (Med Chap 8)

Navy Meda slIndividual Display
USNavy MIRENclosuresList

Navy DivingManual Changes#1
ColdWesgther Medicine

Navy DivingManua Changes#3
OPNAVINST 3710.7R

OPNAVINST 3750.6Q

3750.6R Draft Aeromed Analysis
PROPOSED HUMAN FACTORSANALYSIS
HUMAN FACTORSANALY SISAND CLASSIFI-
CATION SYSTEM (HFACS)

USArmyLinks:
Training Support Package(TSP)

1998 ARM SChecklist

1999 ARM S Checklist- Proposed effectivedate June
1999

CHPPM’ sBasic CourselnOccupationa Medicine
Occupational Medicine Surveillance Manual DOD
6055.5-M

ColdWeather Operations

Medical Management of Chemical CasualtiesHand-
book

DefenseAgainst Toxic\Weapons

Medical Productsfor Supporting Military Readiness
(Vaccines& Drugs)-GoBook

L eadersGuideto Crew Endurance

Commander & Staff Risk Management Bookl et
Expert FieldMedica BadgeRequirements

USA.irForceLinks:
USAFHight Surgeon’ sGuide

Joint Publications:

Joint Pub4-02 Doctrinefor Health ServicesSupportfor
Joint Operations

Joint Pub4-02.2 Joint Tactics, Techniquesand Proce-
duresfor Patient Movement in Joint Operations

FAALinks.

FAA Guidefor AviationMedica Examiners-Front8500-
8

FAA Guidefor Aviation Medicine Examiners-Back
8500-8 (Item#21-48)

FAA Guidefor Aviation Medicine Examiners-Back
8500-8 (Item#49-64)

FAA Guidefor Aviation MedicineExaminers- A ppen-
dixB&C

FAA Guidefor AviationMedical Examiners(Webfor-
met)

Aeromedical CertificationPart 67—Medical Standards
& Catification

Summary of Amendmentsto Part 67 (1996 changes)
FAA Pilot Informationa Handouts

(continued from page 25)

Preventiveand Occupationa MedicineLinks:
(continuedonpage26)
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Putting Preventioninto Practicel nformation

Treatment Recommendati onsfor Common|nfections
1998 STD Treatment Guide(CDC)

AmericanHeart SBE Prophylaxis

US Army Safety Center’s Leaders Guide to Crew
Endurance

VaccinePreventableDiseases(CDC)

Vaccines& Drugsfor SupportingMilitary Readiness
Occupational Medicine Surveillance Manual DOD
6055.5-M

Occupational Medicine Field Manual 1996 (NEHC
62606 TM96-2)

Occupational Diseases-A Guidetotheir Recognition
(NIOSH) PublicationNo. 77-181

Occupational Medica Investigation(CDC)

USArmy CHPPM’sBasicCourselnOccupMedicine
Ergonomics. The Study of Work (OSHA 3125)
NIOSH “Health Hazard Eval of Noise and Hearing
Loss’

NIOSH “Criteria of a Recommended Std for Occup
Noisg’

A GuidetotheWork-Rel atednessof Disease(NIOSH)
MMWR Programsfor Prev. of Suicidein’Y oung Adults
NIOSH “ Stressat Work”
AviationMedicineSpecificReferences:

Useful TipsfortheAirlineTraveler (fromthe ASMA
Society)

CombustionPropertiesof Aircraft Fluids

Hight Safety Foundation-“ Alcohol UseinAviation”
Hight Safety Foundation-“HumanBaance: A Refresher
forPilots’

Flight Safety Foundation-* Overcoming the Effectsof
Stress’

Hight Safety Foundation-* Managing Pilot Fatigue’

MEDEVACLIinks.
ACLSInfoandReview

MEDEVAC Checklist

Glasgow ComaScoring
TraumaOutcomeScoring
TraumaScoring Cal cul ator (JavaBased)
CivilianCriteriafor Air Transport
Aircraft Capacitiesfor MEDEVAC
Weight TemperatureConversion
OxygenCdculationPage

JAV A Based Operational Calculators:
Temperature/Weather JAV A Calculators
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PressureAltitudeJAV A Calculator
Blood Alcohol Guess-Graph
ACLSAlgorhythms

Useful Plug-Ins.

AdobeA crobat Reader
IBM Library Reader Install
PowerPoint Viewer97

TheUltimateHight SurgeonReferenceCD isavailable
through SUSNFSat acost of $16for membersand $20
for nonmembers(Seeadjacent order form).

TheEditors

(NASAPhOlO)
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The Society of U.S. Naval Flight Surgeons

POBox 33008
NASPensacola, FL 32508-3008

Telephone: (850) 452-4501; FAX (850) 452-2708

Address Change, Subscription/Membership Renewal, Price List,and Order Form (April 1999)

# ITEM Price Sus-ToTAL
(Indicate Size and Color Where Appropriate) Non-Member/Member
__ T-shirt:SUSNFS“FS - Yesterday and Today” (M, L, XL) 18.00 18.00
___ T-shirt:SUSNFS*“Leonardo” (M, L, XL, XXL) 18.00 18.00
___ T-shirt: FSWings (children’'s XS, S, M; adult S, M, L, XL) 18.00 18.00
____ Tank Top Shirt: SUSNFS*“Leonardo” (M, L, XL) 16.00 17.00
__ Running Shorts: (Blue with Gold SUSNFS Logo) (M, L, XL) 16.00 17.00
___ Sweat Shirt: SUSNFS*“Leonardo” (S, M, L, XL): 30.00 30.00
___ Sweat Shirt: FSWings (M, L, XL) 30.00 30.00
___ Sweat Pants: SUSNFSLogo (S, M, L, XL): 24.00 24.00
__ Sweat Pants: NAOMI Logo (S, L, XL) 15.00 24.00
____ Sweat Pants: FSWings (S, M, L, XL) 24.00 24.00
____ Polo Shirt ¢/ FSWings (M, L, XL) (Navy Blue, White) 35.00 33.00
___ SUSNFS Patch 6.00 5.00
___ FSWings Tie 20.00 20.00
____ FSWings Women's Bow Tie 10.00 8.00
___ FS Wings *Skrunchie’ 10.00 8.00
____ Travel Mug ¢/ SUSNFS Logo 6.00 5.00
____ CD: The Ultimate Flight Surgeon Reference (TriService) 20.00 16.00
___ Naval FS Pocket Reference to Mishap Investigation 15.00 10.00
____ Sweetheart FS Wings Necklace, 14K Gold/Diamond Chip 200.00 160.00
___ Petite Sweetheart FS Wings Necklace, 14K Gold/Diamond Chip 150.00 120.00
__ Sweetheart 14K Gold Physiologist/Psychologist Wings Necklace  50.00 40.00
___ Full Size 14K Gold Flight Surgeon Wings 240.00 200.00
__ Mess Dress 14K Gold Flight Surgeon Wings 160.00 128.00
____ Refrigerator Magnet: FS Wings (price includes shipping) 2.00 1.50
SUBTOTAL

Shipping and Handling:
For al items (do not include refrigerator magnet): $4.00for 1% item, $1.00
each additional item

For jewelry items: Postal Insurance (add for 1% jewelry item only) $2.00
Membership or Subscription Renewal: years at $15.00/year

Life Membership/Subscription $225.00
Total Amount Enclosed

Nameand Address. (Isthisan addresschange? ) ASMA Member: Yes ~ No___

Name Rank , MC/IMSC, USN/R, (other) , MD/DO/PhD
Street City State Zip

Phone (W) ( ) ; (H) ( ) ; e-mail

Current Billet
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Remember to get your
SUSNFS Gedunk

byusng
theorder form
ontheinsideof theback cover

Reminder : TheAnnud ScientificMeeting of the
AerospaceMedica Associationwill beMay 16-20
1999inDetroit, Ml
Info: ASMA,320S. Henry St, Alexandria, VA 22314

Phone: (703) 739-2240; FAX:(703) 739-9652
Website: www.asma.org

SUSNFS EDITORIAL POLICY

The views expressed are those of the individual authors and
are not necessarily those of the Society of U.S. Naval Flight
Surgeons, the Department of the Navy, or the Department of
Defense.

This Newsdletter is published quarterly by the Society on the
first of January, April, July and October of each year. Mate-
rial for publication is solicited from the membership and should
be submitted via computer file on floppy disk or e-mail
attachment in Rich Text Format or MS Word ©.

Submissions should clearly indicate the author’s return ad-
dress and phone number. All submissions should reach the
Editor one month prior to the scheduled date of publication.
Correspondence should be sent to:

CAPT M.R. Valdez, MC, USN
Editor, SUSNFS Newsdletter
P.O. Box 33008
NAS Pensacola, FL 32508-3008

FAX: DSN 922-8320 COM (850) 452-8320
e-mail: code030@nomi.med.navy.mil

The Society of U.S. Naval Flight Surgeons
P.O. Box 33008
Naval Air Station Pensacola, FL 32508-3008

Forwarding And
Address Correction Requested
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