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President's Column

A lot hasoccurred inthelast year
since our meeting in Houston. Our soci-
ety has continued to mature in order to
meet our members needs and to be the pri-
mary driving force for advancementsin
Aerospace Medicine. CAPT Charles
Barker, your president elect, hastaken the
lead in making sure our society continued
to improve the process of the business at
hand. During thisyear we have seen the
following change occur in our bylaws as
approved by your executive board:

1. Cregtionof an Assstant Trea-
surer position, which will fleet up to Trea
surer. Thepogtionwill belimited to mem-
berslocated in Pensacola

2. Inclusonof dl of our Aerospace Medicine
Team at the annual awards banquet.

3. Modification of the Officer voting process
to require ball ots be submitted prior to the
annud conference.

These change will help insure SUSNFS, as an organi-
zation, can continueto mature.

Thisyear has afforded me a unigue prospec-
tive on our community from several different vantage
points. | started my tenure assigned to NOMI with my
primary goal to have NAMI return to being a com-
mand. On 26 July 2000, my last day at NOMI, NAMI
became areality again. We all need to thank CAPT
Fahey for his support and vision for the future at
NOMI. | then transferred to USNH Naplesitaly, what
achange in plans and what a great opportunity. As
many of us had challenged our local MTF to meet the
needs of the operationa forces, now | havethe ability

to make adifferenceinItaly. | chalenge
our more senior membersto seek out op-
portunitiesto crossover tothe MTF side.
Themore of uswith operationa experience
that are in positions of influence in
Claimancy 18 billets, the morewe can drive
these changes.

CAPT Natalie Willenberg will bethe
3 first full time Officer in Charge of NAMI.
Sheistaking thereinsfrom CAPT Valdez
who has been the interim OIC. Thiswill
occur 27 April in conjunction with the
graduation of the most recent Flight Surgeon Class. |
know all of you join me in congratulating CAPT
Willenberg on her salection and wish her the absolute

IN THIS ISSUE

President's Column

From the Secretary

Fromthe Treasurer

Specialty Leader (MED-23)
Aeromedical Dual Designator Pro
SUSNFS Election

Physical Standards (Code 342)
Psychiatry (Code 321)

Flea Bag (Internal Medicine)

NASA News

Safety Center

Mystery Case

Hyperbaric Medicine

RAM Corner - HIV PEP

Tetanus Shortage (MMWR)....
Alternative Medicine

More Alternative Medicine

Primary Spontanious Pneumothorax
Selected SUSNFS Merchandise Catalog
SUSNFS Renewal/Order Form



PAGE 2

THE SUSNFS NEWSLETTER

THE SocieTy oF U.S. NAvAL FLIGHT SURGEONS
P.O. Box 33008
NAS PensacoLa, FL 32508-3008
http://www.aerospacemed.org

2000-2001 Society OFFICERS

PRESIDENT
CAPT Fanancy L. Anzalone

VIcE PRESIDENT
CAPT Charles O. Barker

SECRETARY
LCDR David K. Weber

TREASURER
LCDR David C. Kleinberg

BoARD oF GOVERNORS
CAPT CharlesH. Bercier (ret.)(emeritus member)
CAPT Terrence L. Riley (00-02)
CDR Terry L. Puckett (99-01)
CDR Gerdd S. Schall (00-02)
LCDR Thomas B. Faulkner (00-02)
LT Matthew Clark (99-01)

NEWSLETTER EDITOR
CAPT Michad R. Vadez

AssocIATE EDITORS
LCDR William S. Padgett
LCDR David K. Weber

The Society of U.S. Naval Flight Surgeons is a non-profit
organization. Its purpose is to advance the science, art, and
practice of aerospace medicine and the mission of the U. S.
Navy and the U. S. Marine Corps; to foster professional
development of its members; and to enhance the practice of
aerospace medicine within the Navy and the Marine Corps.

Membershipisopentoall flight surgeon graduatesof theNaval
Operational Medicinelnstitute. Subscription membershipsare
available. Duesare $20.00 per year, or $300.00 for alifetime.
Contact the Secretary or Treasurer for more information or a
membership application form.

AprrIL 2001

best. Shewill lead our Aerospace Medicine commu-
nity through the many new challengeswith her focused
energy and broad experience.

In closing out my tenure asyour president, | am
very proud of the progressthat our society and mem-
bers have achieved. We arethe recognized leader in
not only aerospace medicine but in al of naval opera-
tiona medicine. CAPT Charlie Barker, your president
elect, is leaving BUMED 23 to become the XO at
USNH Roosevelt Roads, PR. | thank him for hisas-
sstance, energy, professionalism, and friendship and |
wish himthebestinhisnew role. CAPT Dwight Fulton
will be our new specialty advisor and BUMED 23. He
is completing a very successful tour as the OIC of
NEPMU-2 and will bring a broad based experience
from both aerospace and preventive medicine. | hope
to seedll of you in Reno and aways remember to * Get
"mUp, Keegp ‘m Up.

CAPT Fanancy L.Anzalone, MC, USN
flanzal one@naples.med.navy.mil
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From the Secretary

Grestings,

AsMA isuponus...so it
istimetolock upyour reservations
for the Aerospace Medical Asso-
ciaionannua conventionin Reno,
which is dlated for 4-10 May,
2001. SUSNFS and the Navy
Residentsin AerospaceMedicine
will besetting up aninformational
and salesbooth, sofed freeto comelend ahand...or bt
least shakeafew. Thisconvention should be agood
one.

The semi-annual Board of Governorsmeeting
took placein January, 2001. Severa changeswerepro-
posed and approved. First, an amendment to the
SUSNFS Bylawswas proposed by the Board of Gov-
ernorsand approved by asimple mgjority of themem-
bersby mailed balot to changethe Treasurer’ sposition
toatwo-year tour. Thevotethisyear will beaone-time
voteto retain LCDR Kleinberg as Treasurer for one
year and to elect anew Assistant Treasurer for atwo-
year term, who will after higher first year succeed tothe
officeof Treasurer. Thiswill providethe Assstant Trea
surer the opportunity to train for one year before as-
suming thefull responsibilitiesas Treasurer.

Other issuesthat were approved by the Board
of Governorsat the Semi-Annua meeting werechanges
to how the election process occurs. According the
SUSNFSBYylaws, the ballot period for the el ection of
new officersisto befor thirty days, and theresultsare
to betabulated before the Annual BusinessMeeting and
at that timeannounced. TheBoard of Governorsagreed
that SUSNFS should moveto returnto thispolicy, so
the newly elected Officerscan assumethelr responsi-
bilitiesat the convention, asisdictated by the Bylaws.
S0, thosewho are* Full Voting Members’ (membersof
both SUSNFSand AsMA) will berecelvinga*® snall
mail” ballotinthenext few days. If youareaFull Voting
Member and don’t receiveyour ballot, e-mail meand|
will get onetoyou. Voteswill not be accepted at the
convention, votingwill closeonMay 1, 2001. After all
thisisHorida...no Chadsallowed.

Captain Anzd oneand Captain Barker havebeen
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spearheading an effort to ensure that the All Navy Lun-
cheonisprecisaly that, All Navy. Part of that change
is how we present the SUSNFS awards at the luncheon
and how the luncheon has been viewed inthe past asa
“SUSNFS’ luncheon. Thisyear the cost of the awards
and the program will be shared with the Aerospace
Physiologist Association. All of the Navy’ s Aerospace
community leaderswill be represented on the stage, will
present their respective communities awards and help
to present the SUSNFS sponsored awards. Another
change to the All Navy Luncheon will bein the way
that the SUSNFS Awards are announced. Please come
and enjoy!

That's al for now. Once again, Kudo's to
L CDR Bill Padgett for putting together a splendid
newdletter. Heisfinishing histhird year of the RAM
program, and has my endorsement for Secretary of
SUSNFS for the 2001-2002 year.

Until next time, onward and upward. Choose
happiness over sadness, forgiveness over judgement and
may al your daysbesunny...lifeisgood!

Very Respectfully,

LCDR David K Weber, MC, FS, USNR
weber@nomi.med.navy.mil

DSN 922-9426

(850) 452-9426
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From the Treasurer

Another year has
passed and | am pleased to
inform you that we have had
a pretty good one. Sales
have been steady and the
Society continues to move
forward. We havetried to
reduce our inventory to the
items which seem to gener-
atethe greatest interest. The
result has been that we still have everything we started
with including some swest clotheswith NAOMI logos.
Y ou may have noted some sale prices, and these will
continue until theitemshaveal been sold... so get them
whilethey are hot!

Y our Society appreciates your support and we
want to encourage you to continue purchasing our
wares. Asyou probably know, by the time you read
this, the ASMA conferencewill beright around the cor-
ner. We hope to have agood turnout for thisyear’s
conference. We have had at |east one award given to
the AVT of theyear, HM1 (AW/FMF) GORDON L.
EDWARDS. Thisisone of thewaysyou asflight sur-
geons show your appreciation for the folks that sup-
port you. Y our nominations are key to the recognition
of their outstanding efforts and achievement. We have
several endowed awards each year, but the nomina-
tions come from you. Don’t forget your staff when it
comestimefor awards.

| wouldn'’t be the Treasurer without mentioning dues,
s0 here’ sthe pitch. Duesare one of the wayswe keep
the Society in business. We have had numerous calls
regarding the newdetter and find that many havelet their
dueslapse. Whilewewould liketo continue sending
the newd etter to everyone, it has become difficult to do
so for two reasons. Thefirst and most distressing rea-
son is that we get SO MANY newsletters back be-
cause of incorrect addresses. Thisissuch an easy fix.
Just send usone of your change-of-address cardswhen
you move. Or better yet, send us an e-mail when you
get your new home/duty station address. Each returned
newsletter costs us an additional $.50 when it isre-
turned, so you can imagine how quickly that builds up.
The Society spends an average of $25.00 each timethe
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newdetter goes out for mail with aforwarding address
or for returned newdetters. Please help us control costs
by sending your new address. The other problemis
that because of alapse in dues, we have had to cut
costs and opt not to send newslettersto folks whose
duesare over eight monthsin arrears. Thisalowsfor
possble mistakeswith mail handling. But for now, if you
didn’t get anewdletter, look at your last one and see
when your dues expire. If they expired, that may ex-
plain not getting the newdetter.

Due to the complexity of the Treasury, the
Board of Governors has added an Assistant Treasurer
office, atwo year position. Thereason for thischange
isto add some continuity to the office of Treasurer, a-
lowing the Assistant Treasurer to ramp up after thefirst
year. So thisyears ballot will have avote to (hope-
fully) retain mefor yet another year, and asecond col-
umn for the eection of the new Assistant Treasurer.

That isabout al | havefor now. It hasbeena
great pleasure and honor to have served you as the
Treasurer of the Society for thisyear. Thank you for
the opportunity to participate in our Society as an Of -
ficer. | have enjoyeditimmensely. “Keep those cards
and letterscoming folks,” and most importantly “KEEP
‘EM FLYIN!”

Warmest Regards,

L CDR David C. Kleinberg, MC, USNR
NOMI, Physical Qualifications

Code 42 (MED-236)
code265@nomi.med.navy.mil

DSN 922-2257 ext. 1075

(850) 452-2257 ext. 1075
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Specialty Leader
(MED-23)

“Fair Windsand Following Seas’ to CAPT Frank
H. Austin, MC, USN (Ret) on occasion of his
“third” retirement.

| would like to take this opportunity to recog-
nize and pay tribute to one of our society’s most re-
vered members—CAPT Frank Austin, MC, USN
(Ret). In November 2000, Dr. Austin was recognized
by the Aircraft Owner’s and Pilot’s Association
(AOPA) on the occasion of hisretirement, and to hear
CAPT Austin say it, “(his) third and last one.” AOPA
President Phil Boyer presented the President’ s Citation
to CAPT Austin. The plaqueread,

“Presented to Frank H. Austin, M.D.,
November 2000
In grateful recognition of nearly 50 years of
dedicated serviceto both military and
civilianaviation medicine.
Y our enthusiasm for and commitment to
aviation has benefited aviatorsworldwide.
Onyour retirement, the Aircraft Ownersand
Pilots Association honorsyour lifetime of
extraordinary contributions.

CAPT Augtin has spent the last Sx years of his
87-year lifein private practice limited to Aerospace
Medicineserving asFAA Aviation Medica Examiner
and Aviation Medica Safety Consultant. Hisfirst re-
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tirement wasfromthe U.S. Navy in 1978 after 32 years
of service. Highlightsincluded becoming aFight Sur-
geon/Naval Aviator “Dual Designator” and the first
Flight Surgeon to graduate from USN Test Pilot School
in1957. CAPT Austintrained asNASA support Fight
Surgeon and went on deployments to monitor Al
Shepard' sfirgt sub-orbitd flight from the Atlantic Ocean
ship, John Glenn’sorhita flight from the Indian Ocean,
and subsequent space flightsfrom Perth, Austrdia, and
fromHawaii. AsaNava Aviator CAPT Austin flew
over 25 different models of aircraft as solo or command
pilot and haslogged over 6,500 hoursflight timein both
military and civilian aircraft. He completed hisMas-
tersin Preventive Medicine and was certified by the
American Board of Preventive Medicine (Aerospace)
in1964. Hewaswidely known asalecturer and pub-
lisher with research focus on fatigue and stressin the
aviation environment. CAPT Austin held many execu-
tivelevel positionsin Naval Aerospace Medicine, in-
cluding Director, Aerospace Medicine, BUMED
(Code 23).

CAPT Audtin retired the“ second” timein 1994 af-
ter many years of federal service. Positionsincluded
Medical Operations Assistant for Life Sciences at
NASA Johnson Space Center from 1978 to 1980, and
Flight Surgeon at NASA AMES Research Center with
Kelsey Seybold Clinic until 1984. 1n 1987, hewas se-
lected to be the Federal Air Surgeon at FAA headquar-
tersin Washington, DC, and from 1987 to his second
retirement in 1994 CAPT Austin served as Crew Sys-
tems Engineering Manager at the NASA Space Sta-
tion officein Reston, VA. Hiswork thereinvolved hu-
man factorsin design of Space Station “ Freedom,” as
well asindesign of environmenta systems, EVA suits,
and other support systems.

CAPT Augtin has been amember of the Aeromedi-
ca Association (ass ASMA wasoriginaly called) since
1951. He has served asits President. He was also
the organizer and founding President of our Society—
SUSNFS. Hewas a so the impetus behind the orga-
nization of the International Association of Military Hight
Surgeon Pilots (IAMFSP), just recently recognized by
AsMA Council asan officid affiliate. Heisamember
of many other aviation associations and societies, awit-
nessto his continued love and commitment to aviation
and aerospace medicine.
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Heisrecipient of many awards and much deserved rec-
ognition for his outstanding contributions to aerospace
medicine over these many years.

When asked how he and his wife Anne, also 87
years old, are doing, CAPT Austin says simply,
“Pleased tobe ALIVE!” | know each of you join me
insaying to CAPT Austin and Anne, “ GODSPEED in
your ‘last’ retirement and may God blessyou both with
many moreyearswith ug”

Current MED-23 News and | ssues

MED-23
The Aeromedica Dua Designator (AMDD)

Selection Board met in December and madefinal
selectionsbased on Naval Aviation need. Congratula-
tionsto our newly selected AMDDs:

CDR Jonathan Cayle, MC

LCDRWilliamDavis, MSC

LT Gustavo Gierber, MSC

LCDR Frank Harris, MC

LCDR Edwin Park, MC

LCDR Clay Wilkins,MC
Alternatesincluded:

LT CraigBorgie, MC

CDR Mitch Brown, MSC

LCDR David Weber, MC

Graduate Medical Education Selection Board
(GMESB) selected four RAMS for 2001. Of these,
three accepted training. We are pleased to announce
that CAPT Jesse Monestersky, LCDR Wendell Mew,
and LCDR Wayne Caroleo will enter training this sum-
mer. 75internswere selected for FStraining.

A comprehensiverevison of al aviationvison
standards has been endorsed by BUMED, approved
by CNO and CMC. An ALNAV message delineat-
ing these changes most likely will be distributed by the
timeyou receivethis newdetter. Kudosto CDR Bill
Busch, LCDR Ken Uyesugi, and other members of the
Aviation Vision Standards Working Group for thetre-
mendous amount of work and excellent product!

NATOPS 3710.7 series changes have been
submitted to authorize use of The Performance Main-
tenancein Continuous Flight Operations: A Guidefor
Flight Surgeons. Both CNO and CM C have approv-
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ed itsuseby Commanding Officersin consultationwith
their Hight Surgeons. Atthesametime, thefolksinthe
Directivesshop areworking with usto assignit an offi-
cia publication number, inorder tofacilitatereferencing
it. Thiswill providethemechanismfor periodic review
andrevison.

CDR Feeksrecently represented Navy opera-
tional medicineat aPost-deployment Clinical Practice
Guidelines Toolkit Development meeting in San Anto-
nio. Thetwo-day, Army-sponsored event wasactually
thekickoff of aproject to equip clinicianswith astan-
dardized processfor eval uating deployment-relatedill-
nessesin away that both dispels misinformation and
buildstrust with the service member.

Please mark your calendarstobein Reno,
NV, Saturday, May 5, for our all-day Annual Navy
Aerospace Medicine Strategic Planning Session
before ASMA beginsMay 7. Thisyear’sthemeis
“Focuson Evaluation.” Wehavefour major goal
groups, seven strategic goals, and over 30 strate-
gic objectives with action officersfor each. This
will be a great time for sharing infor mation, for
updating each other on objectives, and for making
course corrections. It’ll also be a great time for
renewing friendships. Weare scheduled to meet
in the Genoa Room of the Nugget Hotel from 0800
- 1630. Seeyou there!

C.O.Barker
SUSNFSVicePresident

Aerospace Medicine POC's.

CAPT C. Barker, MC, USN

Phone: 202-762-3451/DSN 762-3451
Fax: 202-762-3464

Email: cobarker@us.med.navy.mil

or

CDR Ed Feeks, MC, USN
Phone: 202-762-3457/DSN 762-3457
Email: mailto:esfeeks@us.med.navy.mil,
Website: http://bumed.med.navy.mil/med23/default.htm
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MED-231

The Aerospace Physiology program met at
NAS Jacksonville (4-8 Feb) for the annual Fleet Air
Introduction/Liaison of Surviva Aircrew Hight Equip-
ment (FAILSAFE) symposium sponsored by
NAVAIR. The meeting focused on the introduction of
new and modified flight and survival equipment to the
Fleet. Aeromedical Safety Officersand engineers had
the opportunity to discuss specific issueswith and dis-
tribution Strategiesfor new equipment being sent to the
Fleet. The Awards Banquet provided an opportunity
to recognize exceptional performance. LT Dave
Buzzetti (MAG-12) received the “ Physiologist of the
Year” award. SSGT Dave Klobnock (NAVAIR
PMAZ202) received the “Robert Graham Enlisted
Award’. Mr. Barry Branham (NAWCTSD) received
the “Civilian of the Year” award, and CAPT Bob
Matthews (BUMED 231) received the “Special
Award’ for sustained contributionsto the program. Mr.
Tom Nelson, retired Naval Aviator provided spirited
remarks on his flying experiences from designation
(1956) to retirement in 1964. Hisexperiencesincluded,
rescuing acrewman after ditching, surviving 5 ‘in-flight’
enginefires, being hit by arocket and an eectrica fail-
ureat night during instrument flight. Quiteaprogram.

MILCON congtruction for new Water Survival
Training Facilities continues on schedule. Pensacola,
Norfolk and Cherry Point well underway. A decision
on Pax River has been postponed until final funding re-
quirementsfor FY 00 Navy Military Medical Construc-
tion isdetermined. The Whidbey Island project has
been moved to FY 02 and funding was move to the 02
POM request.
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The Anthropometry Working Group (AWG): Inputs
from the AWG will be solicited to determine what ac-
tion items still need to be addressed. CNATRA and
NASC have worked very hard to install aprocessthat
ensuresarcraft compatibility for dl aircrew entering the
training pipeline. A consolidation of data collection
methodol ogies and comparison to aircraft datasupplied
by NAVAIR isstill theobjective. The prime objec-
tiveisto utilizethe Digita anthropometric Video Imag-
ing Device (DAVID) for collecting human data.
DAVID sysemsare presently being used &t NAMI and
the USNA for collecting anthropometric dataon avia-
tion candidates. Aeromedical Safety Officers
(AMSOs) at TRAWINGs5 and 6 are performing air-
craft ‘fit-checks on candidates that the measurement
data cannot definitely include or exclude from aviation
duties. Digital cockpit mapping and digital * human’
mapping isthe new technology that we expect to mini-
mize the need for ‘fit-checks . Validation of the new
technology iscurrently in progress. Information on Digi-
tal Cockpit Mapping can be found at:_http://
pma202.navair.navy.mil/accom.htmi

R.A. Mathews

Aerospace Physiology/Training Agent POC:
CAPT Bob MatthewsMSC, USN

Phone: 202-762-3457/DSN 762-3457
Fax: 202-762-3464

Emal: ramathews@us med.navy.mil
Websdte: http://bumed.med.navy.mil/med23/
aeromed231.htm
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MED-233

| recently took over for HMC Tom Schaefer,
who departed for greener pastures at NAMI teaching
8409 school. Thanksfor dl of your hard work, Tom. |
have some big shoesto fill but I’m working hard for
you to get up to speed on theissues. If you need some
help or advice don’'t hesitate to call or email me.

Search and Rescue Medical Technicians (HM
NEC 8401): Action Memorandum to stand-up SAR
Med Tech “C” school at Naval Aerospace Medicine
Institute, Pensacola, FL, has been approved by
BUMED. Curriculum and program implementation
plans are being devel oped. Cost analysis currently un-
derway.

Marine Corpsissued a Universal Needs State-
ment (UNS) requesting an en route care system for ca-
sualty evacuation which would establish approximeately
30 Type Il Seahilletsfor SAR HM’s to be used for
casuaty evacuation onthe V-22 Osprey. The DOTES
working groups are currently studying the feasibility of
implementation. Thiswill probably increase your basic
leve of training to aparamedic.

Aeromedical Enlisted Program, POC:
HMC (FMF) Jeff Carter

Phone: 202-762-3450/DSN 762-3450
Fax: 202-762-3464

Email: jhcarter@us.med.navy.mil

For all of usat MED-23,

Godspeed!
CAPT CharlieBarker
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Aeromedical Dual Designator Program

The Dud Designator (Pilot/Physician) Program
began prior to WWII when a few physicians were
trained as Naval Aviatorsin order to meet the unique
human engineering needs of Naval Aviation. For the
past 50 years the focus of the program has been the
Jet community and the billets predominated in research
and devel opment activities. Although the majority of
the participants were Navy Pilots who had gone to
medical school, afew physicianswere also selected for
pilot training. That physician group included afew dua
designators like CAPT Dave Brown and the late
“Sonny” Carter who became astronauts.

. A Re R
The Dud Designator Program has recently been
updated. Animproved understanding of the rolesand
capabilities of dual-designated, aeromedically trained
officers hasled to amore precise codification of the
program. Thefundamenta intent of the program hasd-
way's been to bring scienceinto the cockpit. With that
in mind the program was expanded to include Naval
Flight Officers, as well as aerospace physiologists,
aerospace experimental psychologists, and aerospace
optometrists. Additiondly, al three aviation pipelines
(jets, helicopters, and maritime patrol) areto be repre-
sented. To reflect thischange, the name was changed
to the Aeromedica Dua Designator (AMDD) Program.

The AMDD program supports the Aerospace
Medicineinitiative by improving air warfare capability
through advanced training and research. Thiswill be
achieved by utilizing the aeromedical and operational
training and experience of the AMDD community.
AMDDs act as a bridge between Fleet aviatorsand the
medica communitiesand provideintegrated operationa
and aeromedical guidanceto the linefor the purpose
of improving mission success and safety.
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BUMED established an Aeromedical Dual
Designator Advisory Group (DDAG) to advise
BUMED, BUPERS, OPNAV, and USMC regarding
the management and gods of the program. TheDDAG
isresponsiblefor screening applicants and providing
oversight and guidance to the AMDD community.
Membership of the DDAG includes representatives
from BUMED, BUPERS, CNO N78/N789,
CNATRA, and the AMDD community. The DDAG
appointed subcommittee chairman to provide day to
day oversight of the program. CDR Schindler isthe
Operations Chairman, schindle@vx9-
1.chindakenavy.mil. CDR Buschisthe Adminigtration
Chairman, code233@nomi.med.navy.mil. CDR Bdland
isthe Training Chairman, bellandk@nsawc.navy.miil.

The governing documentsfor the AMDD pro-
gram have beenrevised. Thosearethe OPNAVINST
1542.4C, the OPNAV 3710.7R: NATOPs, and the
AMDD businessplan. Copiesof the instructions can
be found at http://neds.nebe.daps.mil/.

OPNAVINST 1542.4C specifiesthe applica-
tion procedures. BUPERSwill annually release ames-
sage to announce aformal sdlection board. Designated
naval pilots and flight officers are the preferred appli-
cants. Applicationsmust be submitted to BUMED. The
physical qualification requirements are the same asfor
designated aviators. The agelimit isno morethat 38
at thetime of beginning refresher training. Applicants
must also be a designated flight surgeon, aerospace
physiologist, aerospace experimental psychologist, or
aerospace optometrist.
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Aeromedical specidistswho do not hold ades-
ignation asanaval pilot or flight officer may apply.
Those officers who are selected for pilot or flight of-
ficer training must meet the standards for aviator train-
ing and will incur the same active duty obligation for
training. To beeligible, applicants must be 0-4 or be-
low and no older than 34 at the beginning of training.
Selection requires SG and CNO approval.

BUPERS convened aFY-01 AMDD sdlection
board. The selecteeswill enter aBUPERS approved
refresher training program or flight training as appropri-
ate. Resultsareasfollows:

: Jonathan Cayle, CDR, MC, FS, F-14A

Bill Davis, LCDR, MSC, Physiologist, AH-1J

Gustavo Gierber, LCDR, Physiologist, H-57

Frank Harris, LCDR, MC, FS, F-18

Edwin Park, LCDR, MC, FS, P-3

Clay Wilkins, LCDR, MC, FS, Army UH-1

Roderick Borgie, LT, MC, FS

Mitch Brown, CDR, MSC, Optometrist

The point of contact for questionsregarding the
gpplication processis CDR Bill Busch, the Administra:
tion Subcommittee Chairman.

CAPT DaveHiland, MC, USN
Charman,
Aeromedica Dud Desgnator Advisory Group

hilandda@cnd .navy.mil
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2001 SUSNFSANNUAL ELECTION

The 2001 elections are upon us, so it istime to consider those who have been nominated to stand office. Per the
society Bylaws, voting of officers and amendmentsislimited to those SUSNFS members who are also members of
the Aerospace Medica Association. Once ballots are made available to the membership, there isa 30-day waiting
period until thevoteisclosed. Thisyear the ballots were mailed by separate mailing on April 1, 2001. Thevote
will be closed on May 1, 2001. Theresults of the election will be announced at the 2001 SUSNFS Annual Busi-

ness Meeting in Reno, Nevada.

Listed bel ow arethe nomineesfor the offices open for e ection with thetermsof office defined in brackets.

Vice-Presdent/President-Elect
CAPT Mary A. Anderson, MC, USN
CAPT JamesR. Fraser , MC, USN
CAPT Dwight C. Fulton, MC, USN
CAPT Stephen J. Selby , MC, USN

Secretary
LCDR Bill Padgett, MC, USNR

(write-in)

Treasurer (one-year term)
LCDR David Kleinberg, MC, USNR
(*voteto retain for one year)

Assstant Treasurer (two-year term)
LT Anne White, MC, USNR
(write-in)

Emeritus M ember

RADM JamesR. Fowler, MC, USN-Ret.
CAPT R. E. Mitchdl MC, USN-Ret.

Board M ember (2001-2003)

CDR KrisM. Bdlland , MC, USN
CDR LouisE. Vabracht, MC, USNR

Board M ember (2001-2003, L CDR or Below)

LCDR David W. Gibson, MC, USN
LT Timothy O'Hara, MC, USNR

* Per the Amendment to the Bylaws passed in February, 2001 the Treasurers office is now atwo year term, the
voteto retain LCDR Kleinberg will ensure asmooth transtion and continuity. Thisisaone-time voteto fill both
positions. The Assistant Treasurer will succeed to the Treasurer after thefirst year.
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Physical Qualifications
and Standards (Code 342)

Greetings from Code 342!

My nameisLt Col Brian Parsa, and | am the
Air Force Medical Liaison Officer here at NAS
Pensacola. | am working in Code 342 with CDR
Brinker and LCDR Kleinberg, and process most of the
waiversthat you submit from the fleet. | have served
on many operationa tourswith the Air Force, most of
which have been oversess, across both the Atlantic and
Pacific Oceans. | was serving in Korea before being
honored with thisassignment.

| am very impressed intheway Navy flight sur-
geons meet the unique challengesthey face every day.
Performing the mission from an aircraft carrier isachal-
lenge most Air Force and Army flight surgeons will
never have the opportunity to experience. There are
aso many smilarities between the Air Forceand Navy.
We are all physicians, and carry the same medical
board certifications.

| am pleased to report that we are getting close
to being ableto congstently processanew waiver within
24 hours of itssubmission. Thisisaradical improve-
ment from afew months ago, and isthe result of new
technology, inter-service exchange of ideas, and alot
of hard work. In order to consistently maintainthisturn-
around time, | ask that you all be surethat waiver sub-
missionsare in compliance with the Waiver Guide, and
these submissions are sent in as one package. Were-
celve many packagesthat are glit, i.e., haf of the pack-
ageisfaxed oneday, therest sent severa dayslater.

Wemay bein different services, but are dl one
profession. | gppreciate the hard work that you are doing
and | hopeto seeyou at the ASMA Convention.

On occasion, we receive packages with ava-
riety of issuesthat need clarification. Wefrequently re-
turn these packages to you for correction. If you get a
package returned, please ensure that the flight surgeon
for that particular service member isinformed. Thisjust
helps us get the right information to the physician tak-
ing care of the patient.

A few things occur, which if corrected, can
eliminate difficultiesfor the aviators aswell as appli-
cants. First, because of the significant decreaseintime
required to process waivers (see above) we ask that
you limit requeststo “ expedite’” awaiver to only three
typesof Stuation:
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1. Flag officers

2. Hight Surgeons

3. Specid Handling

In order to assist us with the handling of your
package, itisvery important that the flight surgeon write
avery detailed history of the current problem and the
circumstances surrounding the history of the problem.
Additiondly, itisextremey important for theflight sur-
geon to paraphrase ALL REQUIRED INFORMA -
TION e.g. theresults of consults. This meansit must
include the name of the physician who wrote the con-
sult and the datefl ocation of the consult and abrief sum-
mary of the findings'recommendations.

We have researched the natura history of the
letters sent to you from BUPERS. We found that they
keep the lettersfor about two years. They weren’t able
to tell uswhat happensto them after that, i.e. whether
they are archived or destroyed. For that reason, Code
342 has been receiving acopy of those lettersfor many
years and has been storing them on the microfiche of
each aviator. Whilewe have these lettersin some cases,
we do not havethem all. It istherefore extremely im-
portant for each aviator to keep apersona copy of the
walver letter in a safe, secure place. Due to recent
changes in our process, we may not be able to con-
tinue storing those letters. So tell dl of your aviatorsto
take good care of their copy of that letter. The flight
surgeon can help by documenting the date and serial
number of the BUPERS |etter in the hedlth record. This
may facilitate |ocating the letter in the event it becomes
logt.
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If you have the opportunity to examine students from
another nation, we recommend that you not disqualify
them for routine denta ClassllI findingsunlessthey are
at significant risk for dental dysbarism. The home na-
tion hasfound them fit to fly and reversing that finding
can present sgnificant difficultiesfor the sudent and the
training command.

And now, aword from the MEA CULPA De-
partment at Code 342. Recently, we discovered an er-
ror in the information we published in the last issue of
the SUSNFS newdl etter regarding waiversfor acohol
disease (abuse/dependence). Our research tells usthat
“an AMS s not required to be submitted for an aco-
hol waiver continuance”. For all three years of after-
care, the necessary information should be annotated on
the SF 88, 93, or 6120/2. After thefirst three years of
aftercare, the necessary information should be annotated
on aBUMED approved short form. Additionally, the
initial waiver paragraph included old treatment levels
and not the new leve of acohal care.

Thecorrect information follows:

| nformation required:
1. Completeflight physicd, including Mentd
Status Exam (SF 88 and SF 93 or 6120/2).
2. Flight Surgeon’ snarrative (Hight
Surgeon’ swaiver endorsement) to include:
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3. Detailed review of all factors pertaining to
the diagnosis, including events preceding
and after the initial clinical presentation.

4, Statements concerning safety of flight, perfor-
mance of duties, potentia for recovery, and any
symptoms of comorbid diseases or sgnificant
stressors.

5. Documentation of compliance with after care
requirementsincluding abstinence, and AA
attendance.

6. Narrative Treatment summary. Seetresat
ment levelslisted below***

7. DAPA'’ sstatement documenting aftercare
including AA attendance.

8. Psychiatricevauationby aprivileged
psychiatristor clinical psychologist.
SECNAVINST 6320.24 (Boxer Law) does
not apply inthese
Cases.

9. Interna Medicineevaluation(if indicated).

10.  Commandendorsementisessential.

11. L ocal Board of Flight Surgeonsmust reference
BUMEDINST 5300.8 series.

*Please note Level 0.5 is not adequate treatment for
aviation personnel diagnosed with alcohol abusere-
guesting awaiver. They mustreceiveat least Level 1
treatment for al cohol abuse.
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ANNUAL WAIVER CONTINUANCE

| nformeation required during thethree years of aftercare:

1 Completeflight physical (SF 88 and SF 93
or 6120/2).

2. Flight Surgeon’ s statement on SF 88 and SF
93 or 6120/2: Concerning safety of flight,
performance of duties, potentia for sustained
recovery, and any symptomsof co-morbid
diseases.

3. Document compliance with aftercare
requirementsincluding abstinence, and AA
attendance.

4, DAPA’sstatement documenting aftercarein
cluding AA attendance.

5. Psychiatric evauation by aprivileged
psychiatrist or clinical psychologist.
SECNAVINST 6320.24 (Boxer Law) does
not apply in these cases.

Information required after three years of aftercare:

1 Hight physica on BUMED approved
Abbreviated Physica Exam (Short Form).

2. Fight Surgeon’ s statement on Short Form:
Concerning safety of flight, performance of
duties, potentid for sustained recovery, and any
symptomsof comorbid diseases.

3. Documentation of compliance with aftercare
requirementsincluding abstinenceand AA
attendance.
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*** Current Treatment Levels

Level 0.5-IMPACT for an acohol related ilinessor
mild acohol abuse*

Level 1-OUTPATIENT for adiagnosisof acohal
abuse.

Level 2—INTENSIVE OUTPATIENT for a
diagnosis of acohol dependence.

Level 3—DORMITORY for junior enlisted assigned
to abarrackswith a“buddy” system.
Will attend level 1 or 2 outpatient treatment and
liveinthe barracksa night.

Level 4—INPATIENT (medical ward) for thoseat risk
for withdrawad.
Will attend level 2 or 3 treatment once
medicaly cleared.

*Please note Level 0.5 is not adequate treatment for
aviation personnd diagnosed with acohol abuse request-
ing awaiver. They must receive at least Level 1 treat-
ment for a cohol abuse.

If you have any problemsthat we can solve, just
call or send us e-mail. We'll be glad to assist. Best
wishesfrom dl of usat “Code 342”.

Jeff, Brian and Dave

CDR Jeff Brinker, MC, USN
Director, Physical Standards (Code 342)
code428@nomi.med.navy.mil

DSN 922-2257 ext. 1074

(850) 452-2257 ext. 1074
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Psychiatry (Code 321)

First, aquick goodbye after amost four yearsin
NAMI>NAOMI>NOMI>NAMI psych. | am off to
be a“rea” doc again, relearning the flight surgery
trade. A hearty welcometo CAPT Tony McDonald
who will bereporting in August and bringswith him
prior experienceat NAMI psych, asResidency Train-
ing Director at Portsmouth, and extensivetraining in
addiction medicine.

Many thanks for those of you who have called
with questions and concerns and for your hard work
at thefront linesto keep our folksflying, safely. Best
wishes for continued rewarding careers.

This SUSNFSwill addressthe two subjectswith
the most questions; NAA and ETOH.

REVIEW OF NAA

The definition of NAA (not aeronautically
adapted for winged aviators and not aeronautically
adaptable for students) is:

- Thepresenceof an appropriately diagnosed
per sonality disorder, or ...

- The presence of personality traitsthat are
deemed to bemaladaptiveto safety of flight,
mission execution, or air crew coor dination.

Just not liking someone, not believing them moti-
vated, etc. does NOT meet the definition and NAA
must not be used in those situations.

For aNAA determination to be formally estab-
lished, the member must have the PD or traits diag-
nosed by aprivileged psychiatrist or psychologist. The
Aerospace Psychiatry Divisionat NAMI must concur
with the NAA recommendation (either through asec-
ond eval uation of the member at NAMI or athorough
review of al evaluationsand datafromtheflight surgeon
and command). Theflight surgeon can presumptively
diagnosethe PD/traits(like any other condition) but this
must be confirmed by apsychiatric eva uation.

A finding that an aviator isNAA MAY NOT BE
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WAIVED. Onacase-by-casebasis, theaviator whois
foundtobe NAA may bere-evauated at NAMI intwo
tothreeyearsif thefollowing criteriahave been met:

- The member must request a re-evaluation
through hig’her flight surgeon.

- Thereguest must be positively endorsed by his/
her flight surgeon and chain-of-command.

- The member must demonstrate evidence of
maturation.

- Themember must demonstrate outstanding per-
formance at positions of increased responsi-
bility (demonstrating ability to perform well
under stress).

- Themember must demonstrate that he/she has
received someform of counseling to assist with
his’her growth, maturation, and ability toded with
al stuationsin an adaptive manner.

- Themember must be out of formal counseling
for at least six monthsto demonstrate he/sheis
abletofunctionwell without the ongoing support
of acounsdlor.

- There is no further evidence of the maladap-
tive traits initially leading to the NAA deter-
mination (or new maladaptivetraits).

- Themember must voicesignificant insight into
the prior behaviors leading to the NAA deter-
mination (and what isdifferent now).

If the above criteria are met and the member is
re-evauated at NAMI, thereisno guaranteethat he/she
will befound aeronautically adapted/adaptable.

ETOH

The past SUSNFS articles on alcohol have dealt
primarily with the proper diagnosis and the waiver
requirements. Pleaserefer to your prior SUSNFS or
theNOMI websitefor current guidance ontheseitems.

This month will have a different focus. Please
take thefollowing quiz —mark either true or false.
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1. | havebeento at least one AA meetinginmy life.

2. | personally review the signed attendance cards
kept by the DAPA before recommending a
waiver for alcohol abuse or dependence.

3. I know what the “First Step” is. | can help the
aviator reframethisto minimizeresstance.

4. | understand therole of the sponsor in recovery.

5.1 know how AA defines alcohol abuse and al-
cohol dependence.

6. | havealist of thelocal AA meetings.

7. | know what theterm “open” and “ closed” meet-
ings mean.

8. | haveflipped open aBig Book at least once.

9. | know what the term, “two-stepping” means.

10. | have heard of BOAF.

If you got more than a score of 30% on this,
congrats. It isprobably better than the mgority of your
colleagues. . .OK —the point hereisnot to highlight how
little most of us know about the entity of acohol treat-
ment, recovery and AA. But, thenagain, itis. . .Alco-
hol misuse diagnoses congtitute over 50% of the waiver
requestswereview in psychiatry. All of you have sev-
erd of your aviatorsin some stage of either evaluation
or waiver process. Inageneral medical practicethe
estimate is as high as 20% of the patients have an al-
cohol misuse diagnosis (frequently not diagnosed and
not treated). It istherefore amazing, that we as physi-
cians are not taught how to be an active agent in the
effective treatment of this disease process. Can you
imagine knowing so little about the effective treatment
of hypertension, hyperlipidemia, diabetes, or Snustis?

The importance in knowing at least a modicum
about the ETOH recovery processisto be both able
to assst in an effective intervention with the aviator and
be ableto do an effective evaluation for theinitial and
annual waiver request process. We have been getting
some pretty doppy LBFS and flight surgeon statements
with the packages that can be attributed to either ex-
tremelazinessor acritica lack of understanding of what
questionsto ask. Let’'sassumeit’sthelatter. Thehy-
percholesterolemiaequivaent of what weare getting is:

“The member has been diagnosed with a
high cholesterol level. He has been taking
some pillsfor awhile and his cholesterol
levels are trending downward. A waiver
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for thisdisorder is strongly recommended.”
No joke.

So, in the effort of the education process, lets go
through the questions aboveto see if there are some
low hanging fruitsin thelearning curve.

| have been to at least one AA meeting in my
life. If you have not had the experience of attending
an AA meeting either in training, with one of your avia-
tors, or other personal experience, thereisno way you
can ask intelligent questions about their experience. If
you havean “F’ here, please contact your local ATF
and schedule yoursdlf for their “visiting professiona”
coursethat usualy lasts 2-4 days and will giveyou an
introduction to the trestment and recovery process.

| personally review the signed attendance
cards kept by the DAPA before recommending a
waiver for alcohol abuse or dependence. The re-
quired aftercare requirement of 3 AA meetings per week
thefirst year and one per week for years 2 and 3 must
be documented to bevalid. We are getting an increas-
ing number of packagesthat state, “member attending
required AA” and when we ask for the documentation
it either doesn’'t exist or documents attendance that is
much lessthan required. Please don’t jeopardize your
medica reputation (and credibility with your CO) by not
ensuring the requirementsfor thewaiver are met. The
DAPAS/SACOs have the member take attendance
cardsto their meetingsthat are signed by the meeting
secretary/rep. If thisisn't happening, fix it!

I know what the “First Step” is. | can help
the aviator reframe this to minimize resistance. It
IS, “1 am powerless over acohol and my life has be-
come unmanageable.” How many aviators do you
know that are happy admitting they have no control and
are powerlessover anything? Very few initidly. If you
can explain to them abit about AA and the 12 stepsit
can go along way toward amore successful easing into
thisvery foreign and scary world. Onething | liketo
do if they are nowhere near taking the first step as
stated, is saying something like, “Perhaps you might
agreethat you are powerlessover thefact that you have
been told you have a problem with alcohol and your

(continued on page 16)



Pace 16

(continued from page 15)
life asyou know it isnow unmanageable—i.e. can’'t

fly?

| understand the role of the sponsor in recov-
ery. For someone with the diagnosis of acohol depen-
dence, therole of the sponsor iscrucia in their recov-
ery. | am very suspect of someone without a sponsor.
The sponsor isanother AA who iswell into recovery
who actsasacombination of friend, teacher, and Gunny.
They provide support, encouragement, and aloving
kick inthe butt if needed.

| know how AA defines alcohol abuse and al-
cohol dependence. Many an aviator gets wrapped
around the axle debating the fine points of abuse ver-
sus dependence, and rebutting that they are not really
an acohalic. Play the aikido approach, step aside, al-
low them to spend their energy, and let them know that
AA considers anyone with an acohol problem one of
their own. Thefact that they are grounded is, by defi-
nition, aproblem. Period.

| have a list of the local AA meetings. If not,
how are you going to get them to one today? How
will you know about asking them which they prefer?
And, in therare case where you doubt their veracity,
when they tell you which onesthey go to you canin-
nocently state, “ Oh, that one’ sasmoking meeting—how
canyou stand it?’ — of course you have already noted
that this meeting isanonsmoking one and seewhat they

| know what the term “open” and *“ closed”

meetingsmean. Thisknowledgeisimportant for some
of the same reasons as above. Open meansthat any-
one can attend and closed meansit is only for those
who aredcohalic (remember, meaning anyonewho has
aproblem with acohol). Haveyou considered attend-
ing an open meeting with your aviator thefirs time? Or
have you been “afraid” to? Hopefully you will have
donethis—our duties as an effectiveflight surgeon don’t
end at 1630. If you are hesitant to go to one, imagine
how your aviator feds.

| have flipped open a Big Book at least once.
If you are planning adiscussion on theworks of Pushkin
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or Dostoevsky it helpsto beliteratein thegenre. Itis
good to ask the member in recovery wherethey arein
the Big Book and whether they are stuck on anything.
What step arethey on? Etc.

| know what the term, “two-stepping” means.
Y ou will occasionally get amember in recovery who
brightly tellsyou at 90 daysthey are doing greet, their
life hasturned around, and they are dready off helping
others. BEWARE!!! Frequently, thisis someonewho
took their first step and is now on their 12" (helping
others) —thus, 2-step. Morethan likely they have given
avery superficia dusting of thereally painful stepsand
aresetupfor afall.

| have heard of BOAF. Thisisone of the most
exciting tips| can give you to assist your acoholic or
abusing aviators. BOAF standsfor “Birdsof a Festher”
whichbasicdly are AA groupsfor aviators, particularly
commercia pilots. Until recently, there has been no
published location of these groups (which meet in most
magor cities). It required asecret handshake and know-
ing which regular meetings the aviators in the area
tended to go to so they might get invited to a“ Birds’
group. Thebeauty of the*Birds’ isthat they areavia
torshelping aviators. They can bresk through the usual
bravado, denial, and intellectual resistance so charac-
teristic of the acoholic aviator. The Birdsnow havea
website where the aviator can get areferral. Itis

www.boaf.org. Pleasetry it!

Please don’t hesitate to call and ask us about any
related (or unrelated!) questions.

CAPT D.J. Wear-Finkle, MC, USN
code211@nomi.med.navy.mil

DSN 922-2257 ext. 1081

(850) 452-2257 ext. 1081
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TheH eaBag

We cometo another ingtdlation of the FleaBag,
whereyou read al about the things you wish you didn't
haveto deal with, but sometimes haveto anyway. For
thisissue | thought | would discussa casethat involves
one of those issues we have to deal with on an amost
daily basis, anemia. Now anemiaisway too broad a
topic to fully discussin the confines of thisarticleso |
will not attempt to enter into a dissertation on anemia
ingeneral. Instead, | will present acase that was pre-
sented to me by one of your colleagues and point out
someinteresting lessons|earned.

JD isal19y/o SR applicant for naval aircrew.
He has no physical complaints and appears healthy in
all aspects, having recently successfully completed boot
camp. Routine aviation physca examlabsweredravn
reveding amildly decreased hemoglobin and hematocrit
of 12.6 G/DL and 37.8% respectively. Whiletheseva-
ues are not startling, they are certainly lower than the
average male so further investigation wasinitiated. Be-
cause the patient was going to PCSimminently, a“ shot-
gun” approach to the anemiawork-up was performed
so that the patient would not be lost to follow up prior
to completion of hisevauation. Iron studies(serumiron,
TIBC, percent iron saturation, and ferritin) were drawn
along with an ESR, TSH, hemoglobin e ectrophoresis,
electrolytes and renal chemistries (BUN/Creatinine).
The electrophoresis, TSH and serum chemistrieswere
al normal. Thelabsreveded iron deficiency with se-
rum iron of 30 microgram/dl (nl 49-181), TIBC of 408
microgramg/dl (nl 250-450), percent iron saturation of
7% (nl at reference lab of 13-59). However the fer-
ritin was 85 nanograms/ml (nl 21-453).
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These values|eft the clinician evaluating the patient a
little perplexed. According to the percent saturation of
iron this patient wasiron deficient, however hisferritin,
which weal know isthe body’ s storage form of iron,
wasnormal. How can he beiron deficient and have a
normal ferritin? Whilethismay seemimpossible, itis
theoretically possible. Let me explain how.

| intentionally left off the ESR value on this pa-
tient in the abovelab values. Not surprisingly, it was
elevated at 30 mmv/hr (nl 0-9). Now | cantell you that
not al clinicianswill check an ESR as part of their ane-
miawork-up, but in this case it was done to rule out
inflammation asacause of the member’ sanemia. Ane-
miaof chronic disease can cause bone marrow sup-
pressionandmay bereflected by anon-specificelevation
of theerythrocytesedimentationrate. | donotknowwhy
thispatient’ SESR was elevated as | did not have the
opportunity toevaluatehimmysdlf. | cantell youthough
that knowingall theva uesfortheorderedtestsdefinitely
hel psexplainthisotherwiseconfusingpicture.

Ferritin, aside from being the body’ s storage
form of iron, is also one of the body’s acute phase
reactants. As such, it will also be non-specifically
elevatedwhenever aninflammeatory processisoccurring,
just like the ESR. Knowing that this patient had an
elevated ESR, youwould not besurprisedtofindthat he
hasane evatedferritin. Butwaitaminute, thispatient had
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a“normal” ferritin, that doesn’ t makeany sense, right?
Wrong! Becausethispatientisirondeficient, hedoesnot
have adequate iron stores (i.e. ferritin) to mount an
elevatedresponsetowhatever inflammatory processis
occurring. Thebest hecould dowiththelimitediron
storeshehadwastoraisehisferritintothenormal level,
making it appear asthough he did not haveiron defi-

ciency. Had hisiron deficiency beenmoreseverehis
ferritinwould never haverisentonormal valuesandthe
picturewoul d havebeenmoreclear.

Therest of the story is that once the issue of
iron deficiency was cleared up the patient had
bidrectiona endoscopy which revealed healing esoph-
agitis, thelikely source of hisiron deficiency. There-
mainder of the EGD and colonoscopy were both nor-
mal. Heisnow oniron replacement and doing well.
By theway, he has been waived to begin training.

| have obvioudy left off somedetailsinthein-
terest of timeand space (aswell aspoeticlicensg). You'll
just haveto trust methat the rest of the evaluation was
adequate and that the patient was treated appropriately
oncetheiron deficiency was diagnosed. Thelessons
learned here are very important. First, if you order a
test, make sure you know why you are ordering it and

how to interpret the results. Second, if you don't un-
derstand the results, ask someone else. The consulta-
tionisfreeand it may save the patient unnecessary re-
peat tests and speed up the time to reaching a diagno-
ss. Third, iron deficiency in any male or non-menstru
ating female needsto be evaluated. Evenif theanemia
iIsmild, aslong asthere are no other historical or exam
findingsto explain theiron deficiency (vegetarian diet,
malabsorption, frequent blood donation, hemolyss, just
to name a few) bidirectional endoscopy (EGD and
Colonoscopy) isindicated. Menstruating females can
be given atrial of iron replacement if therearenot his-
torical or physical exam factorsindicating the need for
endoscopy. Don't forget to follow-up and make sure
the replacement isworking and if not to refer your fe-
male patientsfor endoscopy aswell.

That about doesit for thisissue. Remember to
call or writeif you have any questions, comments or
just want to talk about how great it isto be aFleal

Paul D. Kane

LCDR, MC, USN (Flight Surgeon)

NAMI "Fled'

code?243@nomi.med.navy.mil

(850) 452-2257 ext 1022 (DSN 922 prefix)
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CAPT DaveBrown, nava Fight Surgeon, pilot, and
astronaut mission specidist, ismaking the best of anun-
anticipated reprieve. Heand fellow Fight Surgeon-as-
tronaut CDR Laurel Salton Clark are part of the crew
of STS-107, avery medicaly oriented, Sxteen-day mis-
sionthat wasto fly thissummer. NASA recently an-
nounced that the missionwould bedel ayed until April of
2002.

Thedelay givesDave, Laurel, and therest of the
crew that much more time to perfect their mission.
And it will be an ambitious one. Medical projects
include seria exercise pulmonary functiontests; tracer
injections, with blood and urine collections to study
microgravity calcium metabolism; and studies of bone
cell culturesto augment thelatter. Daveand Laurel’s
training asmedical doctorsmakethem uniquely suited
to getting these experiments done, and doneright the
first time—important, sincetimein space is scarce.

One of the non-medical experiments will study
the nature of combustion in microgravity: just try to
imagine how aflamewould behavewith no“up,” no
buoyancy, and therefore no convection. Removal of
that major variablethat isgravity will permit formu-
lation of fundamental mathematical descriptions of
combustion hitherto impossible. And how should a
fire befought in space? One experiment will evalu-
ate the effectiveness of water mist.

Another experiment will evaluate sand particle
interaction in weightlessness, and will have applica-
tions in understanding the behavior of soil during
earthquakes, and the consequent damageto large struc-
tures, such as buildings, unlucky enough to be sitting
onthat soil.

Aswith most missions, the crew will be so busy
that the sixteen days will be over before they know
it. Andif you think such ascheduleisdifficult to fit
together, you'reright. A great dea of the prepara-
tion timeis spent coordinating and deconflicting the
many events that occur simultaneously while on or-
bit.
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Thedday itsdlf isessentially adomino effect arising
from severd factors, and servesasabeautiful example
of thecomplexity of spaceflight operations. Theorbiter
Columbia, being older than Discovery or Endeavor,
iIssomewhat heavier thanthey are— prototypesusually
are- and therefore hasamaximum payload that isafew
thousand pounds|lessthan they have. Right now, the
Internationa Space Station haspriority for theheavier
lift “birds,” and so STS-107 was assigned to Colum-
bia. Unfortunately, her recent overhaul at the Boeing
facility in Palmdale, CA, took longer than expected.
Another mission, intended to ingtal an upgrade package
in the Hubbl e tel escope, wasto follow STS-107, but
because of Hubbl €' sfinitelifespan, cannot absorb the
delay, and S0 NASA insarted that missonahead of STS
107.

Not surprisingly, what every astronaut wants to
do iswalk in space. While no EVA is scheduled in
STS-107, Daveisassigned asone of the contingency
EVA crewmembers. As the name implies, he only
getstodoit if something breaks- like the mechanism
for closing the cargo bay doors. Sincethe orbiter is
not stressed to withstand reentry with the doors open,
they can’'t comehomeif thedoorswon't close. Dave's
EVA training includes backup procedures to make
the doors close, and hewould work closely with Lau-
rel Clark in her role as space-walk coordinator in-
sidetheshuittle.

As of this writing, the 01 March deadline for
submission of applications to the biennial Navy as-
tronaut candidate selection board, which convenes
on 30 April, has passed. However, questions con-
cerning the program may be directed to CDR Rick
Smith, AEDO detailer, PERS-446B, at (901) 874-
4108/DSN: 882. My-dog-ate-my-paper sob stories
will doubtless find that tender empathy for which
Navy test pilots are famous.

CDRE. F. Feeks, MC, USN
BUMED 23B
effeeks@us.med.navy.mil
(202)762-3457 DSN 762
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Safety Center

Flight Surgeonsl mprovingAir crew Aeromedical
Threat Awar eness

Focusyour goalson Mishap Prevention not
Mishap I nvestigation

Oneof my many rolesasthe Safety Center Assis-
tant Command Surgeon involves Aviation Command
Safety Surveys throughout the fleet. Part of my in-
spection involveslooking at aircrew training and the
role that the Flight Surgeon plays within asguadron
to improve aircrew awareness of the multiple aero-
medical threats present in the aviation environment.
| have found that very few Flight Surgeons play an
activerolein teaching the required aircrew training.
The CNO through OPNAVINST 3710.7R section 8.4
has provided guidance for aeromedical threat train-
ing. Flight surgeonsaong with other membersof the
aviation medicine team are tasked to provide such
training.

8.4TRAINING

Numerous training requirements are covered in
this section. Commanding officers shall ensure
that all of the requirements are met and that all
training is documented in the NATOPS flight per-
sonnel training and qualificationsjacket (OPNAV
3760/32).

a. Adjunctive Aviation Physiology Training/ Physi-
ological Threat Briefs - Adjunctive training will
be provided by flight surgeons, aerospace physi-
ologists, aeromedical safety officers (AMSOS),
aerospace experimental psychologists, aviation
physiology technicians, and/or aircrew survival
equipment men (PRs) assigned with aerospace
physiologists. The training shall be relevant to
the operational threat and/or the training mission.
It is designed to be conducted in squadron spaces
on a more informal basis and in much greater
depth than initial or refresher training. It shall
not be considered a replacement for initial or re-
fresher NAPTP/NAWSTP training. Adjunctivelec-
tures/threat briefs typically available are listed in
Appendix E, Figure E-2.
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| havereviewed anumber of mishapsinmy yearsas
aFlight Surgeon, wherealapsein education hasbeena
contributing factor toamishap. Asaerospacemedicine
professionals, we need to be acutely awarethat our pri-
mary purpose for existence isto provide preventive
health and safety practicesto our squadrons/patients/
friends. Our roleasprofessiona educators must never
beforgotten. We are much better off spending afew
hours preparing and educating aviators on the hazards
of gpatid disorientation than weare spending many hun-
dreds of hoursinvestigating theloss of aclosefriend
whofliesintothewater whileexperiencingasomeatogravic
ilusion.

The Flight Surgeon isthe squadron expert on the
multitude of aeromedical threats and should be work-
ing with the Squadron Safety Officer, Training Of-
ficer and loca Aerospace Physiologists/ AMSOs (and
IN some cases aerogpace psychol ogists) to ensure squad-
ron training is conducted on recommended topics as
required. NAMI, for the past few years, hasbeenteach-
ing 3710 requirementsto Student Nava Hight Surgeons
and Physiologistswho subsequently must prepareand
present lectures on topicsfrom Appendix-E of 3710.
Smilarly, Aerogpace Physologistshavetraditiondly pro-
vided Physiology Enhancement Program (PEP) briefs.
Unfortunately, the Navy doesnot yet haveacentral re-
pository or peer-reviewed set of aeromedical-thresat lec-
turesdespitethisbeing oneof thestrategicgodsfor Naval
Aerospace Medicine. Fortunately, NAMI has been
working on creating these peer-reviewed PowerPoint
lectures with a lesson plan and in-depth references
that are easily accessed over the web or distributed
viaCD-ROM. Until the time when Flight Surgeons
and other Aerospace Medicine Professionals have
access to this repository, they must share with one
another their individual aeromedical threat briefs. We
can never stress enough that the knowledge and un-
derstanding of aeromedical threats will lead to the
prevention of aviation mishaps and the preservation
of thelives of patients and friends.

CDR NicholasWebster MC, USN
Assistant Command Surgeon
Naval Safety Center

(757) 444-3520 Ext-7268
nwebster @saf etycenter.navy.mil
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OPNAV 3710.7R
15 JANUARY 1997

A.Physiology Topics
Aviation Physiology
Noise and Vibration
G-Induced Loss of Consciousness and
G-Tolerance Improvement
Chemical Warfare
Biological Warfare
Radiological Warfare
Exercise
Cardiovascular Fitness
. Strength Training
11. Nutrition/Weight Control
12. Hypothermia
13. Heat Stress
14. Self-imposed Stress
15. Drugs
a. Sdf Medication
b. “lllega” Drugs
¢. Performance Enhancement
d. Stimulants
16. Alcohol
17. Fatigue
18. Survival/Combat First-Aid
19. 3710.7 (Chapter 8)

HOoOoNoOk~wWDNE

o

. Sensory Physiology
Vision
Disorientation/Misorientation (Types)
Visual Illusions/Problems
Vestibular 1llusions
Night Vision Environment
Night Vision Goggles
Laserg/Laser Protection
Midair Collision Avoidance (Aeromedical Factors)
Motion Sickness
10. Simulator Sickness
11. Visual Scanning/Blindspots
12. Target Fixation .
13. Induced Myopia (Night and Empty Field)
14. Visua Overload

CoNooU~WNED

C. Psychology/Stress

1. Stress

2. Stress Management

3. Human Factors found in Low-Level Flight
a. Nap of the Earth (NOE)
b. Terrain Following (TERF)

4. Temporal Distortion/Time Distortion

5. Situational Awareness

6. Anomalies of Attention/Complacency

7. Self Hypnosis (Performance Awareness)

8. Crew Coordination

9. Cockpit Resource Management

10. Task Saturation

11. Learning

12. Memory Improvement

13. Circadian Rhythms/Long-Duration Flights
Fatigue

14. Human Factors (General)

D. Emergency Egress/Survival/Survival
Equipment

. Aeromedical Aspects of Ejection

. Psychology of Delayed Ejection

. Emergency Egress/Ground Egress
Search/Rescue/Survival

Aviation Life Support Systems (ALSS)
. Parachuting Techniques

. Ditching/Crash Landing

. Land Surviva

Water Survival

10. Impact/Acceleration/Survivability

11. Escape and Evasion

©ONOOUTAWNE

. Specialized/Deployment Briefs
. Surge Op/Combat Stress

. Motor Vehicle Human Factors
AMSO/Flight Surgeon Roles
Predeployment Syndrome
Jungle Survival

. Mountain Survival

Desert Survival

Arctic Survival

©ONogk~wNEM

NOTES

1. Many of the above topics are interrelated and hence could behave been listed in more than one area.
2. Thislistisnot exhaustive. Aviation physiologists, aeromedical safety officers, aviation psychologists, aviation optometrists,
and flight surgeons may be able to speak on any number of other topics.

AdjunctiveTraining/Physiological Threat Briefs
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Safety Center

TheNava Safety Center at http://safetycenter.navy.mil/aviation/ hasrel eased the February 2001 updateto the
TheNaval Flight Surgeon’sGuideto Dutiesand Responsibilities. Itis22 pages. Excerptsfrom the docu-
ment are presented here:

THENAVAL FLIGHT SURGEON’S
GUIDETODUTIESAND RESPONSIBILITIES

SECONDEDITION
FORWARD

This guide was originally written in 1991 by CAPT Dave Y acavone, LCDR Charlie Barker and LCDR Andy
Bellenkes. It was written because safety surveys, at that time, indicated a less than satisfactory aeromedical
program at many squadrons. After agreat deal of feedback from young Flight Surgeons concerning their wish
for additional guidanceintheir operational duties, the Aeromedical Division of the Naval Safety Center (NSC)
developed the origina document. Unfortunately, ten yearslater not much haschanged. Accordingly TheNaval
Flight Surgeon’sGuideto Dutiesand Responsibilities has been updated by the current incumbentsat the NSC.

Thisguideisprimarily designed for the Flight Surgeon just entering operational naval aviation medicine. How-
ever, it can also serve as ageneral review for the more seasoned Flight Surgeon. This guide is written using
conversational language in the same way wewould discuss our recommendations at the time of asafety survey.
We hopethat you will find the guide both easy to read and informative. We solicit any suggestionsyou may have
for improvement in future editions.

NAVAL SAFETY CENTER COMM:(757) 444-3520
Code 14 DSN:564-3529
375 A Street

Norfolk, Virginia 23511-4399

CAPT JimFraser MC, USN Command Surgeon (CODE14)
jfraser @safetycenter .navy.mil EXT-7228

CDR Nick Webster MC, USN Assistant Command Sur geon (CODE 141)
nwebster @safetycenter .navy.mil EXT-7268

CDRRick Erickson M SC, USN Aeromedical Physiologist (CODE 142)
rerickson@safetycenter .navy.mil EXT-7230

Mr. Paul Kinzey GS-14 Systems Safety Engineer (CODE 143)
rkinzey @safetycenter .navy.mil EXT-7232

LCDR MikeReddix MSC, USN Aeromedical Psychologist (CODE 144)
mreddix@safetycenter .navy.mil EXT-7231

CDR John Schmidt M SC,USN Human Factor sPsychologist (CODE 145)

jschmidt @safetycenter .navy.mil

EXT-7229
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THE NAVAL FLIGHT SURGEON'S GUIDE TO DUTIES AND RESPONSIBILITIES
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INDEX

INDEX
INTRODUCTION
FLIGHT SURGEONAVAILABILITY:
AREYOU READILY AVAILABLE TO COMMAND PERSONNEL?
FLIGHT SURGEON PARTICIPATION:
ARE YOU SUFFICIENTLY INVOLVED IN COMMAND ACTIVITIES?
ARE YOU APPROPRIATELY ASSIGNED TO COMMAND DUTIES?
BOARDSAND MEETINGS
6.1 Standardization Boards
6.2 ThePlanning Board for Training (PB4T)
6.3 Safety Meetings
6.4  Anymouse Program
6.5 Aircrew Evaluation Meetings and Boards
AEROMEDICAL CLEARANCE PROCEDURESFOR TRACKING CLEARANCE STATUS
WRITTEN COMMUNICATIONS:
ISYOURDISSEMINATION OF INFORMATION ADEQUATE?
COMMAND READINESSMONITORING:
DOYOU ADEQUATELY MONITOR SQUADRON READINESS?
9.1 Maximum Flight Hours
9.2 Circadian Rhythm Disturbances
9.3 Weight Control
9.4 Physica Readiness
9.5 Hight Simulator Programs
9.6 Self Medication and Alcohol
9.7 NAVOSH Programs
PREVENTIVE MEDICINE/HEALTH PROMOTION PROGRAMS:
DOESYOUR COMMAND MAINTAIN ALL REQUIRED PROGRAMSAND DOCUMENTATION?
10.1 Tobacco
10.2 Alcohol abuse
10.3 CPRtraining
10.4 Suicide
ELECTRONIC SUPPORT
HUMAN FACTORSSCREENING:
DOESYOUR COMMAND HAVE PROCEDURES FOR CONDUCTING HUMAN FACTORS COUNCILSYHUMAN
FACTORSBOARDS (HFCYHFBs)?
12.1 Human Factors Council (HFC)
12.2 Human Factors Boards (HFB)
SAFETY PROGRAM ORGANIZATION:
DOESTHE COMMAND HAVE A DOCUMENTED AEROMEDICAL SAFETY PROGRAM?
SAFETY PROGRAM DOCUMENTATION:
DOESTHE COMMAND ADEQUATELY DOCUMENT YOUR PARTICIPATION IN SAFETY PROGRAM ACTIVI-
TIES?
MISHAP RESPONSE PLANNING:
AREYOU ADEQUATELY PREPARED TO RESPOND TOAN AVIATION MISHAP?
SOME FINAL THOUGHTS

Enclosure 1 Adjunctive Training/Physiological Threat Briefs

Enclosure 2 Marine Corps unit Annual Aeromedical Briefs

(continued on page 24)
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(continued from page 23)
THE NAVAL FLIGHT SURGEON'S GUIDE TO DUTIES AND RESPONSIBILITIES

INTRODUCTION

Y ou areaFlight Surgeon (FS), reporting on board asgquadron for thefirst time. Y ou may find yourself abit
overwhelmed by the nature and scope of your new responsibilities. Y ouwill find that you haveto divideyour time
between thelocal clinic/hospital and the squadron(s) to which you areassigned. Y ouwill perform physicalsand
conduct sick-call for various military and dependent personnel, not just for the peopleassigned to your squadron. Y ou
will berequired to St asamember on numerousboards (including aircraft mishap boards), committees, and councils.
Y ou'll beasked to givelectures, demonstrations, safety stand-down briefs, and act asaeromedical consultant to the
CO. You'll havetowritereportsand coordinate activitieswith thelocal Aviation Physiologist (AMSO), Aviation
Experimental Psychologist (AEP) (not located on all bases), Aviation Safety Officer (ASO), and others. You'll fly
withyour folks, obtai ning inval uable operationa experienceinvariousfleet aircraft. Y ou'll perform squadron rounds,
ensuring that your peoplearefit and ready for any contingency. Depending onthe number and size of your squadrons,
you could conceivably bethe*Doc” for over 600 people.

Sowheredoyou start? If you area“nugget”, just beginning your first tour, there’ smuch to belearned. You
have gained asuperb didactic education at Naval AerospaceMedical Ingtitute (NAMI), and assumethat you arenow
prepared to face the challenges of squadronlife. Y et thereare so many small, but vital detailsto belearned. Youare
already an aeromedical specialist, but you need to discover the practical “gouge”’ about how to run an aeromedical
program. Evenif you have had prior experienceasaFlight Surgeon, you may not beawareof dl your responsbilities
in establishing and maintaining an aeromedical safety program. To befrank, safety surveys conducted by the Safety
Center’ sAeromedical Branch havereveal ed that many Flight Surgeonsdo not redlizejust what an effective aeromedi-
ca program shouldinclude.

These surveysoriginate asan invitation from your Squadron or Wing CO. They aredesigned primarily asa
formal “technical assistance visit”, a gouge session with Safety Center personnel that can help assess your
squadron’s operational, maintenance, and aeromedical safety programs. The survey is frank and somewhat
formal, yet it isdesigned asahelp session rather than atrueinspection. Theresultsarekept within the squadron
and are confidential. The only peoplewho seethe aeromedical survey resultsarethe FS, Safety Officer, and the
CO. The Naval Safety Center retains a confidential copy for reference in the event the surveyed squadron
commanding officer callsthe Safety Center for clarification of the survey results.

This*guide sheet” comesfrom the need to informyou, the Flight Surgeon, about some of the moreimportant
lessons learned from the many (over 100) surveys conducted each year. It is meant to give you a*heads-up”
about problems encountered by your fleet colleagues, and provide straightforward approachesfor tackling your
many responsibilities. Itisapractical supplement to that which you have already learned. Wetrust it will help
make your experiencesin Navy/Marine Corps Aviation abit easier (more rewarding) and more fun.
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Mystery Case

Y ou are once again enjoying the beautiful sunny day
aboard the Navy's newest aircraft carrier now hanging
out inthe Persian Gulf. The accolades of your last bril-
liant saveare dtill ringing in your ears. Having that one-
in~a-million phenomenon so earlier in your deployment
ensurestherest of the cruise will be uneventful. Ex-
cept, thereisthat corpsman knocking again. Two guys
arein sckbay after an explosion not looking good.

Expecting terrible traumayou arrive to find the ca-
pable GMO dealing with two soaking wet folks acting
strange with confused behavior, difficulty breathing,
twitching, and pinpoint pupils. Beforeany history isre-
ceived, one of them goes into convulsions. Asthe
medical area becomes aflurry of activity, the SMC
goes off stating medical emergency in the hangar bay.

Whilethefirst two patients are being manhandled
by the anesthetist and surgeon, you and the corpsman
head to the hangar. What awaitsyou isten to fifteen
sailors with varying degrees of runny nose, drooling,
congricted pupils.

Y ou are thinking cholinesterase problem, and hav-
ing gone through the impressve NEHC Chemica/Bio-
logicd/Radiation/Environmenta (CBRE) Warfarethreet
course, you areworried. The corpsman beatsyou to
the punch, though, and voicesto all that thislookslike
the Sarin gas attack in Tokyo in 1995. Soon the ship
rumor mill has spread the word about an explosion and
nerve agent.

Decontamination and isolation plans are started,
medical isdesperately trying to deal with the casudties
but the anesthetist and surgeon are now aso symptom-
atic. CO wantsto know if thiswas anerve agent at-
tack and should the MARK 1's be used.

Areyou ready to makethe call? CDR Jay Dudley

will show that thisisn't acompletely unredistic scenario.
Prior thorough drilling isyour best hope.

(conti nued on page 26)
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Hyperbaric Medicine

Decompression Sickness:
AnUnusual Presentation

A patient presenting with symptoms of joint pain,
pardyss, numbness, or tingling would quickly be diag-
nosed with decompression sickness (DCS) after aflight
or dive. However, like any other disease process, DCS
does not ways present itself in the textbook fashion.
Many times DCSwill make personality changes not
noticeable to a physician unless he had prior knowl-
edge of the patient. Flat affect isone example of this
phenomenon. The patient may seem “flat” to the phy-
sician, but it isoften difficult to determineif thisisthe
patient’ sbaseline or if it represents achangein person-
ality. Itis, therefore, important to explorethisarea by
questioning friends and coworkers of the patient to try
to determineif there hasbeen any changeinthepatient’s
affect. The following case is one example we have
pulled from our filesto demongtrate thisfinding:

“DW” isa 25 y/o femae Navy E4 who presented
25 hours after exposureto a Type 1A Low Pressure
Chamber flight. Theflight lasted atotal of forty min-
utes with an ascent to 35,000 feet at 5000 feet per
minute and immediate return to 25,000 feet at 10,000
feet per minute. Shewas at 25,000 feet for thirteen
minutes and then began a descent to 18,000 feet at
5,000 feet per minute. Per protocol, the descent was
slowed to 2,500 feet per minute to the surface. The
patient was on oxygen throughout the flight and had
pre-oxygenated for 34 minutes prior. Shewas asymp-
tomatic during the flight, but began to experience | eft
am“heaviness’ and agenerd feding of malaiseimme-
diately after the flight. She came to the Hyperbaric
Medicine Department with these symptoms at the en-
couragement of afriend who noted increasing emotiona
lability. Onexam, the patient stated her handsfelt heavy
and shefound it hard to type. She aso stated that the
previous evening she had thrown her [aundry inthe gar-
bage can instead of the washing machine. She vacil-
lated between atearful and asomewhat flat affect. She
seemed overly concerned about the possibility that any
treatment might interfere with an upcoming specid lib-
erty. Themedical history was significant for monthly
headaches. The physical and neuro exams were nor-

(continued on page 27)
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(continued from page 25)
Another Mystery Case, cont.

Thefollowing isatrue scenario that demonstrates
that CBR training and continual MRT drillswill pre-
pareyour CVN medical department for potential mass
casualties.

At approximately 2130 a high-pressure hydrau-
lic valve on the number 2 deck edge elevator rup-
tured aerosolizing 300 gallons of a particular type of
hydraulic oil caled Fyrquel at 3000 psi. This hy-
draulic oil isawater-solublelubricant that has phos-
phate additives. Do any of our readers remember
where el se you may run into a phosphate ester prob-
lems? You guessed it - Chemical Warfare Nerve
agents or insecticide exposure.

Our initial medica involvement began when 2
sailors presented in dungarees saturated with oil from
head to toe, and another Chief Petty Officer who
donned an EEBD to extract these individuals from
the compartment wheretheleak occurred. While per-
forming asimultaneous primary assessment for trau-
matic injuries and obtaining an occupational/medi-
cal history the 5SMC (the ship’s public address sys-
tem) alerted to an “incident” in the hanger bay. As|
ordered 2 corpsmen to begin Decon procedures in
the Ward showers for decontamination | also called
for my Preventive Medicine Techto pull uptheMSDS
for this “Fyrquel” material the sailors said was in
the deck edge elevator.

| left with the primary response team of theday to
the hanger bay to asses the situation. When we ar-
rived, the hanger bay divisional doors were being
closed to isolate a thick white/gray vapor cloud,
which was engulfing the entire bay. Whiletrying to
access the casualty possibility, | was called on the
“Brick” (Walkie-Takie) from my Preventive Medi-
cine Techthat informed my that Fyrquel was* aphos-
phate-ester compound, which could possibly exert
cholinesterase activity” Great!!! A huge vapor cloud
wafting through the hangar bay exposing more than
45 sail orsto an organophosphate-like vapor of unde-
termined concentration. We began the*herding pro-
cess’ of getting all these potential patients headed
toward Main Medica for evaluation, Decon, and
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possibletreatment if necessary. Out of thisentire herd
two patients (who were the closest to the valve when
the oil wasvaporized) devel oped symptomsof blurred
vison, excessvesdivation, nausea, abdomind painand
bradycardia Patient number 1 wasquickly trested with
1 mg of Atropinewithimmediate symptom improve-
ment. Patient number 2 presented with all of thesesigns
and symptomsrequiring theuse of both Atropineand 2-
PAM Chlorideautoinjectorsprior to symptomimprove-
ment.

During their ICU admission atotal of 4 mg's of
Atropinewas used on Patient #1. Patient # 2 received
atotal of 2mg’ sof Atropine and the single dose of 2-
PAM.

Thisreal-lifeexercise proved intellectually stimu-
lating aswell as satisfying by showing that our medi-
cal staff could handlea”mass casualty” situationwith
composed skill and quality patient care. It just goes
to show you that you never know in which student
Flight Surgeon class you can get away with falling

asleep!

CDR Jay S. Dudley MC, USN (FS)
Director, Medical CorpsProgram
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(continued from page 25)

ma including the mini mental gatusexam. Strength, sen-
sation, and dexterity were completely intact. No other
symptoms were found except the patient’ sfedling that
something wasn't quite right and the friend’ sinsstence
that thiswas not the way the patient normally acted.

It would have been very easy for the physicianin
this caseto chak the symptoms up to anxiety about the
possibility of treatment and a missed out-of-town trip.
Instead he chose to treat the patient in the hyperbaric
chamber despitethefact that her symptomsdid not pro-
vide for amore typical presentation of DCS. Inthis
case, it wastheright thing to do. During the second
02 period the patient “brightened up” and dl of her sub-
jective symptoms disappeared. She became more
cheerful, optimistic, and much more responsiveto the
chamber crew. Her friend consdered thischange are-
emergence of the patient’ strue persondity.

Of coursg, it is easy for us to treat someone be-
causewe have achamber on site. Thedecision to treat
apatient with thistype of presentation becomes much
more difficult in adeployed situation where the treat-
ment would require an emergency MEDEVAC and loss
of limited personnel assets. However, such apatient is
just as needful of treatment as one who displays more
classic symptoms, and must be managed accordingly.

LT DaveAnderson, NC, USN
Hyperbaric M edicine Department
@nomi.med.navy.mil

DSN 922-3269/3409

(850) 452-3269/3409
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RAM Corner

Post-Exposur eProphylaxisfor HCWsExposed
toHIV

Introduction

Health care workers (HCWSs) with occupational
exposuresto blood and certain other infectious body
fluids of a patient with HIV infection are at a small
but definite risk of contracting HIV infection. The
Centers for Disease Control (CDC) has studied 52
US HCWs with documented HIV seroconversion
through June 1997 [1]. Also, the CDC has docu-
mented 114 episodesin USHCWswith possible oc-
cupational HIV transmission in which workers re-
ported no other risk for HIV occupational transmis-
sion but aspecific exposure was not documented [1].

Post-exposure prophylaxis (PEP) with zidovudine
(ZDV, AZT) after asignificant HIV exposurereduces
therisk of occupationa HIV seroconversion by 80%
[2]. TheCDC haspublished guidelinesfor HIV PEP
that are considered to be standard of care. Hospitals
arerequired to post-exposure plansthat include PEP
with antiretroviral agents by OSHA. A representa-
tive Navy instruction is used at Naval Hospital
Pensacola, NAVHOSPPNCLAINST 6220.10D: “20.
f. The employee will be offered post exposure pro-
phylaxis in accordance with the current recommen-
dations of the U.S. Public Health Service and CDC
guidelines.”

Objectives

Therefore, it isfelt that Senior Medical Officers
(SMOs) afloat (CVN, CV, LHA, LHD, etc.) should
be ableto devel op, implement, and supervisean HIV
post-exposure prophylaxis program. Members of
medical department should beableto : counsel health-
care workers (HCWs) about the risk of HIV infec-
tion from exposures to needlestick injuries, skin ex-
posures, and mucous membrane exposures,; assessthe
HIV risk of an exposure to a HCW and plan appro-
priate post-exposure prophylaxis (PEP); and under-
stand the use of antiretroviral drugs and monitoring
for adverse effects during PEPin HCW.

(continued on page 28)
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(continued from page 27)
Definitions

A health careworker isany person whose activi-
tiesinvolve contact with patients, blood, or other body
fluids. Medical department personnel, public safety
workers, and volunteers are all considered to be
HCWs. On ships, every sailor or marineisin effect
aHCW when he or she providesfirst aid to injured
shipmates.

An exposureisany incident that placesaHCW at
risk for HIV infection. Exposuresinclude percutane-
ousinjury, contact of mucous membrane or nonintact
skin, contact with intact skin of prolonged duration
or extensive area of infectiousblood, tissue, or body
fluids.

Body fluids implicated in transmission of HIV
areblood, semen, vaginal secretions, and other body
fluidswith visible blood. Fluidswith undetermined
risk for HIV transmission are CSF, synovial, pleural,
peritoneal, pericardial, amniotic fluids.

Risk Factors

Risk factorsfor HIV transmission arelarge quan-
titiesof blood. Examplesinclude devicesvisibly con-
taminated with blood, needlesplaced directly invein
or artery, and deep injuries. The source patient risk
factors are terminal illness and higher viral loads.
Persons with primary HIV infection, or acute
retroviral syndrome, have very high viral loads dur-
ing the first six to 12 months of infection. Hollow
bore needles are more likely to transmit HIV than
solid needles or sharps because of the higher vol-
umes of blood contained in the lumen of hollow
needles. In the 52 documented episodes of HCW
seroconversion, 47 episodes involved exposure to
HIV-infected blood and 45 involved percutaneous
EXPOSUres.

Effectiveness of HIV PEP

A retrospective case-control study by the
CDC and British and French health authorities dem-
ongrated that ZDV post-exposure prophylaxisreduces
the risk of HIV infection in occupationally exposed
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HCWSsby 79%[2]. Without PEP, therisk of HIV in-
fectionfollowing percutaneousexposureis0.3%. There-
fore, therisk of HIV infection with PEP would be ap-
proximately 0.06%. Therisk of HIV infectionfollowing
mucous membraneexposureis0.09% without PEPwith
presumably an 80% reductionin risk with PEP.

Failureof PEPwith ZDV hasbeenreportedin at
least 14 cases. Thereasonsfor failureof PEPareZDV
treatment in the source patient, hightiter and/or highin-
oculum exposure, and delayed initiation or short dura
tion of PEP.

M anagement of Exposed HCWs

Health care facilities should have written proto-
colsfor reporting, evaluation, counseling, treatment
and follow-up of exposures. Key componentsare ex-
posure-control plans, access to clinicians during all
working hours, and accessto PEP.

The exposure report should include enough in-
formation to determine the need for PEP and then
document management. The componentsare: dateand
time of exposure; details of procedure being per-
formed; details of exposure; details about exposure
source; and details about counseling; post-exposure
management; and follow-up.

Immediate treatment of the exposure site consists
of soap and water cleansing of the skin and flushing
mucous membraneswith water. Laboratory evalua-
tionincludesHIV antibody at baseline, three months,
and six months. Pregnancy testing isrequired if the
statusisunknown.

Deter mination of the Need for Chemoprophylaxis

= ) T = T
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The three steps in determination of the need for
chemoprophylaxisfollow:

Step 1- Determinethe Exposure Code (EC)

EC1 Qmal EouL drnpg short duration
EC2 Largeor Severd drops, splash, or long duration
Less Severe | Solid needle, superficial scratch
EC3 More Severe| Hollow needle, deep puncture, visible
blood, [V

Step 2- DeterminetheHIV StatusCode (HIV SC)

HIV negative

HIV SC1 Lower titer exposure | Asymptomatic, high
CD4

HIV SC 2 Higher titer exposure | AIDS, primary HIV,
highvira load, low
CDA4 count

HIV SC Unknown

Step 3- Determinethe PEP Recommendation
HIVSC1 HIV SC2

EC1 | Norecommendation |Consider basicregimen

EC2 | Recommendbasic Recommend expanded regimen
regimen
EC3 | Recommend expanded| Recommend expanded regimen
regimen
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The basic regimen consists of two nucleosidere-
verse transcriptase inhibitors (R-RTIs), zidovudine
(ZDV) 300-mg PO bid and lamivudine (3TC) 150
mg PO bid for four weeks. The combination drug,
Combivir (ZDV 300 mg/3TC 150 mg), isfrequently
used for convenience. The expanded regimen con-
sists of the basic regimen plus a protease inhibitor
(P1), either indinavir 800-mg PO tid on an empty stom-
ach or nelfinavir 750-mg PO tid with food, for four
weeks. If PEP is recommended, it should be initi-
ated within two to four hoursafter the exposure.

The most significant side effect of ZDV isbone
marrow suppression occurring about four weeks af -
ter initiation of therapy. Theanemiaand neutropenia
will quickly recover after removal of ZDV. All of
thesedrugsmay cause hepatitis. Nelfinavir may cause
diarrhea. Indinavir can cause nephrolithiasis with
chronic usage. Protease inhibitors as a class can ex-
acerbate diabetes mellitus and cause hyperlipi-
demia.
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L aboratory testsshould bemonitored at basdline
and every onetotwoweeks. CBC, differentid, platelet
count, sertumAST or AL T, and creatinineareroutinely
monitored. Glucoseand serum lipidsaremonitored if
therearesgnificant risksfor diabetesand hyperlipidemia

repectively.

H1V Antibody T esting of Sour ce Per son

HIV antibody testing of the source person should
be performed as soon as possible in order to deter-
mine the need for PEP and to avoid the administra-
tion of unnecessary chemoprophylaxis. Rapid HIV-
antibody testsareincreasingly being used by civilian
hospitals. The SUDS® Rapid HIV Test (Single Use
Diagnostic System for HIV) by Murex Corporation
(Norcross, GA) provides results in 15-30 minutes,
has sensitivity and specificity smilar to EIA, and costs
$6-10 per test kit. The SUDS? Rapid HIV Test is
performed on venous serum or plasmaand requiresa
lab with acentrifuge.

Conclusions

HCWs have a small but definite risk for HIV
seroconverson through occupationa exposure. Four oc-
cupationa exposuresto HIV inthe Navy werereported
In1999[3]. Antiretrovirasareeffectivein preventing
HIV infection after exposure. Eventhough dl sallorsand
marinesarerequired to have anegative HIV antibody
test prior to deployment, sailorsand marines placethem-
selvesat risk for new HIV infections. Therewere71

(continued on page 30)
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(continued from page 29)

new HIV infectionsin sailorsand marinesin 1999
[4]. If anew HIV infection occursduring adepl oyment,
the recent seroconverter would haveahighviral load
during the primary HIV syndromeresultinginanin-
creased risk of transmission viaoccupational exposure
and other routes.

Recommendations

The SMOs of aircraft carriers are in idea positions to
develop and implement comprehensive HIV post-expo-
sure prophylaxisprogramsfor their ships. Capabilitiesto
rapidly test source patients with the SUDS® Rapid HIV
Test would enhance a PEP program. Antiretrovirals for
PEP should be available on the ships. Onestrategy would
beto start acruisewith three 28-day courses of the ex-
panded regimen. Onecoursewouldinclude56 Combivir
tabletsand 84 Nelfinavir 250-mg tabletsor 56 400-mg
Indinavir tablets. Arrangementswith shore-based MTF
pharmacies could be pursued to havetheantiretroviras
packaged so that they could bereturned to the source
pharmaciesfor later useif the seals on the packages
were not broken.

THE SUSNFS NEWSLETTER

AprrIL 2001

References

1) CDC. PublicHedth Serviceguiddinesfor theman-
agement of health-care worker exposuresto HIV
and recommendationsfor post-exposure prophy-
laxis. MMWR 1998;47(no. RR-7):1-28. <http://
aepo-xdv-www.epo.cdc.gov/wonder/prevguid/
m0052722/m0052722.htm>

2) CDC. Case-control study of HIV seroconversion
in hedlth-careworkersafter percutaneousexposure
to HIV-infected blood — France, United Kingdom,
and United States, January 1988-August 1994.
MMWR 1995;44:929-33.

3) Naval Medica Surveillance Report, Vol. 2,No. 4/
Oct - Dec 1999.

4) Naval Medica Surveillance Report, Vol. 3,No. 2/
Apr - Jun 2000

CDRR.Wesley Farr, MC, USNR
Resident, Aerospace Medicine
rwfarr@nomi.med.navy.mil




APrIL 2001 THE SUSNFS NEWSLETTER Pace 31

Morbidity Mortality Weekly Report
March 16, 2001 / 50(10);189-190

Notice to Readers: Update on the Supply of Tetanus and Diphtheria Toxoids and of Diph-
theria and Tetanus Toxoids and Acellular Pertussis Vaccine

During thelast quarter of 2000, the U.S. Public Health Servicelearned of ashortage of tetanusand diphtheriatoxoids
(Td) and tetanustoxoid (TT) resulting from decreased production of these vaccines by thetwo U.S. manufacturers.
Previoudly published recommendationsoutlined prioritiesfor useof thelimited supply of Tdand TT (1) . Theshortage
was expected to be resolved by early 2001; however, on January 10, 2001, Wyeth Lederle (Pearl River, New
Y ork)* announced it had stopped production of tetanustoxoid-contai ning products. Although asmall amount of Tdis
produced by the University of Massachusettsfor local distribution, Aventis Pasteur (Swiftwater, Pennsylvania) isnow
the solenationwidedistributor of Tdand TT. AventisPasteur isshipping limited quantitiesof vaccineto assureawide
distribution of availabledoses.

I n accordancewith previousrecommendations, priority will begivento clinicsand hospital sthat treat acute wounds,
continuing to prioritize Tdand TT usewill be necessary until suppliesarerestored. Clinicsand hospitalsin need of
vaccinefor wound care should call AventisPasteur, tel ephone (800) 822-2463. Aventis Pasteur isincreasing the
amount of Td production. However, because of thelong production timerequired, the shortage isnot expected to be
resolved for 12—18 months.

In addition to Wyeth L ederle discontinuing production of itstetanusand diphtheriatoxoidsand acellular pertussis
vaccine(DTaP; ACEL-IMUNE®), Baxter Hyland Immuno V accines (formerly North American Vaccine, Inc.) (Bal-
timore, Maryland) isnot producing itsDTaP vaccine (Certiva™). Aventis Pasteur and Glaxo SmithKline (Philadel-
phia, Pennsylvania), producersof Tripedia® and Infanrix™, respectively, aretheremaining suppliersof DTaP. On
March 7, 2001, the Food and Drug Administration approved anewly formulated version of Tripedia® in one-dose
viaswithout preservative and with only atrace amount of thimerosal. Approval of thisvaccine should improvethe
supply of DTaP.

DTaPvaccineisrecommended asafive-dose series: threedosesgiventoinfantsat ages 2, 4, and 6 months, followed
by two booster doses at age 15—18 months and at age 4—6 years. Some vaccine providersmay havedifficulties
obtaining sufficient suppliesof DTaPtovaccinatedl childrenintheir practices. If providershaveinsufficient quantities
of DTaP, prioritiesshould begivento vaccinating infantswith theinitia threeDTaP dosesand, if necessary, to defer the
fourth DTaP dose. However, children should be vaccinated with al other recommended vaccinesaccording to the
Childhood Immunization Schedule (3)". When adequate DTaP suppliesare avail able, providers should recall for
vaccination all children who did not receivethefourth dose of DTaP. If suppliesare sufficient, children aged 4—6
years should be vaccinated in accordance with existing ACI P recommendationsto assureimmunity to pertussis,
diphtheria, and tetanus during the el ementary school years. CDC iseval uating the situation, and more guidance will be
provided should substantial supply problemsoccur.

References
1  CDC. Shortage of tetanus and diphtheriatoxoids. MMWR 2000;49:1029—30.
2 Advisory Committee on Immunization Practices. Pertussis vaccination: use of acellular pertussis vaccine among infants and young children—recom-
mendations of the Advisory Committee on Immunization Practices. MMWR 1997;46(no. RR-7).

3 CDC. Recommended childhood immunization schedule—United States, 2001. MMWR 2001;50:7—10,19.

* Use of trade names and commercial sourcesisfor identification only and does not imply endorsement by CDC or the U.S. Department of Health and Human
Services.

T Children traveling to a country where the risk for diphtheriais high should be vaccinated according to the Childhood Immunization Schedule. Travelers may be
at substantial risk for exposure to toxigenic strains of Corynebacterium diphtheriae, especially with prolonged travel, extensive contact with children, or
exposureto poor hygiene. High-risk countriesinclude thefollowing: Africa—Algeria, Egypt, and sub-Saharan Africa; Americas—Brazil, Dominican Republic,
Ecuador, and Haiti; Asia/Oceania—Afghanistan, Bangladesh, Cambodia, China, India, Indonesia, Iran, Irag, Laos, Mongolia, Myanmar, Nepal, Pakistan,

Philippines, Syria, Thailand, Turkey, Vietham, and Y emen; and Europe—Albaniaand all countries of theformer Soviet Union.
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ALTERNATIVE MEDICINE:
Dietary Supplements & Drug Testing

Use of dietary supplements is not authorized in Naval
flight personnel. Thisinformation isprovided for educational
purposes only. For additional information on the risks of
dietary supplements, see” Dietary Supplements’ , The SUSNFS
Newdletter, October 2000. Vol XXIV, Number 4, pp. 25-26.
Additional information can also be found at http://

www.medl.com

Thank you for the many email questions and
commentsthat | received after my previousarticlesre-
garding dietary supplements. Inthisissuel will address
oneof themost common questionsthat | have received.

Q Can“legd” supplements causeasailor to“pop
positive’ onurindyds?

A The short answer isunlikely, but “possble” To
my knowledge, routine squadron urindysisdrug screen-
ing does not test for dietary supplement use. There
have been anecdotal reports of individuals popping
positive for amphetamine use after using stimulant-based
supplements. These supplementsusualy contain ephe-
dradkaoids. (Some popular brands of ephedrine con-
taining supplementsinclude Ripped Fud, Ultimate Or-
ange, and Metabolife.)

Users of the Nutiva line of supplements
(www.nutiva.com) may also test positive on urindysis.
The Nutiva products are manufactured from hempseed
and may cause usersto “pop positive” for marijuana
use.

Since supplements are not regulated like phar-
maceuticals, it is hard to know whether a particular
batch of a supplement could be contaminated with an
illegd substance or anindividua wasusing both anille-
gal substance and alega supplement. The command
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ing officer must decide how adjudication of sailorswho
“pop positive” and only claim use of legal supplements
should be handled.

One practical approach to handling thisat the
sguadron level isto work with your urinalysis coordi-
nator and ask them to have membersreport al supple-
ment/vitamin use on the urindysis sample sheet. Most
urinalysis reporting sheets have a place for reporting
prescription drugs. Just use the same space to have
the sailor document any supplements or vitaminsthey
areusng.

Thiswill achievetwo things

1. ltcanpotentidly help protect the member if they
“pop positive’. Sincethe member could bere-
tested with and without the use of the reported
supplementsto seeif the supplement or apos-
sible contaminant caused the positivetest.

2. It providesauseful informd snapshot of supple-
ment use and trendsin your squadron.

| have found that stimulant supplement useisoften high
among younger fitness-oriented ground personnel and
amongst personnd trying to reduce their weight around
thetime of PRT weigh-ins. Supplement useisnot au-
thorized in naval aircrew, so onewould not expect to
see many supplementslisted by personnd inaflight sta
tus. But don't be surprised tofind arcrew listing supple-
ments when they pee that they neglected to mention at
their last flight physica. Thereremainswidespread con-
fusion about what isand what is not a supplement and
what is“banned” for nava aircrew.

| generally tell sailorsthat if they are not sure
whether what they aretaking is asupplement or not,
they are better off just listingit. Itwon’t hurt tolist it
(except arcrew, sinceit isnot authorized).
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Asapersond example, when | don’t havetime
to eat abalanced medl, | will occasiondly drink Slim-
Fast asameal replacement. | noticed that after drink-
ing Cappuccino flavor Sim-Fast, my urine smellslike
coffee. (I'mnotjoking... youcantry it yourself!) So
| will write Slim-Fast in the drug space on the urinaly-
sis reporting sheet. Slim-Fast also contains small
amounts of zinc, slenium, chromium, manganese, and
other mineralsand is not regulated like a pharmaceuti-
ca, 0it could have potential contaminants.

| will try to answer other commonly asked
guestionsin upcoming issues. So keep sending your
emailsto: paulantony@usanet

Many of your emailswere regarding the Navy
aeromedica supplement policy. Some thought the cur-
rent policy wastoo restrictive, others not restrictive
enough. Although | welcome your comments, aero-
medical policy decisonsare formulated by the NAMI
Aeromedical Advisory Council (AAC). NAMI Code
42 (CDR Jeff Brinker, code428@nomi.med.navy.mil)
servesaschair of the AAC and | would encourage you
to copy him on any comments regarding aeromedical

policy.

L CDR Paul Antony, MC, FS, USNR

SME Alternative Medicine

Flight Surgeon

Marine Helicopter Squadron One (HM X-1)

-_‘-.r.
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More Alternative Medicine

Causal or Coincidence?
Dietary Supplement Useand Bleedingin TwoPatients

| “Dietary Supplement” use hasbeenontherise
inthe US since Congress passed the Dietary Supple-
ment Health and Education Act (DSHEA) of 1994.
That Act restricted the Food and Drug Administration
(FDA) from regulating these products (heresfter called
supplements) aslong the manufacturer [abeled and mar-
keted them as such, and made no clamsthat the product
would treat or cure any disease or illness. These prod-
uctsinclude vitamins, minerds, herbas, hormones, pro-
teins, ergogenic aids, and productsthat contain combi-
nations of these,

Supplements do not have to be proved safe or
efficacious nor do they have to meet set quaity control
standards before they are marketed aslong as manu-
facturers avoid making the previoudly stated claims.
Manufacturers can state that an herb affects a body
structure or function, however. For example, product
promotional material and packaging cannot make the
clamtotreat or prevent benign prostatic hypertrophy,
but it can assert promotion of urinary tract health.

Inschool hedth professonasreceivetrainingin
pharmacology and toxicology. Hence, flight surgeons
and other physicians are aware that when the intake of
asubstanceresultsin aphysiological effect in the body
that isbeneficial or therapeutic, that effect isn’'t neces-
sarily generated inisolation. Other consequentia effects
of the same or other physiological actionsthat arealso
mediated by that substance have potentid to be adverse.
Like the primary effect, whether these “side” effects
manifest clinically depends on such variables asdosage,
absorption, metabolism, excretion, interactions, timing
and/or factorsuniqueto theindividua. Thesebasic prin-
ciplesare characteristic of al substances whether pre-
scription drug, OTC drug, or supplement. If asupple-
ment acts in the body to create a physiological effect,
then there are potential adverse consequencesto the use
of these products, including direct adverse/side effects
and physiological interactionswith other substances
such as other supplements and/or prescription medica
tions. Redligtically, the best drug isasubstance that ex-
ertsaclinicaly therapeutic effect and subclinical addi-
tiond effects.
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Theterm “naturd” isvirtually meaningless, ex-
cept asamarketing term, when referring to agents that
areto betakeninterndly. Thereisnothing inherently safe
or superior about a substance merely because it was
synthesized by abotanical’ s manufacturing infrastruc-
ture vice aman-madefacility. Teleologicaly speaking,
plants and herbs did not evolvefor the purpose of pro-
viding humanswith therapeutic agentsto fight disease,
though in some well-known, fortunate cases, e.g., digi-
talis products used in CHF, we have had good fortune.

In many cases, western scientific scrutiny is
providing aculturaly legitimate reason to look further
into the clams of benefit of some herbalsand other sub-
stances that are categorized under the “ supplement”
umbrella. But like many prescription and OTC drugs,
many of these supplements could prove double-edged
swordsif not used with gppropriate care, that being quite
undefined for many of these products.

Thefollowing casesillustrate why Fight Sur-
geons should be aware of the use of supplements by
their patients and must consider the possiblerole of a
supplement inthelr patients' pathology.

Case Reports:

Case (1): A 37 year old male jet mechanic diagnosed
with hypertension and hypertriglyceridemiawas started
onlignopril 10mg PO QD. At follow up onemonth later,
the patient exhibited good blood pressure control and
reported tolerating the medication well. However, he
also reported that he had experienced three episodes
of spontaneous epistaxis since starting the medication.
Each episode occurred unrelated to physical activity or
trauma. In fact, onset had occurred in two instances
while hewas ditting on his sofain the evening watching
TV. On further questioning he reported that at the same
time he started the blood pressure medication he had
also started taking a concentrated garlic extract tabl et
daily to reduce hisserum triglyceride level, having been
told that it was effective for that purpose by afriend.
No other reason for these episodes was uncovered. The
patient was instructed to stop taking the garlic extract
and follow-up with the flight surgeon right away if the
bleeding episodes persisted, otherwise to return for
blood pressure follow-up in one month. The patient e -
ther chose not, or neglected, to follow up and waslost
to follow up dueto histransfer to another duty station.
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Case (2): A 46yo maecivilian contractor aircrewman
reported on hisannua flight physical in May, arecent
diagnosis and successful treatment of ulcerative colitis
(UC) by acivilian gastroenterologist. He stated that he
started having episodes of abdominal pain and bloody
diarrheathe previous Thanksgiving holiday weekend
and these episodes |ed him to seek the medical atten-
tion that ultimately resulted in the UC diagnosis. He
stated that he had never previously had bloody diar-
rheaand the only prior abdominal pain he had experi-
enced was associated with consuming dairy products
and resolved when helimited hisdiet of these. Thedi-
agnosis of UC was made with a barium enema show-
ing the classic * cobblestone’ appearance characteritic
of the condition and colonoscopy. He was started on
mesalamine in January and by early February hisab-
dominal pain and bloody diarrheahad completely re-
solved.

Having diligently listened to asafety standdown
presentation on Dietary Supplements by the author the
day prior to hisflight physical, the patient reported that
he had started taking a daily combination regimen of
garlic, vitamin E and ginkgo bilobain August or Sep-
tember preceding the Thanksgiving onset of bloody di-
arrhea. Coincident with his January UC diagnosisand
initiation of mesalamine treatment, he had stopped tak-
ing the supplements. He had not resumed taking the
supplements up to the time of the exam and had had
NO recurrence.




APrIL 2001

Discussion:

A search of ‘theliterature’ revealsthat garlic, ginkgo
biloba and vitamin E have each been reported to re-
duce the effectiveness of the coagulation cascade un-
der certain conditions. Most of the concern has been
directed toward those individualswho have coagulation
deficiencies, chronicillness or are on anticoagulation
therapy. Consder thefollowing exerpts:

“Since garlic reduces blood-clotting time, persons
taking aspirin or other anticoagulant drugs should
avoid eating large amounts.” @

“Vitamin E prolongs bleeding time and should not be
used by anyone on anticoagulant medication or with
bleeding problems. Those taking aspirin should consult
their physician before taking large dosages of vitamin
E.”@ And, “peopleusing large doses of vitamin E, as-
pirin or blood thinning medication should inform their
physician before using ginkgo because of possible pro-
longed bleeding time and increased risk of hemor-
rhage.”®

Inastudy of micetreated with ginkgo toinves-
tigate its possible neuroprotective effectsin treating is-
chemic stroke the authors said of the herbal, “ Ginkgo
bilobareduced stroke infarct volume by 35%, but very
high doses appeared to be associated with greater risk
of intracerebral hemorrhage.”® Other authors have
stated, “Ginkgo ... inhibits platelet aggregation, in-
creases prostacyclin synthesis, and antagoni zes plate-
let-activating factor (PAF). Thisresultsin prolonged
bleeding time. There have been case reports of spon-
taneous subarachnoid hemorrhages in persons using
ginkgo. Patients on blood thinners of any kind
(Coumadin or ASA) should not use ginkgo biloba.” ®
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The effects of a standardized Ginkgo biloba
extract (GBE) center onits active congtituents: ginkgo
flavone glycosides (bioflavonoids) and theterpenelac-
tones (ginkgolidesand bilobdide). Thebioflavonoidsare
primarily responsblefor GBE' santioxidant activity and
itsability to inhibit platel et aggregation. Theterpenelac-
tonesimprove circulation and adso inhibit platel et-acti-
vating factors. The 3 primary actions of GBE on the
cardiovascular system include: (a) anti-ischemic action
and relief of arteriolar spasm; (b) counteracting platelet
and erythrocyte hyperaggregability; and (c) dlowing for
better glucose and oxygen uptake under ischemic con-
ditions, thereby stimulating aerobic glycolysisand pro-
moting lactate clearance.)

Do these cases suggest that garlicinthefirst in-
stance, and the combination of garlic, vitamin E and
ginkgo bilobain the second, caused the bleeding ex-
perienced by these two patients? It would certainly be
astretch to say that in either of these casesthe dietary
supplementsin question ‘ caused’ the medica condition.
Spontaneous epistaxis does occur even inindividuals
with gpparently norma coagulation systems, and thedi-
agnosis of UC seemed well supported by the radiologi-
cal and endoscopic findings. The pathophysiology of
UC, however, remainslargely undefined, and while not
unheard of, initial onset of the condition would be un-
usud by the 5" decade, especidly given the chronic na
ture of the disease.(”

Both of these cases demonstrate atemporal associa-
tion between the initiation of use of a supplement, or
combination of supplements, and bleeding. In case (1),
thefact that the patient did not return to the Flight Sur-
geon for follow up suggests, but does not demonstrate
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that cessation of the supplement (garlic) resulted inreso-
lution of the bleeding. In case (2), cessation of supple-
ment use (garlic, vitamin E and ginkgo biloba) wastem-
porally associated with resolution of the symptoms, but
the concomitant trestment with mesalamine confounds
attributing resolution of the symptomsto discontinuing
the supplements.

How much do we attribute the associ ations seen
hereto acausal relationship? It seems auseful mental
exerciseto think of these casesin aframework of the
Guiddinesfor Evauating the Evidence of aCausd Re-
lationship as set forth by Gordis.©® These guiddinesap-
ply to population-based statistical associations, and their
usewould not be supportablefor theandysisof asingle
anecdota casethat arosein uncontrolled conditionswith
many possible unidentified confounding factors, but it
raisesfood for thought. Not all guidelineswill be ad-
dressed here.

Tempord relationship: Isthereatempora relationship
of the exposure with the condition? Y es, in both cases.

Biologica plaushility: onecould certainly theorizeaplau-
sible physiologic mechanism for acomponent of the
agent to interfere with components of coagulation.

Alternative explanations (confounding): Thereare many
unknownsin both cases. Known confoundersinclude
the use of Lisinopril coincident with starting garlic ex-
tract in case (1), and the use of mesalamine coincident
with discontinuing the garlic, vitamin E and ginkgo in
case (2). Additionally confounding isthe combination
of supplementsin case (2).

Dose-response relationship: Unkown, in these cases.

Strength of the ation: (normally measured by rela-
tiverisk or oddsratio, sincethereisno statistical analy-
sishere, this cannot be addressed).
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Cessation of exposureis associated with resolution of
the condition: In case (1) suggested, but not confirmed.
In case (2), yes (but don’'t forget confounding).

In case (1) theflight surgeon was aware of the
reported anticoagul ation effects of garlic and when a
careful history revealed no other likely causes of the
patient’ s nose bleeds it seemed reasonable to instruct
the patient to stop the supplement and see whether the
bleeds resolved. Unfortunately, the patient did not re-
turn for follow up and that bit of datawaslost. In case
(2) therevelation by the aircrewman that he had used
the supplementslisted above wasfacilitated by theflight
surgeon’ s proactive approach to communicating the
aeromedical issuesinherent in the use of supplements
with hispatients.

The author has submitted these casesto gen-
erate further questions and discussion around theissue
of dietary supplements and their potential to cause ad-
verse results when used without well-supported guid-
ance.
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: {

The definitiona lines between that which com-
prisesfood, supplementsand drugs are rapidly becom-
ing blurred. By definition supplementsare not drugs, but
probably ought to be viewed as such when one seeks
to usethem under certain conditions.
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PRIMARY SPONTANEOUSPNEUMOTHORAX
A Flight Surgeon Perspective

Thereisnothing like the experience of becom-
ing apatient to get aflight surgeon back into the books.
Inthefollowing paragraphs| will present spontaneous
pneumothorax from the perspective of both the patient
and the provider. My own experience and opinionsare
presented initaics.

Pneumothorax may be classified as spontane-
ous (absence of obvious precipitating factors), trau-
matic, or iatrogenic. Spontaneous pneumothorax may
be further sub-divided into primary and secondary
based on the absence or presence of preexisting lung
disease, respectively. latrogenic pneumothorax isa
complication of diagnostic or therapeutic interventions.
Traumatic pneumothorax isaresult of blunt or penetrat-
ing traumato the chest with air entering the pleura space
directly from the outside, through viscera pleura pen-
etration, or by aveolar rupture. Dueto the young age
and overall good health of our population, thisarticle
will focus mainly on primary spontaneous pneumotho-
rax.

EPIDEMIOLOGY

Primary spontaneous pneumothorax (PSP) is
relatively common with an incidence of up to 18 cases
per 100,000 population per year among men. Thein-
cidence is approximately one-third as high among
women. Thetypical patient profileisatall, thinmale
between the ages of 10 and 30. Over 90% of patients
are under the age of 40 at first onset. Smoking isrec-
ognized as an independent risk factor for PSP. At the
time of diagnosis | was a 29 year old non-smoker
without significant past medical history or family
history. However at 6’5’ and 220 Ibs, if there had
been a category in high school for “ Most Likely to
Get a Spontaneous Pneumothorax,” | probably
would have won it.

PATHOPHY SIOLOGY

Although by definition patientswith PSP do not
have clinically apparent lung disease, subpleura apica
bullae are found in 80-90% of patientson CT scan and
in an even greater percentage of patientswho go onto
surgery. Themechanism of bullaformation remainsun-
clear, though neutrophil and macrophage-mediated deg-
radation of eagtic fibers (as occurs commonly in smok-
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ers) may be an important early event.

A sgnificant pneumothorax will decrease vital
capacity and increase the dveolar-arteria oxygen gra-
dient resulting in avariable level of hypoxemiadueto
shunting. Since basic lung function is normal,
hypercapnea does not devel op in these patients.

PRESENTATION

It might seem intuitive that activity would pre-
cipitate PSPin asusceptibleindividual. However, ap-
proximately 90% of episodes of PSP occur while the
patientisat rest. Intheremaining 10%, thereisno evi-
dencethat the activity had any relationship to the event.
Virtualy al patients complain of acute onset of ipsilat-
eral pleuritic chest pain or dyspnea. Pain severity is
highly variable but will usualy resolvewithin 24 hours
even without treatment.

Physical exam findings are also variable de-
pending on the size of the pneumothorax, and patients
with asmall pneumothorax may have anormal exam.
Tachycardiaisthe most common finding, though alarge
pneumothorax can be accompanied by decreased chest
wa |l movement, hyperresonance to percussion, and de-
creased breath sounds on the affected side. Significant
tachycardia, hypotension, or cyanosis should arouse
suspicion for tension pneumothorax. ABG may show
increased A-agradient and respiratory dkaloss.

In my experience, the pain of PSP is a deep
ache in the anterior chest centered just below the
ipsilateral clavicle. Assomeone who had never felt
“pleuritic” chest pain before, | initially thought |
might be suffering from costochondritis. The dis-
comfort began while | was at rest and was surpris-
ingly mild and fleeting, lasting approximately five
minutes. There was no concomitant dyspnea. The
mild symptoms and probably a little denial delayed
diagnosisfor about 12 hours, and it was only in ret-
rospect that | identified the time of onset of the
symptoms. By thetime | presented to the hospital |
was virtually asymptomatic and still holding tick-
etsfor aflight to Central America the following day.
(I did not end up going.)

DIAGNOSIS

The diagnosis of PSP is suggested by a con-
sstent history coupled with the characterigtic finding of
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athin pleurd line displaced fromthe chest wall on apos-
terior-anterior chest radiograph. Standard chest radio-
graphsare notorioudy unreliablefor estimating the size
of apneumothorax within the hemithorax and for iden-
tifying subpleura blebs. Intheliterature, thesizeof a
pneumothorax has been described asthe percentage of
the hemithorax occupied by intrapleura air or by the
distance from the thoracic cupolato theipslatera lung
apex. A small pneumothorax may be defined as occu-
pying 15 percent or less of the hemithorax or adistance
of 3 centimetersor lessfrom thethoracic cupolato lung
apex, depending upon which systemisused. If apneu-
mothorax is suspected but the chest x-ray is negative,
ask the technician to perform an end-expiratory PA
chest x-ray. Thisaccentuatesthe relative volume of the
pneumo relative to the size of the hemithorax and will
often clearly demonstrate an occult pneumo that is not
apparent on the standard chest film taken at full-
ingoiration.

Although CT isexcellent for defining pneu-
mothorax marginsaswell asfinding even small subpleu-
ra blebs, routine useisnot yet supported for diagnosis
or to stratify the patient according to recurrence risk.
Thiswill bediscussed in more detail later. On presen-
tation in the emergency room | was essentially as-
ymptomatic and had normal vital signs and peak
flow. Pulse oximetry showed on oxygen saturation
of 99% on room air. Chest radiograph showed a
right-sided pneumothorax estimated to be approxi-
mately 30-40% of the hemithorax. According to the
treating physicians, deceased breath sounds and hy-
perresonance wer e present on the affected side.

RECURRENCE

Reports of recurrenceratesfollowing theinitial
episode of PSP vary widely from 5 to 60% with an av-
erageof 30%. Themgority of recurrencesfal within
oneyear of theinitial episode. Therate of recurrence
decreases with time, and approximatesthat of the gen-
eral population after 5 years. However, recurrence
ratesincrease dramatically after thefirst recurrence, ap-
proaching 80% after the second recurrence. Aesthenic
habitus, smoking, and young age of onset have al been
identified as independent risk factorsfor recurrence.
Surprisingly, the presence or absence of bullaeon CT
scan has not yet been shown to influence recurrence
rates. However, thisareaisripefor investigation and
may affect treetment decisonsinthefuture. The deci
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sion to perform CT should therefore be individualized
to the patient and ingtitution.

TREATMENT

Pneumothorax management consists of evacu-
ating air from the pleura space and recurrence preven-
tion. Practicesvary considerably, and may often have
more
to do with the capabilities of the treatment facility or
background of the treating physician (i.e. pulmonary
specialist vs. thoracic surgeon) than on overwhelming
scientific evidence. Therapeutic decisons must there-
fore be based upon the clinical situation, the capabili-
ties of thetreating physician and facility, patient prefer-
ence, and operational considerations. Treatment op-
tions, from least invasive to most invasive, include ob-
servation with or without oxygen; aspiration with acath-
eter with subsequent removal; chest tube insertion;
pleurodesis; single-port thoracoscopy; video-assisted
thoracoscopic surgery (VATS); and limited thorac-
otomy. Selection of the appropriate option dependson
pneumothorax size, symptom severity, and whether a
persistent air leak is present.

REEXPANSION WITHOUT RECURRENCE PRE-
VENTION

Reabsorption of air by the pleuraoccursat a
rate of up to 2% per day in patients breathing room air.
Supplementa oxygen increases the rate of absorption
by afactor of four. Stable, reliable patientswith small
pneumothoraces may be observed for 6 hoursand dis-
charged with follow-up within 48 hoursif repeat chest
radiograph excludes progression. Progressive pneu-
mothoraces should be aspirated or treated with chest
tube insertion. Older age and increased pneumotho-
rax size both decrease the success rate of aspiration,
whichisaround 70%.

Stable patients with large pneumothoraces
should undergo a procedure to expand the lung with a
small bore (<14F) or moderate bore (16-22F) chest
tube attached to either aHeimlich valve or water sed
with or without suction. Heimlich valves havethe added
benefit of dlowing easy ambulation. Application of suc-
tion through awater seal device has not been shown
to improve outcome, and may be reserved for patients
inwhom Heimlich vavesfail or in thosewho would not
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tolerate arecurrent pneumothorax well. Chest tube
drainage has ahigh successrate (approximately 90%)
but is also accompanied by increased pain and risk of
pleura infection, hemorrhage, and reexpans on pulmo-
nary edema. Patientswith persistent air leak of 4 days
or moreusually require surgery.

INTERVENTIONS WITH RECURRENCE PRE-
VENTION

Following chest tube insertion, sclerosing agents
such as doxycycline and talc may beinstilled to pro-
mote pleural adhesion, with arecurrence rate of ap-
proximately 8 to 25% following the procedure. Talc
use has aroused concern due to reports of lung injury
and respiratory failure. Other proceduresallow direct
visuaization of the pleura. Thoracoscopy usngasingle
port alowsresection of smadl gpical bullae and mechani-
cal or chemical pleurodesis, and may be converted to
amore extensive procedure as necessary. Thispro-
cedure has arecurrencerate of approximately 5 to 9%.
VATSand limited thoracotomy alow wider visuaiza-
tion of the pleural space and for greater detection of
apicd bullae. These procedures have recurrencerates
of 2to 14% and 0 to 7%, respectively. Hospital stay
and post-operative pain are reported to be lesswith the
VATS procedure than with thoracotomy, though tho-
racotomy isthe standard for apical bulladetection and
resection. Under normal circumstances, most physi-
cians recommend interventionsto prevent recurrence
after the second episode.

Following a diagnosis of primary spontane-
ous pneumothorax occupying approximately 30% of
the right hemithorax, a general surgeon placed a
moder ate bore chest tube attached to a water seal
device. Prior to the procedure, | informed the sur-
geon that since this was by no means an emergency
procure, there was no reason to spare the versed
and fentanyl. Fortunately he agreed. | should men-
tion that the procedure does not need to be an epi-
sode of unbridled writhing and screaming. Mild se-
dation combined with liberal use of local anesthetic
(approximately 60cc) including, as the surgeon de-
scribed, “ lifting the parietal pleura off the chest wall
with lidocaine,” made the procedure quite tolerable.
Suction was maintained for two days without a de-
tectable air leak. The tube was maintained on wa-
ter seal for additional day, and then clamped for



Pace 40

another 24 hours. With a good chest radiograph,
the chest tube was removed on day four. Let me
tell you that having a chest tube isno fun. It isex-
tremely painful, making it difficult to sleep. The
nausea associated with the narcotic pain medicines
also made it difficult to eat. Having the tube at-
tached to suction limitsyou to a small radius around
your bed, decreasing morale and increasing the
chance for venous stasis. For uncomplicated cases
of PSP, | am definitely an advocate of the most con-
servative treatment possible at first. Larger bore
chest tubes and wall suction should be reserved for
unstable patients or those who do not respond to
early measures.

AEROMEDICAL CONSIDERATIONS

Pneumothorax can result in dyspneaand acute
chest pain, worsening with greater dtitude and the con-
comitant decrease in ambient pressure. Tension pneu-
mothorax can result in hypoxiaand cardiovascular com-
promise. Spontaneous pneumothorax requiresawaive,
while traumatic and procedure-rel ated pneumothorax
are not considered disqualifying one year after occur-
rence. Designated personnd treated with aspiration or
chest tube reinflation only are éligible for waiver after
one year with normal PFT and chest radiograph. Ap-
plicants are eligible for waiver after three years.
Grounding periods are reduced to three and six months,
respectively, following chemical or mechanical
pleurodesis. More detailed informationisavailablein
the Waiver Guide.

The very nature of PSP makes it difficult
psychologically for the patient, with an unpredict-
able onset and no apparent cause and effect rela-
tionship. Immediately following the event, every
cough or sneezeisaccompanied by feelings of dread.
For thisreason, early surgical intervention is attrac-
tive for the patient from the point of view of tak-
ing positive control of the situation. For aviators
and divers, early surgical intervention may be nec-
essary due to the high risk associated with pneu-
mothorax while engaged in these activities. How-
ever, | opted for reinflation only without pleurodesis
or surgery. For me, the average recurrence rate of
30% meant that there was a 70% chance that noth-
ing more would ever have to be done. | assessed
my personal riskfor recurrenceasrelativelylowwith
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a later age of onset and absence of bullae in either
lung on CT scan. Despite the lack of definitive evi-
dence that CT findings are useful for risk stratifi-
cation, | was reassured that there were no bullae
in either lung since PSP carries a 10% risk of PSP
on the contralateral side.

Chemical pleurodesisthrough the chest tube
was not an attractive option to me for two reasons.
First, the recurrence rate can be up to 25% follow-
ing the procedure. Second | felt that a surgical pro-
cedure, if required, would be technically more dif-
ficult following chemical pleurodesis. VATSis a
relatively new procedure but appears to have rela-
tively low associated recurrence rates and low mor-
bidity. As noted above, early surgical invention
should be strongly considered for your jet jocks and
divers after a first episode of PSP.

FUTURE DIRECTIONS

Much variation exigsin thergpeutic interventions
for PSP. Improvementsin surgica technique and iden-
tifying better chemical agentsfor pleurodesiswill cer-
tainly modify practicesin thefuture. Much work needs
to be donetoimproverisk gtratification of patients. CT
scanning does offer promise and may havearolein se-
lecting patientsfor early surgical intervention or bilat-
era procedures.
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The Society of U.S. Naval Flight Surgeons

POBox 33008
NASPensacola, FL 32508-3008

Telephone: COM (850) 452-2257 ext.1075; FAX (850) 452-5194; DSN 922-

Address Change, Subscription/Membership Renewal, Price List,and Order Form (Jun 2000)

# ITEM Price Sus-ToTAL
(Indicate Size and Color Where Appropriate) Non-Member/Member
___ T-shirt: SUSNFS*“FS - Yesterday and Today” (M, L, XL) 24.00 19.00
___ T-shirt: SUSNFS*“Leonardo” (M, L, XL, XXL) 24.00 19.00
___ T-shirt: FSWings (children’s XS, S, M; adult S, M, L, XL) 24.00 19.00
____ Tank Top Shirt: SUSNFS*“Leonardo” (M, L, XL) 24.00 17.00
__ Running Shorts: (Blue with Gold SUSNFS Logo) (M, L, XL) 20.00 17.00
___ Sweat Shirt: SUSNFS*“Leonardo” (S, M, L, XL) 40.00 35.00
___ Sweat Shirt: FSWings (M, L, XL) 40.00 35.00
___ Sweat Pants: SUSNFSLogo (S, M, L, XL) 30.00 24.00
__ Sweat Pants: NAOMI Logo (S, L, XL) 5.00 5.00
____ Sweat Pants: FSWings (S, M, L, XL) 30.00 24.00
___ Polo Shirt: FSWings (M, L, XL) (Navy Blue, White) 38.00 33.00
___ SUSNFS Patch 6.00 5.00
___ FSWings Tie 22.00 20.00
____ FSWings Women's Bow Tie 5.00 5.00
___ FS Wings * Skrunchie’ 1.50 1.50
____ Travel Mug: SUSNFS Logo 6.00 5.00
____ CD: The Ultimate Flight Surgeon Reference (TriService) 20.00 15.00
___ 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 Physiologist/Psychologist Wings Necklace, 14K Gold 75.00 65.00
___ 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 for
each additional item
For jewelry items- postal insurance (add for 1% jewelry itemonly):  $2.00

Membership or Subscription Renewal: __years a $20.00/year
Life Member ship/Subscription: $300.00

Total Amount Enclosed

Name and Address. Isthisan addresschange?Y /N AreYou a Current Member of ASMA?Y /N

Name Rank
(Last) (First) (M1)

Circle All That Apply: MC/MSC/MD /DO /PhD/USN/USNR /Active/ Reserve/ Retired / Other____
AreYou - aFlight Surgeon?Y /N - a Graduate of a Residency Program in Aerospace Medicine? Y / N

Street City State Zip

Phone: Home ( ) Work ( ) E-mail

Command Current Billet Projected Billet
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Remember to get your
SUSNFS Gedunk!

by usingtheorder form
ontheinsideof theback cover
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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 Newdletter 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 fileon floppy disk or e-mail
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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.
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CAPT M.R. Valdez, MC, USN
Editor, SUSNFS Newsletter
P.O. Box 33008
NAS Pensacola, FL 32508-3008
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E-mail: namiramdir@nomi.med.navy.mil
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