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Executive Summary

PUBLIC Law, Chapter 318, passed by the" 8&ine State Legislature, creatéth® Commission to
Protect the Lives and Health of Members of the Maine National Gu&ibm September 2007 through
December 2008his Commission held nine meetings and four public hggarimore hearings than
specified by the law.

The intent of the statute is “to provide higher andrsstiendards for preventative medical practices and
health screenings administered to members of the NNatienal Guard than currently exist and to
encourage the federal military forces to adopt theseehgfiandards”. It is also the intent of this law to
prevent future non-combat deaths and disabilities ofamyilpersonnel.

This law not only created the Commission to achtéeeabove intentions but also by “directing the
Maine National Guard and the Maine Center for Dis€as#rol to take such action as necessary to
accomplish this purpose including coordination and cooperagbween these two agencies”.

The report addresses Responsibilities “A - 1” as ligteithie law.

Here is a summary of what the Commission has Accsheali to date, as well as, the Commission’s
Short Term Goals, Long Term Goals and Recommendatidhs.Federal Recommendations are to be
included in a Joint Resolution to Congress for the denation of the First Regular Session of the™.24
Session of the Maine State Legislature.

ACCOMPLISHED: {From September 2007 to April 1, 2008}

1. Common Ground: Members come from a variety of perspestyet the Commission has found
‘common ground’, where our collective intent and comraitiris to “protect the lives and health
of members of the Maine National Guard”.

2. ‘New’- Addition To Maine Center for Disease ControEWsite: Initiation, current availability and
on-going development of a ‘one-stop-shopping’ website, Rgbources for Maine veterans,
members of the military and their families, hostedl@Maine Center for Disease Control
Internet site.

3. Army Required ‘Over 40 Physical Exam’: Maine National Guslembers (MENG), who are 40
years of age or over, or will turn 40 during their deploytnare now receiving cardiovascular
screening including an EKG, prior to deployment. Tha lsgher standard than regulations
require.

4. Traumatic Brain Injury Screening (TBI): Pre and post d@pknt screenings are being given to
all deploying Maine Army National Guard (MEARNG) soldigtfsrough a grant with Tufts
University.

5. Medical Records to Stay in Maine: Deployed soldiers’ MaldRecords are currently available to
individuals who request them. The Army National Guaid tee process of transitioning to
electronic medical records, but records are currendyadle in .pdf format.



ACCOMPLISHED: {From April 1, 2008 to December 15, 2008}

1.

Established a Vaccination Buddies Program for the MEGRN
This is one of the recommendations from the miliNagcine Healthcare Center Network, which
the MEARNG implemented in October 2008.

Established a Case Review Board for Non-Combat Deatth®isabilities: The Commission
created a Case Review Process, held a Trial Casevirand will be submitting legislation to
protect privacy and confidentiality.

Reviewed the Collection of Serum Samples Pre and Regbiment: Pre and post deployment
serum samples have been and continue to be collectestaintb VIROMED, then forwarded to
the Department of Defense Serum Repository.

Reviewed a Profile on Health of Maine Veterans: bmpilation of Behavioral Risk Factor
Surveillance Survey is a telephone survey conducted andeddany Maine CDC. Future
guestions will be shaped by input from the Commission.

Expanded Current Veterans’ Database to Include CauseathDCooperation has been
established between the Chief Medical Examinersc®find Veterans’ Services in gathering
future data.

Reviewed Vaccination Policies and Made RecommendafiwrGhanges at the National Level:
Commission Recommendations are to be included in &Resolution to Congress for
consideration during the First Regular Session of th& L24gislature.

SHORT TERM GOALS: {December 2008 — December 2009}

1.

To Implement Education Programs Utilizing Presentersi@its Maine: To bring to Maine Col.
Renata Engler, MD from the Vaccine Health Care Qemit&Valter Reed Hospital to present the
most current information and best protocols on mylitaaccinations to MENG medical staff,
civilian medical professionals and to carry out “Gramilids” at VA at Togus. When Maine
hosts the New England Conference, Dr. Engler will Als@ne of the presenters.

To Expand MENG Education Programs within Maine: Infofarabn mental health concerns,
vaccination reactions and the importance of honestycampleteness in documentation of
soldiers physical health issues will become an intggaelof existing trainings, websites and
newsletters.

To Create a “Return Receipt” for All Additions to Medi€des of Members of the Maine
National Guard: The Maine National Guard will implemargolicy to receive, store, and
safeguard civilian medical documentation to ensure semwigabers’ medical records represent
an accurate collective status.



LONG TERM GOALS OF THE COMMISSION
1. To Explore Funding Through Grants For Programs such as:

a. Quantitative Analysis of Those Suffering Gulf War Symdeoln Maine - an
epidemiological assessment in a relatively small be¢ssible population, looking for
trends in symptomatology/deaths in the absence ofnadtiata.

b. Gulf War Veteran’'s Treatment Trial —a trial has allgbeen designed and could
potentially be carried out in Maine.

2. To Continue to Study the Area of Physical Screenings: Gommission shall continue to explore
this priority area, to obtain consensus on whatadst approach.

3. To Track the Healthcare of all Veterans Returning toné: Maine Veterans’ Services has
developed a questionnaire and spread sheet to track idkifitigsses experienced by Persian
Gulf and Global War on Terror veterans. Implementagilans are being finalized. Issues to be
resolved involve medical privacy (HIPAA) and federalsees state jurisdiction.

Recommendations from the Commission to Protect the Lives ardealth of Members of the Maine
National Guard:

Maine National Guard Command Level Recommendations:

1. That a Joint Medical Clinic be provided in Maine tlsastiaffed on drill weekends and that
specializes in pre and post deployment medical issues.

2. That immediately upon completion of a Line of Duty Inigegtion (LOD), with the final
determination suggesting the presence of long-term orrilmggmilitary service-connected injury
or disability, the Maine National Guard will stronglya®urage the service member to file a
concurrent Veterans Affairs claim.

State Level Recommendations:

1. That there be an advocate for returning service menaret their families in the Governor’s
Office.

2. That legislation in the form of a Joint Resolutiorttie United States Congress be submitted for
the consideration of the 124th Session of the Maint &&gislature that includes Federal
Recommendations from the Commission to Protect iesland Health of the Members of the
Maine National Guard.



Federal Level Recommendations:

1. That increased efforts to diagnosis and treat undiagnlireesses, such as those found in
veterans of the 1990-1991 Gulf War and the Global War oroidre undertaken immediately.

2. That existing regulations regarding the medical disalplibcess for service members be enforced
and that current standards be improved.

3. That service members be granted the “benefit of thdtiavhen they file a valid disability claim for
service-connected injuries or illnesses: providing heate benefits immediately and compensation as
soon as possible.

4. That the Department of Defense (DoD) adopt the eleictroedical record system of the
Department of Veterans Affairs (VA), and begin rapid enpéntation.

5. That Congress request the Institute of Medicine (IOM)adorm a review of the military
smallpox program in an identical manner to its reviéwhe civilian smallpox program, and ask
the Secretary of Defense to follow the recommendataf the IOM with respect to future
smallpox vaccinations. In addition, that the IOM adeswhether an alternative, safer way to
utilize vaccine is feasible: the ability of troopsdarry smallpox vaccine with them in the field, to
be used immediately post-exposure should they face ak atiidicsmallpox. (Troops currently
carry detector devices for smallpox).

6. That all anthrax vaccine safety data be made avaifablexpert analysis, especially to decision
makers and independent scientists.

That research using the Defense Medical SurveillanseeBy(DMSS) databases specifically investigate
the relationship between anthrax vaccine and chfahgue syndrome, fioromyalgia and other pain
disorders, undiagnosed illnesses and Gulf War Syndrome.



Table of Contents

Executive Summary [
Accomplishments To Date i
1. Common Ground
2. Maine Center For Disease Control And Preventi@b$ite
3. Medical Examinations
4. Traumatic Brain Injury Screening
5. Medical Records
Short Term Goals i
To Carry Out Education Programs With Maine Resources
To Expand Education Programs From Outside Maine
To Initiate And Establish “A Vaccination BuddieBram” For The Maine National Guard
To Expand The Current Veterans’ Database To Include&€@f Death
To Establish A Case Review Board For Non-Combath3eand Disabilities Utilizing Commission
Members
6. To Continue To Review Vaccination Policies Witls§lble Recommendations For Change At The
Federal Level
7. To Explore The Collection Of Serum Samples Pre & Pegloyment
Long Term Goals iii
1. To Explore Funding A Quantitative Analysis Of Thoséf&ing Gulf War Syndrome In Maine
2. Military Physical Screenings
3. Tracking The Healthcare Of All Military Servicef8onnel Returning To Maine From All Branches
Of The Service

aprwdE

Introduction 1
Overview and History To Date 1
Responsibilities of the Commission 1
Appendixes 42

1. Maine Center For Disease Control And Preventi@b$ite 43

2. Bangor Daily News, February 20, 2008 Article By Meg Hisk&roops’ Brain Function Targeted 46

3. Department Of Veterans Affairs Information Letténuary 25, 2006 Screening And Clinical 48
Management Of Traumatic Brain Injury

4. Department Of The Army Letter 40-01-1, 26 March 2001, TheQj$eD Form 2766 And DD Form 51

2766C

National Guard Bureau, NGB-ARS, Memorandum, 10 April 200&dit&l And Dental Readiness 57

6 Public Law, Chapter 318, 123rd Maine State Legislature, &rTA Protect The Lives And Health 61

Of Members Of The Maine National Guard

Article — Problems With Military Vaccines, Meryl Big, MD 66

8. Article — Self-Reported Mental Health Status Anddé$e®f Irag War Veterans In The Maine Army 67
National Guard, Elizabeth Wheeler, Ph.D.

9. Spreadsheet To Track Identified Types of lllnegsgserienced By Persian Gulf and Global War Orv0
Terror Veterans

o

N

10. Maine Veterans Medical Survey of Persian Gulf \éeterand Health Questionnaire 72
11. Testimony from James R. Bradshaw 75
12. Pocket Sized Military Immunization Record 76
13. Questions from the Commission — Answers from TOGWS 77

14. Background Information on Recommendations 83



This Page Left Intentionally Blank



Introduction

Public Law, Chapter 31&n Act To Protect the Lives and Health of Members of the Maine
National Guard (Appendix 6) was passed by the 123d Maine State Legislatdrereated the
Commission to Protect the Lives and Health of Members of thilaine National Guard.

The intent of this statute was to provide higher anersandards for preventative medical
practices and health screening administered to memb#rs Maine National Guard than
currently exist and to encourage the federal militargds to adopt these higher standards. It is
also the intent of this law to prevent future noncanagaths and injuries of military personnel by
creating the Commission and by directing the MainedwatiGuard and the Maine Center for
Disease Control and Prevention to take such actions@ssary to accomplish these purposes
including coordination and cooperation between these &genc

Overview and History To Date

Atfter fifteen months of gathering and processing as nmfohmation as possible on health
practices and protocols in the military, focusing speadlff on those administered to members of
the Maine National Guard, the Commission is recomnmgnainumber of changes.

Staffers from all of Maine’s Congressional Delegatiawe attended every meeting and have
offered a valuable perspective to this work as welhasd who have taken their time to come
before the commission to testify at Public Hearinghave e-mailed in their written testimony.

Since much of what we found that requires change isdetteral level, a Joint Resolution to the
President and Congress of the United States is beirtgditaf be introduced for consideration by
the 124 Legislative Session, which will include the followiRgcommendations:

Responsibilities of the Commission

The Commission with assistance from the DepartmebDetense, Veterans and Emergency
Management and the Maine Center for Disease Cotttatilaxddress responsibilities “A thru I” as
stated in the statute:

A. Review all the preventive health care treatment practices ahprotocols, including,
but not limited to, physical and emotional screenings, vaccinamns, electrocardiograms and
physical examinations as they apply to members of the Maine Natial Guard in different
age groups;

1. Army Regulation 40-501, a 127 page document titled “Medical @&=rvbtandards of Medical
Fitness” was presented to commission members by LAtGcR J. Tangney, Maine Army
National Guard State Surgeon with the opportunity to askiques It includes standards of
medical fitness for enlistment, appointment, inductietention and separation including
retirement. It also has specific sections on meéixaminations for the Guard and Reserves.

Standards of Medical Fitness, governs the medical dtsesdards for the Army, to include the
Army National Guard. The Regulation makes severaldnictory points as it relates to Medical
Examinations:



- Medical fitness is an individual responsibility

- Soldiers must seek timely medical advise whenever tblgyvb that a medical
condition might affect their medical readiness

- Soldiers are responsible to report civiian medicat ¢artheir unit commanders

- Civilian health records will be placed in the resezgeponent soldier’s military health
record

In the recent past, members of the Maine Nationalt@&ware required to undergo periodic
physical exams on a schedule that has been set airfive years supplemented by submission
of an Annual Medical Certificate (AMC) and a face-&md meeting with a military doctor. This
process has been replaced by an annual Periodic Heads#ment (PHA), which consists of
three parts:

- A self-reported health status to include a statementaith completed by the soldier

- Areview of the soldiers height and weight, current n@dionditions and deployment
related health problems, to include screening for traarbedin injury exposure, allergies,
medications, required immunizations, update of medical ressliab tests, audiology, and
optometry examination results

- Areview of Parts 1 and 2 by a physician, nurse pracéti@r physicians assistant

It should be noted that the Cardiovascular Screening &ro@LVSP), consisting in part of
fasting blood sugar, fasting lipid profile, EKG and smokirgidry, has only been required of
soldiers age 40 and older. During the period of four and/eryéar periodic medical
examinations, it was possible for soldiers over 40etaédployed without the CVSP if they had
turned 40 but were not due a periodic physical until after téeirned from deployment. While
the PHA process will significantly limit the possityliof this happening since they are conducted
annually, the Maine National Guard has agreed that casbalar screenings (CVSP) will be
carried out on all soldiers prior to deployment who ared@ill turn 40 during their deployment
cycle.

2. EKGs

Findings:

EKGs have sometimes been performed as late as e f@lowing the 48 birthday, in accord
with the “window of 5 years from the time of the lasimplete physical”. The Army requires a
40 year-old physical, which includes cardiovascular sangeanid an EKG. Age 40 is the first

time in a soldier's Army career that an EKG is reqiliireaccord with military regulations.

The Maine Army National Guard has changed its policyraowd gives the required 40 year
physical, including cardiovascular screening and an EK@Il teho have turned 40 or will reach



40 during deployment to Iraq and Afghanistan. This is ampbkaof Maine having enacted a
higher standard than the federal regulation.

Accomplishments:

a) EKGs are being performed within 12 months of th8 Kifthday of National Guard
members.

b) For service members who will turn 40 during deploymentsisdeitie United States,
EKGs will be performed prior to those military deployrtgen

Recommendations:

a) EKGs will additionally be performed every five yearteafaige 40, and within 12 months
of the 4%, 50", 55" and 6¢ birthdays.

b) All EKGs will be interpreted by a licensed medical ptanter who has been credentialed
in EKG interpretation by a Maine healthcare facéityd reviewed by a National Guard
physician in the context of the rest of the sermmmmbers’ physical examinations.

3. Pre & Post Deployment Serum Collection

The 2005 National Defense Authorization Act establishaddsards for the collection of pre &
post-deployment blood specimeri3epartment of Defense RequirementsAssistant Secretary
of Defense for Health Affairs Policy Memo dated 14 Me2006 further defines the requirement
to collect pre-deployment serum specimens for medicahi@asions within one year of
deployment. Post deployment serum specimens must betedlleo later than 30 days after
arrival at the demobilization site, home stationingpatient treatment facility. The National
Guard Nationwide established contract (VIROMED) usecs$d for HIV is also used for the pre
and post deployment serum specimen collectiational Guard Testing and Collection: Four
VIROMED barcode labels are required for each individuade; one for the serum separator
tube, one on a Standard Form 600, one on the white capg &S ARMY HIV ANTIBODY
REQUEST FORM and one on the yellow carbon form wappropriate administrative
information. Serum specimens are shipped via FEDEXIROWED Labs in Minnetonka,
Minnesota for testing. Service members’ pre and pgdbogaent serum samples are then
forwarded to the Department of Defense Serum RepogibmSR) maintained by the Armed
Forces Health Surveillance Center (AFHSC), formariyny Medical Surveillance Activity
(AMSA). The repository is located in Silver Spring, iMand. The availability of serial serologic
specimens as well as relevant demographic, occupatamhimedical information within the
databases at AFHSC enables the DoDSR to make sighifioatributions to clinical and
seroepidemiologic investigations.

For more information, Armed Forces Health Surveilafienter website;
http://athsc.army.mil/

4. Self-reported Mental Health Status and Needs of Iraq War ¥terans in the Maine Army
National Guard



The war in Irag has raised important concerns regardargahhealth problems suffered by Iraq
veterans and the treatment resources that will berezhjto address the needs of these veterans.
Almost 90% of the Maine Army National Guard has beenadepl to Iraq, and anecdotal reports
have suggested that some Iraq veterans are experiemgifigant problems in relationships with
family and friends, problems at work, and difficulty in eayday functioning.

The research project was developed and conducted by Rabé&ilh Wheeler, in collaboration
with Major General John W. Libby and his chief mebtafécer, Colonel Kimberly Boothby-
Ballantyne. The Survey Research Center at the M&theol of Public Service at the University
of Southern Maine provided consultation on research dasidrsurvey development, and
provided data entry and analysis. The project was fundédaeb§ommunity Counseling Center
in Portland, Maine, which contracted Dr. Wheelemigestigate the needs of returning veterans.

In 2006, surveys were completed anonymously by all Nati@oard members in Maine unless
they were deployed or engaged in other Guard-related estiviSurveys were administered at
weekend drills in Augusta (two units), Bangor (five uniBglfast, Caribou, Gardiner, Houlton,
Lewiston, Norway, Portland, Presque Isle, Sanford, Skgah, Waterville, and Westbrook. A
total of 532 Guard members were surveyed, of which 292 wegeveterans. Most of the Iraq
veterans had returned a year before they completediteys

Other sites of deployment included Hurricane Katrina Réesian Gulf, Bosnia, Afghanistan,
Guantanamo Bay, Viet Nam, and Kosovo. There wereuificient numbers of veterans from
any of these other sites to analyze their data seghaca draw conclusions about their mental
health issues. When analyzed as a group, National Gueamtbens who had been deployed to
sites other than Iraq generally reported less sevests lef disturbance than Iraq veterans but
greater levels of combat exposure, life stress, postatic stress symptoms and problems with
alcohol than Guard members who had not been deploydld &tha results for Iraq veterans are
reported below.

Guard members’ experiences in the war zone

Over three-quarters of Iraq veterans reported thathithdypeen exposed to life, threatening
experiences such as being shot at, going on combat,patether situations in which they were

in danger of being injured or killed. Similar numbers d&ad seen dead bodies and/or had known
someone who was Kkilled or seriously injured. The sgvefithese traumatic experiences is

highly significant, and is similar to the reported séyeaf combat trauma among members of the
Army deployed to Iraqg.

Posttraumatic stress reactions

“Hyperarousal’symptoms were reported by well over one third of Ireigrans and were the
most frequently reported symptoms. These include feelmg@y or easily startled, feeling keyed
up and irritable, having angry outbursts, having difficulihvgleep and concentration, and
generally having difficulty relaxing and “letting their gdatown”. “Re-experiencing” symptoms
reported by approximately one quarter of Iraq veteranokida experiences such as flashbacks
(when upsetting images of the war-zone flash into theid, making it difficult to think or
concentrate), nightmares, and feeling very upset anddawysical reactions (such as heart
pounding, trouble breathing) when something reminds theamwafr zone experience. Feeling
emotionally numbwas reported by roughly one third of Iraq veteranss iHaludes feeling




unable to have loving feelings for those close to tHegling distant and cut off from other
people, and losing interest in activities they used joyen

A diagnosis of PTSD requires that all three of the aligpges of reactions be strongly present.
Our findings indicate that at least 13% of Iraq veteramgaine would qualify for a diagnosis of
PTSD. This is similar to published reports of PTSDrfmmbers of the Army and Marines who
served in Iraq.

One guarter of Irag veterans also reported that thely treymuch alcohol, which is a common
way many try to avoid upsetting traumatic stress reastidJnfortunately, alcohol abuse adds to
the problems caused by PTSD by interfering with ratatiips, job performance, and other key
areas of functioning.

Depression

Significant symptoms of depression were reported by onerin four Iraq veterans. Symptoms
included feeling tired and having little energy, not beirigrested in pleasurable activities, poor
concentration, and changes in appetite and sleep patfeemsession sometimes causes people
to think about hurting or kiling themselves, and oneemliraq veterans acknowledged such
thoughts. (It should be noted that among Guard memberfiachaotbeen deployed, one in
fourteen reported similar thoughts, which is only slighther than the rate for the general
population.)

Effects on relationships, work, and personal life

Iraq veterans face a variety of challenges in readmisti life with their families and communities.
Our research indicates that a year after returning fraq) veterans are having significant
problems in relationships with partners and childreranjweterans reported that they
experienced significant stress in these primary reighips. In addition to having more
interpersonal conflict, many Iraq veterans indicated they felt disconnected or detached from
loved ones and civilian friends. They frequently repbrtet having fun in life and not being able
to relax. Combat stress reactions, such as probié@msnger or concentration, having trouble
sleeping, or problems relating to people, can also makeieg to work very difficult, and large
numbers of veterans reported significant stress at.w8Significant financial stress was also
frequently reported, as were physical health problems.

Interest in mental health treatment

Very few Iraqg veterans had sought help for readjustmetignt, although roughly one third of
veterans said they were interested in receiving Hedm veterans said the kinds of services they
were most interested in were support groups with otherasms, individual counseling, education
regarding war zone stress and the readjustment procgss,raanagement, and couples’
counseling. Iraq veterans also said they thought fangiybers would be interested in services
such as couples’ counseling, support groups for family memégusation regarding
readjustment issues, and individual counseling.

Conclusions
This study provides the first systematic assessmaneofbers of the Maine National Guard who
were deployed to the Irag war. Our findings indicate ldrge numbers of Iraq veterans report
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mental health problems as well as significant stiresslationships with family and friends and
problems at work Members of the Guard deployed to aites also report significant but less
severe readjustment issues, consistent with theirl@@wvel of combat exposure. Our findings
establish the need to address the readjustment comddrag veterans.

Fortunately, effective, evidence-based treatments$ ane early treatment can prevent worse
problems from developing. Needed services include speciaiducational support and therapy
groups for veterans and their partners, individual and cotlpeapy, as well as specialized
evidence-based trauma treatments for individuals expergesignificant posttraumatic stress
reactions. To meet the needs of our Maine Natiooak&citizen soldiers as they return to their
families, communities and workplaces, it is extrem@lgartant to have a strong network of
services available to them in their communities.

B. Review the vaccinations and other medications currently providito members of
the Maine National Guard, particularly those that produce allegic reactions and
dangerous side effects, and compare the vaccinations and medions with those
recommended by the National Institutes of Health, the Uné&d States Food and Drug
Administration and other sources of standards of medical care;

1. Army Regulation 40-562 a 31 page document, “Medical Services: Immunizations and
Chemoprophylaxis” contains the program elements andfisgeenunization requirements that
the Maine National Guard must follow.

The number of vaccinations that are given at a tingethe number given overall during a military
career even to Guard and Reserves is an area ofcosoern. Two specific vaccines that have
been discussed in greater depth because of related alleayiverse reaction problems are the
Smallpox and Anthrax vaccines.

2. Problems with Military Vaccines presented by Dr. MeryINass reads as follows:

Although biological warfare is considered a militaryeir, achieving mass casualties is extremely
difficult. Historically, the target has been civilgmot troops. Nonetheless, the Defense
Department has undertaken to vaccinate all deploying seltieCentral Command with anthrax
and smallpox vaccines: approximately 1.8 million soldmerge received each in the past ten
years.

In retrospect, the current administration used the tlufeeghemical and biological warfare to
buttress a preemptive strike on Iraq in 2003. Initiatinglpmavaccinations for soldiers and
civiians may have had more to do with public relatitren public health. The civilian program
stopped after 40,000 inoculations, due to cardiac complications.

Despite this, the mandatory military smallpox vacearaprogram has never slowed down.
According to the CDC Advisory Committee for Immunizatiractices, such vaccination
programs require a risk-benefit analysis, which wasmasdormed. The Institute of Medicine’s
analysis of the smallpox program noted, “The combinadibknown vaccine-related problems
and an immeasurable disease threat was deeply problématic



The smallpox vaccine caused myocarditis in one of elébypeople who received it in a clinical
trial, leading to a black box warning in the label. wéwer, the warning fell on deaf ears, since the
vaccine remained a requirement for deployment.

Recently, a newer smallpox vaccine, derived from tevaccine, was licensed. The government
announced that stocks of the old vaccine would be destrayel the new vaccine would be

given to soldiers. But is there really a differenddi new vaccine is said to cause myocarditis in
one in 175 recipients.

The anthrax vaccine story is similar: the Generadnting Office reported to Congress in both
1999 and 2006 that the long-term safety of the vaccine is umkn@rucial data and research
remain buried.

Although civilians injured by smallpox vaccine can seefpensation from a government fund,
soldiers are barred by the Feres Doctrine from conapiems and their only recourse in the event
of iliness is the healthcare system of the militang Veterans Administration. Unfortunately,
vaccine-induced illnesses generally respond poorly tontesd.

In the absence of both demonstrable threat and ig#aess against biological weapons, these
pork barrel vaccine programs exact much too high a poee éur service-members and our
treasury. It is time to end the politicization ofitafly public health.

One recommendation to improve vaccine safeguards frerddhcine Healthcare Center is to
initiate “A Vaccination Buddies ProgramThe MEARNG State Surgeon has committed to
initiate this program into the MEARNG medical protocols

3. The MEARNG immunization program:

The Maine Army National Guard (MEARNG) administers iamizations, which are directed as
part of “basic series” as directed in Army Regulation 40-804andards of Medical Fithess
Soldiers who have been identified by their commandsépioyment receive immunizations as
directed by the Department of the Army Personnel f@eidance, PPG prior to deployment to
theatre. The list below describes what the Soldiexpected to receive from the MEARNG
prior to leaving for Mobilization Station (Maine).

Basic Series immunizations administered by the MEARNG:
1. Hepatitis A (2 doses per dosage schedule)
2. Hepatitis B (2 doses to continue 3 dose series startasat Training per dosing
schedule)
3. or Twinrix (3 doses) instead of separate Hep A and HegriBss
4. Tetanus/Diphtheria (booster every 10 years) and Per{os&gime booster)
5. Influenza (annual)

Currently, PPG directed immunizations administered byMBARNG prior to leaving Maine for
mobilization to Iragq and Afghanistan:
Anthrax (dose 1, 2 and 3 or continue dosage schedule or daasiér)
PPG directed test administered by the MEARNG after metgrfrom deployment:
Tuberculosis Skin Test (one test 3-6 months after retgito Maine)



Current MEARNG immunization procedures:

=

No Soldier will receive more than 2 immunizations nealay.

No Soldier will receive more than 1 live virus in cohey.

3. No Soldier will receive any live virus vaccine witl80 days of expected mobilization
station arrival date.

4. Each Soldier completes and signs a contraindication quesire every time prior to
receiving immunization. The immunization team reviglis questionnaire and
determines whether the Soldier should be receiving &plartor any immunizations.

5. The immunization team reviews the Soldier’s physicadiical record, any documents
brought in by civilian providers and the individual's efecic MEDPROS record for
current immunization history and any shot exceptiorgetermine which immunizations
the Soldier is eligible to receive.

6. Each Soldier is notified which immunization he/shé kel receiving at the time of
administration of the shot.

7. As of October 2008, each Soldier is handed an informatieat or brochure which
describes the immunization he/she received. Thenmafbon material is prepared by the
Center for Disease Control and includes what the immation is and why the Soldier
would be receiving it, potential side effects and whodntact if the Soldier has any
guestions.

8. Prior to being given Anthrax immunization for theffitene, each Soldier receives an
Anthrax immunization brief published by the Departmdribefense regarding the
Anthrax immunization.

9. Females are given a pregnancy test and results recemgdtiene prior to receiving any
immunization, except influenza.

10. As of October 2008, each Soldier will have an identifieahfunization buddy”. Each

buddy pair is identified on a roster supplied by the unitivexgeimmunizations. The

immunization buddy pair is two Soldiers that are expedadszktin regular contact with
each other over the remaining training day. Each inmatian buddy team is aware that
the other received an immunization and is to be aabBgeneral condition of his/her
buddy. The immunization buddy can confirm whether ortiheit buddy received any
immunizations in the event their buddy is non-responsive

N

4. Smallpox Vaccine
Background:

Smallpox vaccine is given to all deploying service masbea program begun in December
2002. No evidence of a high or increased risk of smallpogdrvice members has been
presented since the program started. The vaccineoisiassl with a high risk of cardiac
complications, especially myopericarditis. The oldretidNew York State Department of Health
vaccine was used until early 2008, when the military swiido newly licensed ACAM 2000
vaccine. Both vaccines have been associated vatimtheased risk of cardiac complications.

The ACAM 2000 package insert (a.k.a. vaccine label) cantaliblack box” warning indicating
that one in 175 recipients can be expected to developyiheentarditis complication. The
warning lists a number of other potential complicatioamsluding encephalitis. The insert
indicates the vaccine is to be used for “persons deeurigel at high risk for smallpox infection.”
Relevant pages of the package insert are attached tepbid.
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Civilian Smallpox Vaccination Program

The Institute of Medicine (IOM) of the National Acadeof Science was charged by CDC with
providing advice on the 2003 civilian smallpox program’s imgletation and evaluation. The
IOM committee wrote 6 “letter” reports, and issuediitalf summary report in 2005 The

report made many interesting observations, includindotfoaving:

“Vaccination is an effective public health tool in cases where therkinisks of the
vaccine are weighed against the known benefits of the vaccine and tbediskase.”

“Military smallpox vaccination from 1984 was limited to recruits emtgrbasic training,
and it was finally discontinued in 1996.”

“The combination of known vaccine-related problems and unmeasurable disease threat
was deeply problematic:”

“The committee also emphasized the program’s voluntary nature, and theoneed f
focus on safety, requiring active monitoring of side effects relateddcination.®

“Also, the final phase of the program would offer a potentially harmful wace the
context of an unknown risk, creating a philosophic conflict with health carpainict
health workers’ injunction to “do no harm.*®

“... at times, information about adverse events in the military prograsnet
communicated to the public or to the public health community in a timélipfa’’

"It was also more difficult to identify adverse events specificzdused by the smallpox
vaccine in the military population, because members of the militaeyw ofteived
multiple concurrent vaccinations”

The committee has previously expressed its hope that the Departrbafiense Serum
Repository and the Millennium Cohort Study will serve as resourc&fGras it

follows up vaccines and learns about the long-term sequellae of seriouseadverss.?
“The committee is not aware of whether CDC has conducted a comprehasstgsment
of the safety data system functioning, the completeness of the datadjatineréneir
relevance to the continuation of vaccination efforfs.”

! Committee on Smallpox Vaccination Program Implemématnstitute of Medicine. The
smallpox vaccination program’ public health in an ageeobrism. The National Academies
Press, Washington, D.C. 2005.

? Ibid. page 16.

® Ibid. page 22.

* Ibid. page 26.

® |bid. page 44.

® Ibid. page 49.

’ Ibid. page 60.

8 Ibid. page 60.

° Ibid. page 60.



“...it was never made clear to the public health and health care communities
smallpox was selected as a primary target for biopreparedness, howegnesevallpox
vaccination was identified as a core strategy, and why vaccination was trgent.

The civilian program ceased due to serious reported seefincluding deaths) and lack of
information confirming the program’s urgent need. Despitgaustive searching, no weapons of
mass destruction could be found in Iraqg.

Military Smallpox Vaccination Program

However, while the civilian vaccination program cp#iad in mid 2003, the military vaccination
program neither slowed down nor ceased. Over 1,600,000 sdldie¥seceived smallpox
vaccinations since December 2062Yet the military’s smallpox vaccine website claithat only
140 persons of the initial 1,200,000 vaccinated developed myojktig a rate only one-
fiftieth as high as listed in the package insert. Adan the IOM report, by giving multiple
vaccinations at the same time as smallpox vacduessitie effects associated with smallpox
vaccine could not be precisely identified.

Furthermore, soldiers deployed soon after being vacdpatel were in a war zone at the time
they would most likely show side effects. Medical caes limited in the field, and it is likely
most symptoms were ignored in that setting. Althought miffescted soldiers probably made a
complete recovery, the treatment of acute myopericaréijuires rest. It is unlikely many
affected soldiers in Irag and Afghanistan were ableteive this treatment, which may have
worsened the long-term outlook for some. Given 1,600,00tangismallpox vaccinations and a
rate of 1 in 175 cases of myopericarditis, over 9,000 soldgrde expected to have developed
this side effect; but under 200 have been diagnosed anditreate

According to a study of smallpox vaccine-associated myopericarditis condunyedilitary
physicians:

Treatment is with non-steroidal anti-inflammatory agents, four to seksvef limited
exertion, and conventional heart failure treatment as necessary. Insuppeessant
therapy with steroids may be uniquely beneficial in myopericardiégdaelto smallpox
vaccination, compared with other types of myopericarditis. If a widasivaccination
program is undertaken in the future, many more cases of post-vaccinialmgogigs
could be seen. Practicing physicians should be aware that smallpox vacsowaed
myopericarditis is a real entity, and symptoms after vaccination shoudgtrepriately
evaluated, treated if necessary, and reported to the Vaccine Adwasts Reporting
System.

1% pid. page 62.
" Ibid. page 82.
12 http://www.smallpox.army.mil/
13 http://www.smallpox.army.mil/event/SPSafetySum.asp
4 Cassimatis D, Atwood J, Engler R et al. Smallpox vetion and myopericarditis: a clinical
review. Journal of the American College of Cardiology 200zlume 43, Issue 9, Pages 1503 -
1510
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Our commission was concerned about this problem, argidsyad a change in vaccination
practice in the Maine Army National Guard, vaccinasogfiers several months prior to
deploying. Soldiers could then be observed for potemtialeffects and treated accordingly.
However, such a change has not been possible so fao thee risk of spreading the virus to
family members. However, spread of vaccinia viruiaily members of soldiers has occurred at
a very low rate since the program started.

Findings:

a)

b)

d)

9)

Soldiers continue to receive smallpox vaccine, althabgtvaccine was considered too
dangerous for civilians.

Evidence for an increased risk of smallpox for soldrs not been presented and may not
exist. Both the Institute of Medicine (IOM) and tmeadlpox vaccine’s package insert
indicate the vaccine should only be used in a situafiimceased risk of smallpox
bioterrorism, because the natural disease has bedinateal.

Public health practice balances risk of disease wathat infection and benefit of the
treatment, in this case smallpox vaccine. Thisutaion has not yet been made for the
smallpox vaccination program, which has now been rgniein6 years although it is
considered essential to good public health practice.

Only limited medical follow-up of soldiers who receivedalpox vaccine has been
performed, leading to reported rates of vaccine comgiegain the military that are far
below those found by CDC and during clinical trials & taccine. Reliable information
on the vaccine’s long-term adverse events are lac&s, information on the rates of
complications other than myopericarditis.

The rate of myopericarditis in vaccinated individuals dydimnical trials was 5.7 per
10,000 vaccinated, or 1 in 175 vaccinations (95% confidenawahte9-13.3 per
10,000)*°

A suggestion to enhance the diagnosis and treatment gattine’s subacute side effects
(such as myopericarditis) by vaccinating earlier, wincluld allow more time for medical
surveillance to take place before soldiers deployed framé/ could not be implemented.
Smallpox vaccine has been effective at preventinglpoxatlisease even when
administered up to 4 days after exposure to the virus.

Recommendations:

a)

That Congress request IOM to perform a review of thieanyi smallpox program in an
identical manner to its review of the civilian srpak program, and ask the Secretary of
Defense to follow the recommendations of the IOM cutee with respect to future
smallpox vaccinations.

1 Package insert, page 1: ACAM 2000ww.fda.gov/CBER/label/acam2000LB.pdf
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b) That IOM consider whether an alternative, safer teaytilize vaccine is feasible: for
example, the ability of troops to carry smallpox vaeawith them in the field, to be used
immediately post-exposure should they face an attackswidlipox. Troops currently
carry detector devices for smallpox.

5. Anthrax Vaccine
Background:

Anthrax vaccine is given to all deploying service mersli@ a program that began in March 1998.
No evidence of high or increased risk of anthrax fovise members has been presented since the
program started. The program has been halted twicee 02000 because of a vaccine shortage
(FDA guarantined five million doses of vaccine that eveutside the manufacturers’

specifications due to lack of sterility, lack of potearyl/or degradation of the stoppers on
vaccine vials) and a second time in 2004 due to a court trakethe vaccine had never

completed required procedures for licensure.

The manufacturing facility was rebuilt at taxpayer expansl998-9 due to manufacturing flaws.
FDA only reapproved it for use in January 2002, after thierax letter attacks. After FDA
completed specified licensing procedures in response tothe order, it relicensed the vaccine
and the vaccination program began again in 2006. Overi@mgérvice members have received
over 8 million doses of anthrax vaccine since the pnogstarted®

Due to many reports of vaccine-related illnessesiriliry was directed by Congress to
establish Vaccine Healthcare Centers (VHCs) of wthere are four in the US. The VHCs have
performed complete evaluations on over 2,000 soldiers regamithrax vaccine-related illnesses.
The clinic director of the Walter Reed VHC, who hasked there for the past 8 years, stated
that the complex of symptoms that “translates to mbrfatigue syndrome” has been seen very
often after anthrax vaccine, and is like Gulf War Sgnat’’

An IOM report on anthrax vaccifewas completed in 2002, 5 months after the anthrax letter
attacks. Although the report stated the vaccine wasisufly safe and effective, “the report

committee made it clear that the vaccine should bengiméy to those at high risk for exposure.”
19

The vaccine has been controversial since beginnidgspread use in 1998. One reason the
controversy has persisted is the lack of reliable datdne long-term adverse reactions associated

18 http://www.anthrax.osd.mil/
" Copy of email from Jeannette Wiliams dated Octobe2088 was supplied to the commission
at its October 23, 2008 meeting.
18 |nstitute of Medicine Committee to Assess the Saetfety and Efficacy of Anthrax Vaccine.
The Anthrax Vaccine: Is It Safe? Does It Work? NadiloAcademies Press, Washington, D.C.
March 2002
9 vastag B. Despite finding anthrax vaccine useful, IOdbnemends seeking a better one.
JAMA 2002: March 27; 287 (12) 1516-7.
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with anthrax vaccine. Every expert group asked to retl@nanthrax program over the past ten
years has recommended a study of long-term eftécts.

The vaccine’s FDA-approved package insert notes thaamitudies of vaccine safety were
confounded by a number of methodological problems:

“... adverse events following anthrax vaccination have been assessed y studies
conducted by the Department of Defense in the context of their anthaxatam
program. These survey studies are subject to several methodologitatitins, e.g.,
sample size, the limited ability to detect adverse events valtiggral bias, loss to
follow-up, exemption of vaccine recipients with previous adverseseaedtthe absence
of unvaccinated control groups?”

The package insert also lists the CDC definition of @dr Syndrome as a reported adverse
reaction to anthrax vaccine.

Two studies have been conducted to determine long-terneféibés. The first study, conducted
at Tripler Army Medical Center from 1998 to 2000, was intertdestudy 603 medical personnel
over 18 months while they received the six-dose vacsnes. However, the final repéft only
presented data on the first 4 inoculations, failed toa@xmhy a significantly increased number of
women reported fair or poor health at the study’s coimiyand lost most subjects to follow-up
before the initial vaccine series was completed.e@'luf the subjects (0.5%) developed serious
neurologic disorders early in the study.

A second, Congressionally-mandated CDC study of long-$afaty began in 2002, enrolled
1564 subjects at five centers, and followed them over 43hsom final analysis was due in
April 2007, according to a CDC presentation about the?frial.

However, only an interim paper has been published sririll so far, discussing the first seven
months of follow-ug* Although 229 serious adverse events, including seven deathisjects,
were reported to the Vaccine Adverse Event Reportinte8yduring the full duration of the
trial, the published paper only tells us what nine ofrteere.

2% http://merylnass.googlepages.com/FINALEveryExpertcttesi©G.doc

L ywww. fda.gov/OHRMS/DOCKETS/98fr/05n-0040-bkg0001. pdf

2 Glenn M Wasserman, John D Grabenstein, PhilliptRnBn et al. Analysis of adverse events
after anthrax immunization in US Army medical persenh®ccup Environ Med. 2003 Mar ;45
(3):222-33.

8 The CDC presentation slide of the study’s timelineliesn uploaded here:
http://merylnass.googlepages.com/CDChumantrialtimelide-pdf

24 Nina Marano, DVM; Brian D. Plikaytis, MSc; Stacey, Wartin, MSc. Effects of a Reduced
Dose Schedule and Intramuscular Administration of AntMascine Adsorbed on
Immunogenicity and Safety at 7 Months: A Randomized T3&MA 2008; 300 (13): 1532-
1543.
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Data from the military Defense Medical Surveillangst®m (DMSS) have not been used
appropriately to study anthrax vaccine safety, despitmmeendations from the 20652nd
2003° IOM committees on anthrax vaccine, which note thistdatabase contains the most
important information on the long-term safety of aawaccine.

The 2003 IOM committee made the following finding and recenuhations, but there is no
public evidence that the recommendations have beercaut:

Finding: DMSS is a uniquely valuable resource for testing hypotheses regarding
medically significant health effects of exposure to AVA or otheines;aespecially
those that might arise several months after vaccination but within tihedpsractive
duty?’

Recommendation: Analysis of DMSS data should be the primary approach for
investigation of possible AVArelated health effects of medical significance that occur
within the typical period of active duty following vaccinatfon.

Recommendation: A committee of nongovernmental experts should be established
periodically advise CDC on plans and priorities for the analyses of dataBel8S and
other sources to test hypotheses regarding health effects related\tty AV

Recommendation: Adequate resources (substantially more than can currently be
identified from the CDC-DoD Memorandum of Understanding) should be made
available to support the use of DMSS data for testing hypotheses regarding feal$ e
related to AVA(Anthrax Vaccine Adsorbed) or other vaccine expoSures.

A 2007 GAO reporff acknowledged that,
“Officials from the VHC Network and CDC estimate that betweandl2 percent of

immunized individuals may experience severe adverse events, ahidhesult in
disability or death.”

%% Institute of Medicine Committee to Assess the Saetfety and Efficacy of Anthrax Vaccine.
The Anthrax Vaccine: Is It Safe? Does It Work? NadiloAcademies Press, Washington, D.C.
March 2002
26 http://www.nap.edu/catalog.php?record_id=10527#toc
2" Institute of Medicine committee to review the CDGhaax vaccine safety and efficacy research
program. An assessment of the CDC anthrax vacciegysaid efficacy research program.
National Academies Press. Washington, D.C. 2003. Pages 76-77.
http://books.nap.edu/openbook.php?record_id=10527&page=76
?® The licensed anthrax vaccine was named AVA (antaagine adsorbed) until 2002; it is now
named Biothrax.
29 http://books.nap.edu/openbook.php?record_id=10527&page=77
%0 http://books.nap.edu/openbook.php?record_id=10527&page=78
31 http://books.nap.edu/openbook.php?record_id=10527&page=78
%2 GAO. Military Health: DOD’s Vaccine Healthcare Gers Network. GAO-07-787R. June 29,
2007. page ttp://www.gao.gov/cgi-bin/getrpt?GAO-07-787R
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Assistant Secretary of Defense for Health Affairs . Ward Casscells concurred with the
report’s findings and results in a letter included in #ysort.

On October 1, 2008 DHHS Secretary Leavitt issued a daolaatder the 2005 Public
Readiness and Emergency Preparedness ¢t invoking an anthrax emergency, which will
shield the manufacturer and government officials framlity lawsuits resulting from anthrax
vaccine injuries, and injuries resulting from use of djgecanthrax, smallpox, botulinum toxin
and radiation sickness countermeasures, including smaljmmine. No evidence of an anthrax
emergsgncy exists, but evidence is not needed to invokenargency declaration and liability
shield:

On October 23, 2008, the CDC’s Advisory Committee on Impatian Practices voted to
overturn their 2000 and 2002 recommendation against using andwueire in civilians who were
not exposed to anthrax spores on more than one oecasid approved use of the vaccine in
civilian first responder?’

Findings:

a) Soldiers continue to receive mandatory anthrax vatems although the vaccine’s safety
has never been demonstrated, and there are good réasoispect the vaccine causes
severe side effects.

b) No reliable data on the long-term effects of antiwaccine exist in the public domain.
Data that could help resolve the lack of long-term gafddrmation have been
sequestered, especially the Defense Medical Surveillaystem (DMSS) database,
despite a Congressional directive to CDC to study long-&dfects.

c) The vaccine package insert, the Vaccine Healthcaree@eand the CDC (reporting to
GAO in 2007) all suggest that severe adverse reactions fodlowring anthrax
vaccinations, and may lead to disability or death.elatively common sequella is the
symptom complex associated with chronic fatigue syndr@ué/War Syndrome.

d) No increased risk of anthrax in soldiers has been dsinadad.

e) No risk/benefit calculation has been made for mili@mthrax vaccinations to conform to
public health standards.

f) Vaccine efficacy has never been demonstrated in hufoatisis vaccine (despite the fact
that FDA regulations require this evidence for licenswaeyl CDC has been conducting a
primate trial to generate indirect evidence of efficacy

% http://ledocket.access.gpo.gov/2008/E8-23547.htm

3 http://Iwww.dhs.gov/xlibrary/assets/ofsec_signed_deterinim@®2308.pdf

% http://www.usembassy.at/en/download/pdf/medical_biodefedse.

% http://Iwww.dhs.gov/xlibrary/assets/ofsec_signed_deterinim@®2308.pdf

37 http://www.cidrap.umn.edu/cidrap/content/bt/anthrax/neet@808anthrax-jw. html
15



9)

h)

)

After the anthrax letter attacks, 100 percent of antesgposed individuals who took
antibiotics were prevented from developing anthrax. mgutine Gulf War, inadequate
supplies of anthrax vaccine led the military to supphtéti packs of ciprofloxacin to
deployed soldiers as a preventive measure for anthralgie® on deployment carry
anthrax detection equipment.

Civilian first responders are poised to begin anthracxmations while the vaccine’s
manufacturer has just been shielded from all liabiityijuries that may occur as a result.

Anthrax and smallpox emergencies have been declared BREFA despite lack of
evidence of increased risk for either condition.

Recommendations:

a)

b)

d)

C.

That Congress request that the Defense Department pitsveledence of increased
anthrax risk to soldiers

That mandatory anthrax vaccinations cease if comgnevidence of increased risk is not
provided

That soldiers be given the choice of receiving eitlmehrax vaccinations or an antibiotic
blister package, which could be started at the firstsigmthrax attack and is expected to
have high efficacy.

That Congress require that the DMSS database as welb@s VA and other vaccine
safety databases obtained at taxpayer expense be areshynd shared with independent
researchers in a timely fashion to derive conclusiigmation on the adverse effects of
anthrax vaccine.

That research using these databases specificallyigatesthe relationship between
anthrax vaccine and chronic fatigue syndrome, fibrogeyalnd other pain disorders,
undiagnosed illnesses and Gulf War Syndrome.

Propose recommendations and seek approval from the Armed Force$the United

States for safer health care practices and protocols to be admmtered to members of the
Maine National Guard;

Atfter fifteen months of gathering and processing as nmfolmation as possible on health
practices and protocols in the military, focusing speadlff on those administered to members of
the Maine National Guard, the Commission is recomnmgnainumber of changes.

Staffers from all of Maine’s Congressional Delegatiawe attended every meeting and have
offered a valuable perspective to this work as welhasd who have taken their time to come
before the commission to testify at Public Hearinghave e-mailed in their written testimony.
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Since much of what we found requiring change is at tiher& level, a Joint Resolution to the
President and Congress of the United States is beirtgditaf be introduced for consideration by
the 124 Legislative Session, which will include the followiRgcommendations:

Recommendations from the Commission to Protect the Lives artdealth of Members of the
Maine National Guard:

Federal Level:

1. That diagnosis and treatment for undiagnosed illnessds asubose found in veterans of the
1990-1991 Gulf War and the Global War on Terror, be resoivadimely manner.

2. That existing regulations to improve the medical diggdplfocess for service members be
enforced and that current standards be improved. Thar&ssEnsure the DES Pilot
Process is expanded as quickly as possible.

3. That service members be granted the “benefit of thdtiavhen they file a valid disability
claim for service-connected injuries or illnessesyvijaliag healthcare benefits immediately and
compensation as soon as possible.

4. That the DoD adopt the VA's electronic medical recoystesm immediately.

5. That Congress request the Institute of Medicine (IOM)eadorm a review of the military
smallpox program in an identical manner to its reviéshe civilian smallpox program, and
ask the Secretary of Defense to follow the recommentaof the IOM with respect to
future smallpox vaccinations. In addition, that the I©dhsider whether an alternative, safer
way to utilize vaccine is feasible: the ability oddps to carry smallpox vaccine with them in
the field, to be used immediately post-exposure shouldfélceyan attack with smallpox.
Troops currently carry detector devices for smallpox.

6. That all anthrax vaccine safety data be made avaifablexpert analysis, especially to
decision makers and independent scientists.

7. That research using the Defense Medical Surveillanstee®y(DMSS) databases specifically
investigate the relationship between anthrax vaamukechronic fatigue syndrome,
fibromyalgia and other pain disorders, undiagnosed illness@$ulf War Syndrome.

State Level:

1. That there be an advocate for returning service meméne Governor’s Office.

2. That legislation in the form of a Joint Resolutiorthe United States Congress be submitted
for consideration by the 124th Session of the MaingeStegislature that includes the
Recommendations of the Commission to Protect thesLland Health of the Members of the
Maine National Guard.

Maine National Guard Command Level:
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1. That a Joint Medical Clinic be provided in Maine tlsastiaffed on drill weekends and that
specializes in pre and post deployment issues.

2. That immediately upon completion of a Line of Duty Inigegtion (LOD), with the final
determination suggesting the presence of long-term orrilmggmilitary service-connected
injury or disability, the Maine National Guard will strigly encourage the service member to
file a concurrent Veterans Affairs claim.

Significant Report for Gulf War lliness Issued November 17, 2008:

The report “Gulf War lliness and the Health of Gulf Waaterans: Scientific Findings and
Recommendations” by the VA Research Advisory Committe Gulf War Veterans’ llinesses
(a.k.a. RAC) was issued on November 17, 2008. The repdntresthat Gulf War illness is a
true medical disorder, affecting 25% of veterans of tisé ulf War, and emphasizes the need
for additional research into exposures and effectiarents.

The report underscores our need to learn whether satifitimbers of Irag and Afghanistan
veterans are developing similar illnesses.

It is important in many ways, since it is the mosinprehensive report on GWS, with over 1800
citations. It accurately describes the illnessesth@dhcidence of cases (at least 25% of those
who served in the Gulf theater) and the fact that merstin ill. It emphasizes the need to find
useful treatments for these veterans.

Comments On The Gulf War lliness Report:

However, the report has internal inconsistenciesat@troubling. The biggest problem is the
report's simplistic executive summary. This summargdiffrom the conclusions in the body of
the report for anthrax vaccine and depleted uranium, ticpir. The body of the report
evaluates the available data [Mvhich in both cases is highly suggestive of a deleterdfest on
veterans and points out the important gaps that remain in our urathelisg of these two
exposures.

However, the executive summary indicates they have fated out” as causing the illnesses.

The report may have been too ambitious. It seeks@esiand clear-cut resolution to the
problem of Gulf War illnesses’ etiology, and asserts loais been found. But

there may not be a simple answer. Yes, a chenacskcexists. However, this answer is not
really new. The single and (especially) combined &ffet pesticides, PB, and sarin have been
studied by many researchers, and are known to have téetipbto cause GWS symptoms. For
instance, their neurobehavioral effects were discusseg Senate testimony of September 2007,
in which they were noted to be part of the problem:
http://docs.google.com/Doc?id=dc3wgmd7_286w6z99

However, very few pest exterminators or treated rwgam gravis patients (those groups with
continuous high exposures to these substances) havepk/&alf War-like illnesses.
Furthermore, many veterans who were not exposed $e gubstances developed Gulf War-like
illnesses. This includes a small, but not insignificanmber of non-deployed, vaccinated
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soldiers. (The RAC'’s former scientific director dich#of the seminal research in this area,
finding GWS-like illnesses in more than 11% of GW-erldiscs vaccinated for deployment, but
never deployed. [2]) Thus other exposures must also blé:

The Report’s research recommendations are sound. ohtyalations of data in the appendices
provide valuable summary information.

These findings underscore the importance of our Commissigork, which is to do all in our
power to help ill veterans and prevent future illnesses.

To Access the Complete Gulf War lliness Report:

http://sph.bu.edu/insider/images/stories/resources/annualtsEpd/1%20and%20Health%200f
%20GW%20Veterans_ RAC-GWVI1%20Report_2008.pdf

Some areas that are under consideration for future reeadations at the Federal level are:
1. Military Physical Screenings:

There is some debate as to the value of a physical aga preventive measure
yet this issue remains a high priority with diverse mpis on the best approach to
create safer healthcare practices and protocolsdsetberving in the military.

2. Vaccination Policies:

Given the January 2007 Secretary of Defense Policyetb Réserve Component
Units twelve (12) months notice prior to deployment, @agnmission will
consider theater specific vaccinations that might bergin Maine.
Recommendations on the immunization cycle to impreadth standards may
come out of this process.

Vaccinations with the greatest possibility of adveesgctions are given just prior
to deployment sometimes more than one at a tim¢helmilitary, it is allowable

to give up to fifteen (15) vaccinations at one time. alihthese could be given at
‘home’, one at a time, to soldiers with vaccinatimuddies and whose doctors and
families have had education as to what to look foigms ©f an adverse or allergic
reaction? Treatment could begin immediately with éeloethance of recovery.

3. Tracking Healthcare of All Military Service PersonfRgturning to Maine from All
Branches of the Service: This is a most complex isstieHIPAA rules and
Federal jurisdiction just some of the challenges. @aoaght is that a sub-group
of commission members and other stakeholders be fotanexplore how this
might best be accomplished. One possible outcome ofistuidys issue may be a
recommendation for changes in HIPAA rules as wellda®eating for changes in
Federal Jurisdiction.
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D. Propose and seek approval from the Armed Forces of the UniteStates for the
Maine National Guard to retain a copy of the medical records ofach member of the
Maine National Guard who is sent to active duty;

In deployments to date, Department of the Army Perddtoiey Guidance required that
“soldiers deploying to overseas locations (OCONUS)dejploy with the Adult Preventive and
Chronic Care Flowsheet, DD Form 2766” (the commonlgrrefl to “Medical Field File”). The
DD 2766 will be used as the deployment health record. /oiltkers will not deploy OCONUS
with health and dental records. Health and dental dsowill be returned to home station
following mobilization/deployment processing. Recordslve returned to the demobilization
station for review during medical out-processing. Upouarretrom an OCONUS deployment,
the DD 2766 will be reintegrated into the soldiers’ medieabrd”.

The Department of Defense is moving to an interneettalectronic health readiness record
(HRR) which is a scanned collection of medical docusentrently in the paper medical records.
The system will operate 24 hours a day, seven days a sgessword secured and accessed
only by authorized personnel, to include the individualisermember. This will avoid the
historical problem of records moving back and forth leetmvmobilization station and home
station and therefore possibly not being accessitdgimely fashion.

Maine Army National Guard medical records have beenrszh are currently being indexed and
new documents are being scanned as they are receihedvidine Army National Guard has
adopted a deadline of December 2008 to conduct quality coestslwhich will validate the

HRR as operational.

There is a process in place at the federal level tiw gtectronic medical records and with the
assurance, that until the completion this processsaldyer can get a copy of his/her military
medical records upon request.

Maine National Guard Return Receipt Policy:

In recognition of the fact that non-AGR membershaf Maine National Guard see civilian
medical providers and in recognition of the fact thattebnic medical records do not exist as a
standard in the American medical system and in recogruti the fact that complete medical
records are essential to ensure that members are lgrepa@uated upon discharge, the Maine
National Guard will institute a policy that both encages members to bring their civilian medical
documentation in during their annual PHA and receive @pefor the same.

The Adjutant General will issue a policy letter thatblshes this as command policy and direct
that the Maine National Guard Medical Command develogyseoand distribute a Return
Receipt stamp that will be used to stamp incoming amiliedical documentation and require
that the stamp be signed and dated indicating and estadpligtueipt.

This action will be completed NLT April 2009.

Background and Additional Information on “Return Receipt” :
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1. Problem: Lack of evidence from outside providers makimgo Guard service
member’s medical records, thus affecting the Unityato properly assess the
medical readiness of the member. Also hurting the raemben and if, they
eventually file for service connection at the VAhig process improvement can
help both the member and the unit.

2. Solution: Create an education process to inforrmémaber of the importance of
providing outside medical documentation to the unit.
a. Draft and institute an instruction capturing thiscpss improvement.
b. Create a form, a receipt of documentation to beiged to the service
member when documentation is provided.

3. Develop and ensure that training is provided:
a. During post deployment training, stress how providingichentation
about emerging health issues can eventually affect doersrdealing with
the VA should they need to prove service connecti@later date.
b. During annual training provide a copy of the instrugtand a copy of
the receipt, stapled to the annual physical checkliguc&ting members
about the importance of providing documentation.

E. Provide for the education of members of the Maine National Guar and other
military personnel, especially medical staff, with respecto safer and more effective health
care practices and protocols;

1. Education Programs Utilizing Maine Resources:

One way to increase the safety of the National Goanhbers is to educate them on the
importance of sharing all medical information withithavilian medical providers. This could be
done in many ways:

A wallet card with the dates of administration of diffiet immunizations on it.

Each time a National Guard member is examined orvesany medical treatment remind them
how important it is to share this information witther providers.

Remind each service member to ask for a copy of hisieéical record and pass it on to all of
the providers.

Train members to identify themselves as National Guambers whenever going to a hospital.

There should also be an education program for civiliarigeos to remind them to ask each of
their patients if they are a member of the Nati@ahrd. This would be very important for
emergency room providers. The Maine Medical Associatiould be able to help with this.

Better education of the members of the National Gusavekll within the realm of possibilities.
The financial cost would be small and there would biegslative obstacles. This could be put
in place with little or no delay and could have a largeaict if anyone were to have adverse
reactions to any medical procedures such as immunizations

21



2. Education Programs Utilizing Outside Resources:

Invite Colonel Renata Engler, M.D., the directorlté ¥accine Health Care Center at Walter
Reed Army Medical Center, and a worldwide presenter,am®/) to teach the most current
information on military vaccination protocols andetgfto Maine National Guard doctors,
soldiers, their families, commission members andiaivdoctors. The Maine National Guard will
also work to set up presentations in coordination w#hTwgus and the Maine Medical
Association to provide a broader audience.

Educate Maine National Guard Service Members and Families

Aside from the formal training service, members neeeluring drill weekends, annual training
periods, formal training events, civilian and militaghools, and deployments nationwide and
overseas; numerous informational and educational resoanckeorganizations reside within the
Maine Army and Air National Guard. The Commissiongaflaboration with the Maine National
Guard, is committed to taking advantage of the followifigrmational and educational resources
and venues to maximize extremely important “commissitated” information flow to education
Maine National Guard service members and their fasnilie

National Guard Deployment Cycle Support Yellow Ribbon Program

The 2008 National Defense Authorization Act directed robuancial resources from which
originated the Army National Guard Yellow Ribbon Programobust, preventive, proactive
support program for Soldiers and Families. The intetih@fprogram is to provide a continuum

of care needed to ensure Soldiers and Families re¢e\veate and services necessary throughout
the entire deployment cycle. Maine is currently | pinocess of implementing this program
including the following health related assistance andes to soldiers and their families;

1) Suicide prevention

2) Substance abuse awareness and treatment

3) Anger management counseling

4) Post traumatic stress disorder or traumatic brain injury

5) Rural health care reintegration

6) Veterans related centers, benefits, medical and o¢keurce referral services

This newly developed Yellow Ribbon Program will imprdw@aw service and family members
progress through the deployment cycle; and will promotdyfgmeparedness through education,
by conducting family and service member outreach, faympartnerships and leveraging
resources.

Maine National Guard Family Assistance Center (FAC);

The Maine National Guard Family Assistance Centerests another very active and
outstanding family and service member educational resouever expanding organization,
the Maine National Guard Family Assistance Cententagis a very active and interactive
website with numerous resources, benefits, refernaldiaks for service member and their
families. The website is located at: http://www.ngd.army.mil/Family/default.htm
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Additionally the Maine National Guard Family Assistaf@enter publishes and distributes
periodical newsletters; The “Chain of Concern” andfié8aand Wellness” represent bi-monthly
newsletters mailed directly to all Maine National Gliar

Maine National Guard Publications

Unit Newsletters:

The diverse structure of the Maine Guard (totaling apprabeaiy 3,300 service members)
represents a complex organization of both Army andNaiional Guard units arrayed across the
State of Maine. Each month, unit leadership develogsrals newsletters containing unit
specific military related information to each servsember (and their families).

Guard ME Magazine

The Guard ME Magazine is a semi-annual magazine distdithatMaine Army National Guard
members, their families and retirees. This publicakighlights unit training events and important
command messages from the Adjutant General and Staten@ahSergeant Major.

F. Assist the families of Maine National Guard members who daéin military service
from noncombat causes, including suicide, to obtain accurate driimely information in
regard to the deaths of the Maine National Guard members;

Introduction to the Case Review Process:

In order to best serve families, who may have ldsvvad one through a non-combat death;
current members and veterans who have been injuredaiieti from non-combat causes; a less
daunting, more specific and more private process thafyitgstat a public hearing was identified
as a need.

Thus, the Commission created its own Case RevieweBspbeld a Trial Case Review with a
disabled veteran who volunteered his assistance amdhis process of ensuring the privacy of
those proceedings with proposed legislation for consideraitiring the 124th Legislative
Session.

Case Review Process For The Commission to Protect the Livaasd Health of Members of
the Maine National Guard:

What is the Noncombat Death and Disability Case Review Board?

The Noncombat Death and Disability Case Review Bbaslbeen established to prevent future
noncombat death and disability in the Maine Army Naldsuard, in a no-fault manner.

What is the role of the Noncombat Death and Disability Case BeMBoard (NDDCRB)?
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The NDDCRB will listen to concerns and questions afifamembers or veterans who have
suffered a noncombat death or disability. The NDDCRBassist and advocate for the veteran
or family in getting questions answered, actions takeah paoblems resolved.

The NDDCRB will make recommendations for changes ¢oGbmmission to Protect the Lives
and Health of Members of the Maine National Guard.

Who sits on the NDDCRB?

The NDDCRB will be multi-disciplinary, made up of 3 — 5 memnsowith expertise or experiences
best suited to listening compassionately and addressinggé#us of the family or veteran, to be
selected by the Chair.

The Chair of the Commission will chair or appointhaic for the Board.
How does the NDDCRB ensure that recommendations are carrie® out

The NDDCRB shall prepare and provide a report of the iasew to the Commission and
family or veteran within 3 months of the final sessi

The Commission has the responsibility to see #@dmmended changes are made, if a state
issue, or that recommendations for action be moveuiat, if a federal issue or otherwise
beyond the Commission’s jurisdiction.

Report From A Trial Case Review:

A trial Case Review was held to help clarify and defireeprocess. The task was to provide a
safe space where confidentiality was to be respeaddien, to offer support, to ask clarifying
guestions, to look not for fault, but for solutions.

The trial review was held June 13, 2008 in a meeting rodhegtublic library in Brunswick,

which was a more accessible location for the vetefhe review was chaired by the Chair of the
Commission with several Commission members, an advimember and related non-members
participating. The veteran, whose case was beingwetdievolunteered to do so.

Issues Identified By The Veteran:

He felt abandoned by his military ‘family’ once he elebined his health was such that he
must medically retire out.

This veteran felt he was on his own to find his wapugh the MEB/PEB (Medical
Evaluation Board) and appeal process. He perceived theasaow in an adversarial
role with the military, his unit, the JAGs etc. ahdttwas why he did not get help or
support.

Even though he was an officer, he experienced thehicaadt and housing at Walter Reed
as unacceptable. Not only did he not see a spedihésgnly doctors he saw were
residents.
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His military medical separation appeal process took fears/(4) and left him feeling
isolated, disempowered, and demoralized. He was notegllawo the hearing room and
had just met the JAG who represented him.

The percent of separation pay/disability awarded by ¢tieeaduty side was very low and
unsatisfactory to him.

His process of separation/retiring out medically and tedting a diagnosis of MS with
an acceptable level of disability from the VA toeight (8) years,was mind boggling and
a physical challenge for someone physically and coelytisnpaired.

Issues for Commission to consider for future Case Reviews:

Compassionate listening is the most important aspdtisoprocess.

Confidentiality and protecting the privacy rights of fiesiand the medical or other
personal information that is shared in this processtisal.

Chair's impressions for Commission to consider:

Compassionate listening requires not having an agenaansost cases ex-officio
members are not best suited for this task. It migladwesable to include other non-
members, such as those with mental health and hdsgoggrounds.

Problems at Walter Reed predate recent news of unabteeptausing and continuity of
care.

Disability levels are usually raised significantly irgentage and more apt to be
satisfactory to the soldier when they get into thedyatem, but this process can also take
years.

Continual training and education is needed to ensure NWaterans’ Services
Representatives are up to date on frequently changing §Aatens. This will enable
them to better serve their clients.

Disabled soldiers caught in this bureaucratic systemmatbupport and no apparent way
out, might well view suicide as a ‘solution’. Work tosé the gaps in the system must
continue, so that these individuals and their famiget/dre supported.

There are aspects of military culture that are detfiat¢a the health and healing of those
who serve. Some examples: importance of fithessg¢@xtent that running daily even in
100+ degree heat and at high altitudes is the norm; itl@esdlas an injury not only may
he/she cover it up, but may be encouraged to ‘tough inotitvimp out’; a “don’t ask

and don't tell” culture in the military extends to medisiguations for a variety of reasons.
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The MEB/PEB process as described in this review souwddt @ in opposition to the
very values of our country that service members deda® fight for and would be
unconstitutional in the civilian world.

Suggested actions to be taken:

Recommend there be an ombudsman-type position to advocaietive duty soldiers
going through the medical disability process.

Ascertain that ongoing training is being carried out laird Veteran’'s Services to ensure
all representatives are updated of all the dynamic chamgegulations at the VA.

Explore ways of protecting privacy of the individual inchgltheir identity, private
circumstances and medical information.

Recommendations From the Attorney General’'s Office Pertaimg to Protecting
Confidentiality and Privacy Rights:

1. Receive confidential medical information in Execut8&ssion pursuant to Section 405 of
the Freedom of Access law and that personally idemgifyiformation will not be
disclosed absent a disclosure authorized by law or thraygbperly executed release.

2. Ask the 124 Session of the Maine State Legislature to specifispkll out in statute
how confidential information is going to be handledhis Commission’s case review
process.

3. Meet with the Right To Know Advisory Committee on Novber 17, 2008 to seek their
guidance on the handling of medical information to propegcy.

Update on Confidentiality and Protecting Privacy Rights:

Barbara Damon-Day, Chair and Peter Ogden met witRidigt to Know Advisory Committee
on November 17, 2008. As a result, legislation, specifitallthe Commission case review
process that protects confidentiality and privacy righess drafted by OPLA and has been
forwarded to Colonel Don Lagace at Camp Keyes for sn@iuin the Maine National Guard
“housekeeping bill” for the upcoming 2009 Legislative Session.

Recommendation from the Case Review Board to the Commission:

That the Commission recommend an advocate for meghcapsychological issues for alll
members of the military and their families. Tha¢ ddvocate be located in the Governor’s Office
and be a point of contact and referral to the appropestgurces, where follow-up will continue
until a satisfactory outcome is reached in each case.

This recommendation is being put on hold because ofusebiedget shortfalls, improvements that
already have been made to this process by the MaiendbGuard and a current increase in
support positions at Camp Keyes coming from the fedewall éd in some instances for all
branches of service.
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Language and Summary of Proposed Legislative Change to Protect Privacy:
Sec. 1. 22 MRSa 8532, sub-genacted to read:

6. Case review; confidentiality. The commission may act as a panel to review cases
involving Maine National Guard noncombat death and disabivhen the commission or a
subcommittee of the commission acts as a case r@adael, the proceedings and records of the
panel are confidential and are not subject to subpoes@wdiry or introduction into evidence in
a civil or criminal action. The commission shaidose conclusions of the review panel upon
reqguest, but may not disclose information, records @ tiet are otherwise classified as
confidential.

SUMMARY

This bill/section authorizes the Commission to Pebtke Lives and Health of Members of
the Maine National Guard to act as a panel to revases involving death or disability of
members of the Maine National Guard. When the cosmmor a subcommittee of the
commission acts as such a review panel, its proceeainyeecords are confidential and are not
subject to subpoena, discovery or introduction in a aivériminal action. Conclusions of the
panel may be disclosed, but no confidential informatiary be released.

G. Provide for the cooperation and coordination of assistance betwedne Maine
National Guard and the center for disease control with respz to this chapter;

Working with stakeholders, including the Commission's nes)iMaine CDC staff identified
existing resources for returning Maine veterans, incutliational Guard. These resources were
compiled, and a web page was created for them, calledetieeans Resources web page. The
link to this page was widely circulated by email and postethe Maine CDC's homepage, which
receives over 5,000 visits per month. The direct link is:
http://www.maine.gov/dhhs/boh/veterans_resources.dutich the homepage of the Maine CDC is:
www.mainepublichealth.gov

The Commission will provide guidance as these two ageeesilore ways “to coordinate and
cooperate to provide a higher standard of preventivehheale for members of the Maine
National Guard”.

Maine National Guard and the Maine Center for Disease ControCooperation and
Coordination Efforts:

The Commission to Protect the Lives and Health ofmldlers of the Maine National Guard
provides oversight for the part of the statute that tigr¢he Maine National Guard and the

Maine Center for Disease Control to take such actensecessary to accomplish these purposes
including coordination and cooperation between theseatyemcies”. The efforts of such
interagency coordination and cooperation are reflectéaei following collaborative endeavors.

Maine CDC and the Maine’s Bureau of Veterans’ Servooeglucted an analysis of Veterans’
Survey Data. This survey provided significant baseitift@mation for follow on surveys. The
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two departments have committed to conducting anotherysim2©10 and subsequently will
report post-implementation veteran health-care feedéadlanalysis to the Commission.

Maine CDC established a direct link on their websita warietyof resources for Maine veterans
and their families including the following;

Chaplains

Counseling Services
Department of Veterans Affairs Resources
Education Benefits

Help for Families

Hotlines

Medical Information

Mental Health

Military Health Insurance
Re-Employment Issues
Vaccine Information
Veterans Centers

VA/Maine Veterans Services

This valuable collaboration effort between Maine C&x@ the Department of Defense Veterans
and Emergency Management represents a dynamic on-goingagesntegrating valuable
information to Maine’s veterans, service membecstaeir families. The website is accessible via
the following hyperlink;

http://www.maine.gov/dhhs/boh/veterans resources.htm

These two departments continue to achieve momentuantemporary medical initiatives. The
Maine Army National Guard State Surgeon is coordinatir@gpecific future medical venues in
Maine (a Web Cast and a personnel seminar) fromAtr8y Colonel and an immunologist at the
Walter Reed Army Medical Center in Washington, Dr. &arkEngler. Dr. Engler will provide an
overview of vaccine related issues and updates as waligaestions of what medical
professionals should look for. Medical personnel froenNtaine Medical Association, the
University of Maine, Maine’s Center for Disease @oh the Maine National Guard, Veterans
Affairs and other medical professionals representritended audience.

H. Work with the Bureau of Maine Veterans' Services to track tle care of the
physically and psychologically wounded Maine National Guard and Arme Forces service
members from Maine within the health care systems of thenited States Department of
Defense and the United States Department of Veterans Affs and serve as an advocate to
ensure a high quality of care; and

Tracking Medical Status of Service Members
1. What is being done now:
a. Maine Veterans' Services does track all Maine senvieenbers who have died

while deployed in support of combat operations since Sdeteiri, 2001.
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3.

b. MVS has developed a spreadsheet to track identified typksesbes experienced
by Persian Gulf and Global war on Terror veteradgppéndix 9)

c. MVS has developed cover latet questionnaire to be given/sent to returning
veterans asking for their help in identifying illnesaésibuted to  their service in
the military. (Appendix 10)

. Short term goals:

a. The Maine Attorney General will provide advice/instroctto the Commission on
the legal aspects of certain state agencies requestimpjling, and storing medical
data provided by service members and/or their famitighe Commission.

Status: The AG’s Office met with the Commission and providedrnmation and
assistance in understanding current Maine laws pertamikdPPA. AG’s Office
assisted Commission in meeting with the Maine RighKriow Committee to
discuss the privacy requirements and they recommendedash@iiage to be
placed in law that allows the protection of all privetfermation given to the
Commission. Legislation will be heard in upcoming legige session (Jan-Apr
2009).

b. The Commission will send a letter to the familiesrafse National Guard members
who have died to ask the families to participate by piingithe Bureau of Maine
Veterans Services a copy of:

(1) DD-1300, Casualty Report

(2) DD- 2064, Certificate of Death

(3) Military records of awards/decorations and assignsnent

Status Commission will send letter (September 2009) once the lavedomes
effective that protects the information provided by the familes

Long term goals:
a. Compile data.

b. Review data periodically with appropriate personn@eatify any trends that may
develop.

Status: State Medical Examiner, Dr. Greenlaw, and MVS Dector reviewed
what data was available and no trends were identified. Willantinue to
compile data and review on at least an annual basis.

c. Notify appropriate agencies of any trends noticed/identifi
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d. Expand database to include veterans of the PersidiMau(discharged since
1990) that want to participate.

Status: Data from first Gulf War veterans being compiled curently.

e. Expand database to include those who have been disclsarged 990
and/or have died of unexplained causes. Work with StatBclkleExaminer to
define these cases. The Office of Chief Medical Emanwill add a data element
to their database beginning with cases after January 2048 field will be used
to track military service as reported by familiesheit funeral director. This
information is received in the Office of Chief Medi€xaminer after the death
certificate is filed in Vital Records and then returtedBureau of Veterans
Services. This process takes approximately 3-4 moitimsust be noted that the
data from the Office of Chief Medical Examiner isitial to the deaths which fall
under their jurisdiction by statute and that these desttsunt for only
approximately 10% of Maine deaths each year.

Tracking Medical Status of Service Members

1. What is being done now:

a.

b.

Maine Veterans' Services does track all Maine senvieenbers who have died
while deployed in support of combat operations since Sdyeteiri, 2001.

Review other states for similar programs.

2. Short term goals:

a.

C.

d.

The Maine Attorney General will provide advice/instiootto the Commission on
the legal aspects of certain state agencies requestimpijling, and storing
medical data provided by service members and/or theilidarto the Commission.

The Commission will send a letter to the familiestafse National Guard members
who have died to ask the families to participate by piingithe Bureau of Maine
Veterans Services a copy of:

(1) DD-1300, Casualty Report

(2) DD- 2064, Certificate of Death

(3) Military records of awards/decorations and assignsnent
Maine Veterans Services and certain state agendletewelop tracking format.

Develop survey questionnaire for service members tqleien

3. Long term goals:

a.

Compile data
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b. Review data periodically with appropriate personnel totifyesny trends that may
develop

c. Notify appropriate agencies of any trends noticed/identifi

d. Expand database to include veterans of the Persian Gul{dlécharge since
1990) that want to participate.

e. Expand database to include those who have been discharged $90 and have
died of unexplained causes. Work with State Medical Examodefine these
cases.

The Office of Chief Medical Examiner will add a datameént to their database beginning with
cases after January 2008. This field will be used to traltlary service as reported by families
to their funeral director. This information is reaa in the Office of Chief Medical Examiner
after the death certificate is filed in Vital Recoed®l then returned to Maine Veterans Services.
This process takes approximately 3-4 months.

Once enough data is available, it is anticipated thigrR¥gden, Department of Veteran Affairs
will provide a list of deceased veterans and their tiameklocation of active duty service so that
we can begin to cross-reference types of death wathinformation. We have not yet determined
whether the data will be redacted for personal infoonadr whether the Department of Veterans
Affairs may wish to obtain family permission to rewi all of the information about the specific
deaths.

It must be noted that the data from the Office of OMiedical Examiner is limited to the deaths
which fall under their jurisdiction by statute and thede deaths account for only approximately
10% of Maine deaths each year.

Maine Veterans Brief Health Profile
Maine CDC/DHHS, September 2008

Source 2006-2007 two-year compilation of BRFSS (Behavioral Restor Surveillance
Survey), a telephone survey conducted by the Maine CCAbait 5,000 adults in Maine
annually.

Proportion of the Adult Population Who Identify Themsslas Veterans
us 12% (~1in 8)
ME 15.5% (~1in6)

Of Maine men, 30% are veterans.
Of Maine women, 2% are veterans.

30% of Maine adults 65 and older are veterans,
whereas 12% of Maine adults 18-64 are veterans.

Veterans By County:
Androscoggin 18% Oxford 19%
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Aroostook 15% Penobscot 13%

Cumberland 13% Piscataquis  19%
Franklin 13% Sagadahoc  19%
Hancock 14% Somerset 16%
Kennebec 18% Waldo 16%
Knox 14% Washington 18%
Lincoln 16% York 16%

Some Health Data of Veterans vs. Non-Veteraodd(lettering refers to those data that are
significantly different between veterans vs. non-xeats):

Income
23% of veterans earn <$25,000 annually vs. 25% of non-veterans
42% of veterans earn >$50,000 annually vs. 44% of non-veterans

Education
5.5% of veterans have less than a high school education, vs. 7.4%o0h-veterans
32% of veterans have a college degree or higher, vs. 3b#nefeterans

Employment
Veterans are more likely to betremployed (“not employed” includes retirement)

53% of veterans are employed vs. 64% of non-veterans

Marital Status
75% of Maine veterans are married vs. 64% of non-veterans

General Health Status
-52% of veterans describe their health as excellent or very gopds. 60% of non-veterans

-18% of veterans describe their health as fair or poor, vs. 13% afon-veterans

+77% of veterans have had a check up in the last year, vs. 70% admveterans

7% of veterans said they could not get medical care becdu®sts, vs. 10% of non-veterans
+92% of veterans have health insurance, vs. 88% of non-veterans

87% of veterans have a primary care provider vs. 89%revaterans

30% of veterans report being disabled, vs. 22% of non-veterans

-15% of veterans say their physical health was not good at least 14 dagghe past month,
vs. 11% of non-veterans

9% of veterans reported frequent mental distress, vs. 1@0%neveterans

19% of veterans report not having emotional support, vs. dféon-veterans
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49% of veterans report being very satisfied with tinas| vs. 48% of non-veterans; and 5% of
both populations report being dissatisfied with theirslive

18% of veterans 65+ report a fall in the past 3 monthd, 7% of non-veterans
4% of veterans appear at risk for suicide, vs. 3% of reerans

7% of veterans report moderate/severe depression, vsf 88fh-veterans

13% of veterans report anxiety vs. 17% of non-veterans

-12% of veterans report having diabetes, vs. 7% of non-veterans

+7% of veterans report having asthma, vs. 11% of non-veterans

-18% of veterans report having cardiovascular disease, vs. 7% of nonteeans
-42% of veterans report having arthritis vs. 30% of non-veterans

-42% of veterans report having high blood pressure, vs. 26% of non-terans
-50% of veterans report having high cholesterol, vs. 38% of non-vetans

+9% of veterans report not having their cholesterol checked it least 5 years, vs. 21% of
non-veterans

-72% of veterans are overweight or obese, vs. 59% of non-veterans

20% of veterans are smokers vs. 21% of non-veterans

15% of veterans binge drink vs. 16% of non-veterans

6% of veterans are heavy drinkers vs. 6% of non-vetgeran

75% of veterans have had their teeth cleaned withipakeyear, vs. 72% of non-veterans

-66% of veterans have had some or all (12%) of their teeth removeds. 46% (and 7% all
teeth) for non-veterans

-74% of veterans have exercised regularly in the past month, v80% of non-veterans

+54% of veterans 65 and older have had a flu shot in the past yeas. 36% of non-
veterans

+44% of veterans 65 and older have had a pneumonia shot, vs. 23% of nonarens

89% of veterans 50 and over have had a colonscopy/sigmojmosclon cancer screening in the
past 5 years, vs. 87% of non-veterans
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+72% of veterans >50 have had a PSA test vs. 67% of non-veterans
62% of veterans with diabetes have taken a diabetegypraeat class, vs. 62% of non-veterans

46% of veterans meet the moderate exercise guideline$,%sof non-veterans. 11% of both
groups report no regular physical exercise.

-25% of veterans report eating at least 5 servings of fresh fristand vegetables per day, vs.
29% of non-veterans*

Mammogram and Pap Smear rates insufficient samplecsetérmine

To Explore Funding For A Quantitative Analysis of Those Suffeing Gulf War Syndrome
In Maine: This would be an epidemiological assessment in a relkatswnall but accessible
population. The study would look at: (a) recent deathdrémds in cause (b) Gulf War
Veteran’s illnesses for symptoms and treatmentsdsi) toeatment practices, then to validate
those practices (d) making recommendations for prevention

To Seek A Grant for A Gulf War Treatment Trial Which Has Alr eady Been Designed and
is Available to Commissioner

I. Assist the Maine National Guard in ensuring appropriate demolization
procedures and follow-up for Maine National Guard members redted to mental health
issues, including, but not limited to, substance abuse dipost-traumatic stress disorder.

The following is the summary of what we, the Maindidlaal Guard, are doing in the State about
suicide prevention, and intervention:

1. We have one Unit Ministry Team that is certifiecconduct Applied Suicide Intervention
Skills Training (ASIST). By February 19, 2009, we will haws teams certified to conduct this
training. We will ramp up to conduct more classes kth#l needs of the units going "out the
door."

2. The current ASIST training team has trained over 7€opeeel state-wide to conduct direct
interventions. These personnel include a cross-secfithe command structure, from O6 to E4,
drilling at various armories. This number also inclu8l@sembers of the Family Assistance
Center staff that man the 1-888 line.

3. Chaplains are the "Gatekeepers" of the suicide prewemtogram. All our chaplains have
received ASIST training.

Chaplains are charged with the following:
a. Provide direct intervention to soldiers in crisis

b. Monitor morale and stress in the units and givencanders feedback about issues that
directly affect the morale and mental wellbeing & tommand.
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c. Provide direct support to commanders, soldiers, anty fasembers when a soldier
expresses suicidal ideations, attempts suicide, or corm@eiade.

d. Provide annual Suicide Prevention training to all besof the Guard using the Army
Suicide Prevention Program, a program developed for thg Byrthe United States Army
Center for Health Promotion and Preventive Medictl8ACHPPM).

NATIONAL GUARD DEPLOYMENT STRESS MITIGATION PROGRAM

The Problem - When Reserve Component Service MenfBarsy or Air National Guard, or
Army, Navy, Marine Corps Reserve) return from an edéel deployment with Active Duty
Armed forces, they face many challenges re-integratitigtheir civilian lives. The separation
from family, friends, and familiar places and constaneissure of being in a combat environment
cause stress reactions, which are sometimes delaykethergervice Member (SM) returns home.
The greater the stress within that family and/ohenwork place, the more likely that the
adjustments that the SM must make could be delayed ordivongt inappropriate reactions. The
physical, mental and emotional challenges that ouelaiarcement officials, first responders, and
corrections officers face on any given day can onlitiply the possibility that they will have
exaggerated reactions due to delayed stress reactionsmgesoim their deployment. Our
responsibility as leaders is to ensure the safety pbpriate actions of these employees and the
public they serve.

The Process - Right now, the Maine Army National @uaas a process for all returning soldiers;
this program is also available to the various resenits and individual Active Duty returnees,
but it is not mandatory for them. Here is our prograndeployments:

BEFORE:

1. We hold periodic, mandatory Stress Awareness and Reduortedimgs at Weekend
Drills

2. We hold soldier and family preparation briefings, just prideployment
DURING:

1. Periodic communications with unit commanders to ideptaftential soldier/family
problems

2. Quarterly meetings with family members to inform thehunit activities and time
schedules, to answer their questions, and to providesaofifiellowship

3. Active Duty Combat Stress Teams in country with tidiers to meet immediate
needs of soldiers facing trauma or other stress induitiregiens
4. Active Duty Chaplains to provide spiritual and personal guddar the soldiers

5. Full-Time Support Chaplain(s) to provide support to families
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6. One month prior to return of soldiers, provide prevewgdbriefings to family
members to provide reintegration training, resources aarareness

7. Soldiers go through the Post Deployment Health AssesgimBit{A) within 30 days
of return to home station.

8. Soldiers go through Deployment Cycle Sustainment (DGH#)itig, while still in
country, then back at their demobilization stationchtalso prepares them financially,
personally, and administratively to return home. Trgkides awareness of potential
mental health and/or behavioral issues.

AFTER:

1. Upon return of our soldiers to Maine, they have a ornevb day in-State demobilization
process which gives them training and resources far régdjustment to home; this
includes a 1 on 1 meeting with a qualified counselor framBT Centers, as well as
providing them with resources for military or civililehavioral and mental health
counseling

2. Each soldier receives a monthly call from our Famggistance Centers for three months
following deployment to check on issues, concerns olatftethereof

3. 30 days after deployment a “social” weekend drill is otfendnere families are encouraged
to attend and the focus is on the fellowship opportuattybldiers who might not have
seen each other since returning home. Resourcesfticahand emotional support are
offered here as well (this is in a paid status, bublgntary)

4. 60 days after deployment there is a similar offerinde30 day event

5. 90 days after deployment is the first mandatory drilkfi@ returning soldiers. Here they
will usually have a Department of Defense mandated sulkveyn as the Post Deployment
Health and Risk Assessment (PDHRA) which attemptdenotify any medical, mental, or
emotional issues. In addition, we have a seriesiefirigs and interactive sessions with
trained counselors from the VET Centers, focused omal@ation of experience and
identification of more severe problems

Pre and post deployment screenings for Traumatic Brairyl8creening (TBI) are currently being given

to all deploying Maine National Guard soldiers through atgiram Maine Health Access Foundation in
partnership with Dartmouth Medical School.
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DEPARTMENT OF VETERANS AFFAIRS
Veterans Health Administration
Washington DC 20420

IL 10-2006-004
In Reply Refer To: 11A

January 25, 2006
UNDER SECRETARY FOR HEALTH'S INFORMATION LETTER

SCREENING AND CLINICAL MANAGEMENT OF
TRAUMATIC BRAIN INJURY

1. Purpose. This Information Letter provides guidance to the Department @rslies Affairs (VA)
primary care clinicians on how to identify and initiate clihitenagement of Traumatic Brain Injury
(TBI) in veterans and eligible active duty service members.

2. Background

a. In peacetime, more than 7,000 Americans diagnosed with TBI are admittéidatry and
veterans’ hospitals yearly. During times of combat, TBI admisgiansase significantly.
Historically, between 14 and 20 percent of surviving casualties of arondltts are left with TBI. A
recent perspectives article in the New England Journal of Mediie, NEJM, 2005;
352(20):2043-2047) noted that 59 percent of blast exposed patients from OperqitiBreedom
(OIF) and Operation Enduring Freedom (OEF) admitted to Walter Reeg Madical Center had
brain injury. As members of the Armed Forces return from engagemehiighanistan and Iraq, it is
anticipated that some will exhibit symptoms of TBI that may not leeen diagnosed prior to
demobilization. Given the high rate of exposure to conditions thateaese TBI, it is important that
VA clinicians maintain a low threshold to suspect TBI and tcaiitits management.

b. While the nature and outcomes of brain injuries resulting from btastsare are not yet fully
understood, it is important to recognize that brain trauma causescht#taad delayed symptoms.
Each requires prompt identification and multidisciplinary evaloatiod treatment. Providing
specialized health care for military personnel and veterarairsingta brain injury continues to be a
high VA priority.

3. Evaluation and Treatment

a. Veterans and active duty service members with TBI recognized @nthef injury benefit
from care provided at specialized Department of Defense (DOD) antBY&enters.
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Less severe brain injuries may not become evident until militasppeel return home to the care
of their community physicians, DOD, or VA medical centers. Contpiggrompt diagnosis is the
fact that many who receive this type of brain injury do not rdealtrauma that caused it. As a result
of amnesia, patients may not be able to volunteer a history of a@adanlink to their symptoms.
Therefore, in some cases, it may be necessary to ask directly aadunhjary, and in others, to
determine by inference (e.g., patient woke up in a hospital after hawinghyewn from a vehicle)
that a head injury may have taken place.

b. Common symptoms found in the post-acute phase include physical prettmsotor
strength and coordination, post-traumatic headaches, pain, dizZatggse, sleep disturbances,
muscle spasms, seizures, and visual and vestibular impairments. Imagdiients may experience
cognitive and personality changes, such as exhibiting new learningeamdryndeficits, impaired
ability to attend and concentrate, diminished executive control,gmslbtommunicating, impaired
judgment and insight, poor impulse control, difficulty controlling phalsaggression, persistent
irritability, mood liability, depression, and substance abuse. Thesenngpés may make
reintegration into civilian life and return to family and worklgematic. Appropriate assessment and
treatment can help with long-term outcomes.

c. Individuals presenting with symptoms such as these need to be evatudtgdl f They may
need referral to physical medicine and rehabilitation, mentéihheknical neuropsychology, or
neurology services, or they may need to undergo brain imaging, such as BtiMRgsonance
Imaging (MRI). Clinicians need to discuss with families and caregjihe role TBI may play in
causing the veteran’s personality and cognitive changes. Londrestment is likely to require
continuation of multidisciplinary care and case management.

NOTE: For more details about the diagnosis and treatment of TBI, see Veterans Health Initiative,
Traumatic Brain Injury: A CME Program which can be found at: http://www.va.gov/vhi

d. Extra caution needs to be exercised in pharmacological managemetierats path brain
injury are more sensitive to medication side effects. Clirsaraed to avoid agents likely to decrease
or slow cognition or that may cause adverse side effects in thisrable population. Pharmacological
treatment needs to be tailored to individuals with TBI. Beforersgeatmedication, clinicians need to
ensure new symptoms are not due to environmental stressors (egjvezazonflict, sleep cycle
disruption). Pharmacological treatment needs to start at low,deisiesncreased attention given to
drug toxicity and drug interactions. Use of benzodiazepines, anticlgatsieor antidopaminergics
need to be minimized as they may exacerbate cognitive dysfunction.th®wodunter products
containing caffeine or claiming to improve energy should be avoidedusetheir use has been linked
to episodes of mania, aggression, or hypertensive crisis.

e. While TBIl is a relatively common occurrence, evidence-based queddir diagnosis and
treatment are limited. Current practice is based on expert opinioen i high rate of exposure to
conditions that may cause TBI, it is important that primary carigiahs routinely screen for its
occurrence. Patients with TBI remain at high risk for developofafelayed symptoms. A
comprehensive assessment and treatment plan needs to be pursuesyifrgiioms are present. To
help develop such a plan, primary care providers need to consider
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referring patients likely to have TBI to physiatrists, clinisaliropsychologists, neurologists, or
mental health professionals.

Jonathan B. Perlin, MD, PhD, MSHA, FACP
Under Secretary for Health

DISTRIBUTION: CO: E-mailed 1/26/06
FLD: VISN, MA, DO, OC, OCRO, and 200 — E-mailed 1/26/06
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Mental Health and Posttraumatic Stress Disorder (PTSD)In 2006, a study was done with
Maine National Guard to investigate the mental headtds of returning veterans resulting in
changes in the Maine National Guard Stress Mitigatimgiam, including one-on-one
counseling.

Additional Issues that Have Been Identified:

Unique Opportunity for Maine: Maine has an incredible opportunity to be at the forefof
change nationally with this law. To our knowledge, tiweo state has passed this type of
Legislation and directed such a diverse group of stakehdfnerserk toward making changes
and recommending ways to better protect the lives aalthhef its citizen soldiers, who so
willingly serve their state and nation.

Importance of Outreach: Without funded positions for outreach, it is a challersgpecially

with a military population, to get the input from vetes&o necessary to this process. It is clear
that the current method of press releases and postem®throught forth the volume of
response anticipated at Public Hearings from veterahshair families who have suffered non-
combat deaths and disabilities. Also, it has becdea that a soldier will not testify about an
ailment that might end their military career. One ssggge was to align with existing ‘town
meeting’ formats and to attempt to capture veteransssswemore local and informal setting.

The Desire to Serve at Any CostThere is a culture in the military that sometimesksagainst
efforts to prevent death and disability. It is oftba strong desire to serve that keeps soldiers
from being forthright about their health issues, bo#émtal and physical. This can occur at any
time but is especially critical before and following lmiaation. With HIPAA rules in place,

Maine National Guard troops do not have to share thdlian medical records with the military
doctors. Both these and other issues can resultdiesobeing deployed who were not medically
qualified in accordance with A.R. 40-501. Maine has noh lgganted an exemption to A.R. 40-
501, so it can be assumed that it must be adhered to.

Commission Staffing ChallengesThe preparation for the initial meetings took place auith

staff assistance from either Department of Defevistgrans and Emergency Management and
the Maine Center for Disease Control. Then a diffeperson from Camp Keyes was sent each
meeting to take minutes which were not distributed umiltext meeting. Since the Preliminary
Report, there is a capable person from Camp Keyes addigriake minutes which are now
distributed for review and changes directly following theeting. Progress has been made in this
area.

However, in spite of different strategies put in placene of the contributors to the reports do
not meet the timelines, with some submissions comiag late as 3 working days prior to
statutory delivery date to the Governor. This puts undegspre on the Chair and Camp Keyes
staff person. Who is expected to print and bind the tdpodelivery.

Reimbursement for Per Diem and MileageThe first reimbursement for per diem or mileage

was paid by Maine Center for Disease Control in AZ008, after four meetings. Since that time,
payment has been handled in a more timely fashion.
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A Staffing Recommendation From the Chair:When the Legislature establishes Commissions
without specific staffing or funding, it places an additidnaden on existing agencies who
already may be experiencing diminishing time and resourtks can place the Chair of the
Commission in an adversarial position with the veygracies she/he is attempting to work with
and may decrease the productiveness and effectivendgs @dmmission.
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Appendix 1: Maine Center for Disease Control and PreventioWVebsite

RESOURCES FOR MAINE VETERANS, SOLDIERS AND THEIR FA MILIES
provides links to a variety of resources for Maine raate and their families.

Link: http://www.maine.qgov/dhhs/boh/veterans resources.ht

Website Contents

Chaplains
Counseling Services

Education and Education Benefits Office
Help for Families

Hotlines

Medication Information

Mental Health

Military Health Insurance
Re-Employment Issues

Vaccine Information

Veterans Centers

VA/Maine Veterans Services

Chaplains

(Army) Chaplain Gibson 626-7872
(Army) Chaplain Vigue 474-7178
(Army) Chaplain Weigelt 626-7872
(Army) Chaplain Sivret 454-3942

The Maine Air National Guard maintains a full-time @lagn Team. While the primary mission is to supportAlienen
providing on-time refueling for US and Allied force airtyall requests for assistance will be promptly and tmursly
enquired into. If we cannot meet the need ourselvesilMeelp the military member or their dependant reseuhose
who can. The following are the Chaplain Teams' effibone numbers:

(Air) Chaplain Dickinson 990-7242 |/ 356-0674
(Air) Chaplain Bach 949-2659

DSN 698-7242

COM (207) 356-7242

24/7 CELL (207) 356-0674

Counseling Services

Military OneSource Hotline: 1 800-342-9647

Army OneSource Hotline: 1 800-464-8107

Community Counseling Center Hotline: 874-1030

NAMI Maine Hotline: 1 800-464-5767

DHHS Office of Substance Abuse: Bill Lowenstein: 287-6484
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Education Opportunities and Education Benefits Office:626-4370

Help for Families

Center for Grieving Children: 775-5216

Harland Turner Family Counseling/Maine Children's Hoarelfttle Wanderers: 873-4253
Maine Army National Guard Family Program

Toll Free Hotline Website
1 888 365-9287 Maine National Guard Family Assistance Center

Maine Army National Guard Medical Information and Resources
Website Medical Information Links

Family Assistant Centerd 888-365-9287

DHHS (Joan Smyrski): 287-8769

Hotlines

2-1-1 Maineis part of a national movement to centralize anebshfine access to health and human service informatio
and resources. Just dial 211 or visit the 211 website at
http://www.211maine.org/index.asp

Statewide Crisis Hotline: 1-888-568-1112

A statewide crisis hotline connects callers to tii@scservice provider in the area from which they @alling. This line
is for ALL individuals in crisis to provide immediate clal assistance in any crisis situation.

Other Hotlines

National Suicide Prevention Hotline: 1 888-273-TALK (8255)
Military OneSource Hotline: 1 800-342-9647

Army OneSource Hotline: 1 800-464-8107

Community Counseling Center Hotline: 874-1030

NAMI Maine Hotline: 1 800-464-5767

Medication Information

U.S Food and Drug Administration: Center for Drug Evaluatiod Research
www.fda.gov/CDER/Drug/default.htm#Prescription%20Drug%20Inforomati

Military Health Insurance

Martin's Point Health Care - the TRICARE network in Maine . Martin's Point is a diverse health care company the
offers both health plans and primary care.

Website: Martin's Point
Martin's Point Phone: Tom Breault: 1 800-431-0777, x4458

Tri-Care (TAMP) Phone: Sheri Corriveau: 626-4407

HealthNet Services:Deb O'Brien: 798-8800

Re-Employment Issues
ESGR, MAJ Steve Hatt: 626-4282
US Department of Labor - VETS, Mr. John Guay: 753-9090
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Togus Mental Health Clinic: 1 877 421-8263

Vaccine Information from U.S. CDC
www.cdc.gov/vaccines/pubs/vis/default.htm

Veterans Centers

Maine has 5 Veterans Centers in the state, locat€dnibou, Bangor, Lewiston, Portland and Sanford. Thesters
also offer Readjustment Counseling Service and haveib@sistence since 1979. This program provides readjustme
counseling to any veteran who served in a war zon¢haidfamily as it pertains to the Veteran's readjestinissues.

Veterans who were sexually assaulted or harassedavh#&CTIVE DUTY are also served.

Bereavement services to the immediate family mentiegigy serviceperson killed on active duty is also pledi

Below is a phone list of the centers; vets canfeahn appointment and are seen quickly:

Caribou
Charles Smith, Team Leader
207 496-3900

Lewiston
Roy Driver, Team Leader
207 783-0068

Sanford
Amy Marcotte, Team Leader
207 490-1513

VA/Maine Veterans Services

VA Togus

Jim Doherty 623-5714
Jim Hammond/Bobbie Hayden/Kathy Russ623-8411
VA Benefits Office

Bangor

Ralph Grover, Team Leader
207 947-3391

Portland

Patricia Riker, Team Leader
207 780-3584

Charles Pervier 1877-421-8263, x4939
Lisa Green 1 877-421-8263, x5062

Bureau of Veterans Services

This website contains resources for various statdemi®tal benefits.

Bureau of Maine Veterans Service
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Appendix 2: Bangor Daily News, February 20, 2008 article by Meg HaskellFroops’ Brain Function
Targeted

Troops' brain function targeted

By Meg Haskell
Wednesday, February 20, 2008 - Bangor Daily News

All members of the American armed forces will soon have theiin bwactions tested and recorded before and
after deploying to a war zone, courtesy of federal legislation d¢tewby U.S. Sens. Susan Collins of Maine
and Hillary Clinton of New York. The testing is seen as an impostap toward recognizing and treating
traumatic brain injury, or TBI, widely considered the "signature ihjafyhe war in Irag and, increasingly, in
Afghanistan as well.

Getting a jump on the federal policy, the Maine Army National Guaeadyrhas started testing soldiers’ brain
function before deployment, perhaps the first group of "civilian gsltiie generate computerized records of
their cognitive performance.

Estimated rates of service-related traumatic brain injury, alsaik as concussion, vary, but some say that as
many as 15 percent of all troops who have deployed to Iraq are affeceeghyBical trauma occurs most
often when troops are the targets of roadside explosives or suicithetsonThe force of the explosion causes
the brain to hit forcibly against the inside of the skull. The injuay tre intensified inside soldiers’ protective
metal helmets.

The most severe cases of TBI may be marked by visible wounds to tharttkaay cause irreversible and
life-changing losses of brain function. But mild to moderate cases afe unaccompanied by any outward
indication and may go unrecognized and untreated.

In the absence of a clear diagnosis, the physical damage of TBI nigpea®nfused with the psychological
response of post-traumatic stress disorder, or PTSD, another caronsequence of wartime violence. Both
conditions can cause loss of concentration, trouble with languagem@rical concepts, intrusive thoughts,
depression, irritability and aggression.

The new policy of testing brain function throughout the active-dufianyiis authorized in the federal Heroes
at Home Act. President Bush signed the measure into law in Januargnaoevede testing is mandated to
be included as part of the routine pre-deployment medical assessmaniropgpril 1.

The computerized testing program asks subjects to perform tasks desigmeasure memory, distractibility,
word discrimination, eye-hand response and other aspects of breinriurSince different areas of the brain
are responsible for different functions, changes in performanttedast will alert clinicians to areas that may
have been damaged.

Treatment, which typically includes rest, medications and gradudtabiliation exercises, is targeted to
restoring the specific functions that have been lost or altered.

In a telephone interview on Tuesday, Collins, who serves on tleeS&mmed Services Committee, said her
interest in TBI was piqued by a conversation with Rockport neurbBgigse Sigsbee, who was at the time
treating a former service member for TBI. His patient had iyitieden diagnosed with PTSD.

Sigsbee persuaded Collins that the best way to determine the preflsEBtaral to differentiate it from PTSD
was to establish each service member’s "baseline” brain futhefore deployment, and to repeat the test after
deployment to see if changes are evident.
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Collins said she had heard of a case in which a surgeon was deployadnaniolack having lost the ability to
perform medical procedures.

"He didn’t realize he had TBI," she said, "but that kind of loss would haare fieked up” by the routine
testing.

Collins noted that TBI is nothing new for combat troops, but Iracgidist war zone where the use of
roadside explosive devices has been the prevailing form of attackcasehimg conditions in Afghanistan
portend an increase in TBI cases from that area as well.

The federal legislation also calls for support and training forlyamembers caring for service members with
TBI, and authorizes the Department of Veterans Affairs and therbepa of Defense to explore the
feasibility of using telemedicine to assess the brain functicoagps$ still in the field who have suffered a head
injury while deployed.

Testing of some active-duty troops already has begun.

Separately, the Maine Army National Guard began testing troopasatgehr in preparation for deployments
in January to Iraq and Afghanistan.

Dr. Patrick Tangney, the chief medical officer for the Maine ANayional Guard, said Tuesday that about
200 soldiers took the approximately 40-minute test, using a computer elstiesson College in Bangor.
The testing was voluntary, he said, but to the best of his knowledgadieysdieclined.

The Maine Army National Guard project is funded with a three-yeat gan the Maine Health Access
Foundation and is being carried out in partnership with a head injunakstesti Dartmouth Medical School in
New Hampshire.

Tangney said some people will always be "uncomfortable" with theofdeaving their brain function mapped,
and that military culture has traditionally promoted a "suck it up and b baby" mentality when it comes
to psychological or physical injuries.

But the wars in Iraq and Afghanistan are giving rise to new awarefasd respect for PTSD and TBI, he
said, since improved body armor and other equipment has allowed mag/tv@urvive injuries that would
have killed them in previous conflicts.

The goal of the testing program, he said, is to ensure that Guard menr@iagdrom combat can make the
transition safely to civilian life.

Tangney said testing of Maine Army Guard troops will continue usticiear the federal program is effective
and consistent.

"We’'re going to go ahead until the bigger system catches up with us," he said.

The Maine project, thought to be the only state-level program ahds &lso includes funds for training
mental and physical health care providers in the treatmerushéatic brain injury.

mhaskell@bangordailynews.net

990-8291
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Appendix 3: Department of Veterans Affairs Information Letter, January 25, 2006 Saeening and
Clinical Management of Traumatic Brain Injury

DEPARTMENT OF VETERANS AFFAIRS
Veterans Health Administration
Washington DC 20420

IL 10-2006-004
In Reply Refer To: 11A

January 25, 2006
UNDER SECRETARY FOR HEALTH’S INFORMATION LETTER

SCREENING AND CLINICAL MANAGEMENT OF
TRAUMATIC BRAIN INJURY

1. Purpose. This Information Letter provides guidance to the Depant of Veterans Affairs (VA)
primary care clinicians on how to identify and inigiatlinical management of Traumatic Brain Injury
(TBI) in veterans and eligible active duty service mersb

2. Background

a. In peacetime, more than 7,000 Americans diagnosed witlafeBhdmitted to military and
veterans’ hospitals yearly. During times of comb&| admissions increase significantly. Historically,
between 14 and 20 percent of surviving casualties of armmlittoare left with TBI. A recent
perspectives article in the New England Journal of Meei@kie, NEJM, 2005; 352(20):2043-2047)
noted that 59 percent of blast exposed patients from Qgpeftedqi Freedom (OIF) and Operation
Enduring Freedom (OEF) admitted to Walter Reed Army Medlealter had brain injury. As members
of the Armed Forces return from engagements in Afghemishd Iraqg, it is anticipated that some will
exhibit symptoms of TBI that may not have been diagdgsior to demobilization. Given the high rate
of exposure to conditions that may cause TBI, it is @ that VA clinicians maintain a low threshold
to suspect TBI and to initiate its management.

b. While the nature and outcomes of brain injurissiltemg from blast exposure are not yet fully
understood, it is important to recognize that brain teaauses both acute and delayed symptoms.
Each requires prompt identification and multidisciplinargleation and treatment. Providing specialized
health care for military personnel and veterans sustpa brain injury continues to be a high VA
priority.

3. Evaluation and Treatment

a. Veterans and active duty service members withré&gnized at the time of injury benefit from
care provided at specialized Department of Defense (CDB)VA TBI Centers.
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Less severe brain injuries may not become evidentmititary personnel return home to the care of their
community physicians, DOD, or VA medical centers. @hoating prompt diagnosis is the fact that
many who receive this type of brain injury do not fieb& trauma that caused it. As a result of amnesia,
patients may not be able to volunteer a history aflhejury to link to their symptoms. Therefore, in
some cases, it may be necessary to ask directly abadtinjury, and in others, to determine by inference
(e.g., patient woke up in a hospital after having beeswthifrom a vehicle) that a head injury may have
taken place.

b. Common symptoms found in the post-acute phase inghlydgcal problems with motor strength
and coordination, post-traumatic headaches, pain, dizzifague, sleep disturbances, muscle spasms,
seizures, and visual and vestibular impairments. In addpatients may experience cognitive and
personality changes, such as exhibiting new learningreemdory deficits, impaired ability to attend and
concentrate, diminished executive control, problemsneanicating, impaired judgment and insight, poor
impulse control, difficulty controlling physical aggressipersistent irritability, mood lability, depression,
and substance abuse. These impairments may make rafiategnto civilian life and return to family and
work problematic. Appropriate assessment and treatraeralp with long-term outcomes.

c. Individuals presenting with symptoms such as these teebe evaluated for TBI. They may need
referral to physical medicine and rehabilitation, ra€health, clinical neuropsychology, or neurology
services, or they may need to undergo brain imaging,asibly Magnetic Resonance Imaging (MRI).
Clinicians need to discuss with families and caregittezgole TBI may play in causing the veteran’s
personality and cognitive changes. Long-term treatimdikely to require continuation of
multidisciplinary care and case manageméM@TE: For more details about the diagnosis and
treatment of TBI, see Veterans Health Initiative, TraumaticrBiajury: A CME Progranwhich can
be found at: http://www.va.gov/vhi

d. Extra caution needs to be exercised in pharmacaloganagement, as patients with brain injury
are more sensitive to medication side effects. €ding need to avoid agents likely to decrease or slow
cognition or that may cause adverse side effectsarvtiimerable population. Pharmacological treatment
needs to be tailored to individuals with TBI. Beforarshg a medication, clinicians need to ensure new
symptoms are not due to environmental stressors ¢arggiver conflict, sleep cycle disruption).
Pharmacological treatment needs to start at low desgsincreased attention given to drug toxicity and
drug interactions. Use of benzodiazepines, antichgitgror antidopaminergics need to be minimized
as they may exacerbate cognitive dysfunction. Oweectlunter products containing caffeine or claiming
to improve energy should be avoided, because their usebadinked to episodes of mania, aggression,
or hypertensive crisis.

e. While TBI is a relatively common occurrencadence-based guidelines for diagnosis and
treatment are limited. Current practice is based pereopinion. Given the high rate of exposure to
conditions that may cause TBI, it is important thatary care clinicians routinely
screen for its occurrence. Patients with TBI remadihigh risk for development of delayed symptoms.
A comprehensive assessment and treatment plan nekegtosued if such symptoms are present. To
help develop such a plan, primary care providers need gidesmeferring patients likely to have TBI to
physiatrists, clinical neuropsychologists, neurologstsnental health professionals.
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Jonathan B. Perlin, MD, PhD, MSHA, FACP
Under Secretary for Health
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Appendix 4: Department of the Army letter 40-01-1, 26 March 2001The Use of DD Form 2766 and
DD Form 2766C
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Appendix 5: National Guard Bureau, NGB-ARS, Memorandum, 10 April 2007 Medical and
Dental Readiness
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Appendix 6: Public Law, Chapter 318, 123rd Maine State Legislate, An Act To Protect
the Lives and Health of Members of the Maine National Guard

PLEASE NOTE: The Office of the Revisor of Statutasnotperform research, provide lega
advice, or interpret Maine law. For legal assistaptgse contact a qualified attorney.

Public Law
123rd Legislature

First Regular Session

Chapter 318
H.P. 1321 - L.D. 1889

An Act To Protect the Lives and Health of Members of the Mine National Guard

Emergency preamble. Whereasacts and resolves of the Legislature do not become
effective until 90 days after adjournment unless enactethasgencies; and

Whereas, members of the Maine National Guard are being sewt mititary conflicts
throughout the world; and

Whereas,the health and lives of Maine National Guard memberstconstant risk; and
Whereas,it is essential to reduce these risks as soon as |gpssid

Whereas, in the judgment of the Legislature, these facts craatemergency within the
meaning of the Constitution of Maine and require thdodohg legislation as immediately
necessary for the preservation of the public peacéhhaal safety; now, therefore,

Be it enacted by the People of the State of Maine as follows:
Sec. 1. 5 MRSA 812004-G, sub-826-5 enacted to read:

26-F.

Maine Commission to Protect the Lives Leqislative Per 37-B
National and Health of Members of the Diem and MRSA
Guard Maine National Guard Expenses 8532

Sec. 2. 22 MRSA 8255-4s enacted to read:

8§ 255-A Commission to Protect the Lives and Health of Members dhe Maine National
Guard

The commissioner, through the Director of the Mainent€r for Disease Control and
Prevention, shall provide for assistance to the Casion to Protect the Lives and Health of
Members of the Maine National Guard in order for tbenmission to achieve the purpose for
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which it is created in Title 37-B, chapter 8-A. The PBigx of the Maine Center for Disease
Control and Prevention and the Commissioner of Defevieterans and Emergency Management
shall coordinate their resources, including staff smsist, to the commission and cooperate under
the direction of the commission to provide a highenddad of preventative health care for
members of the Maine National Guard.

Sec. 3. 37-B MRSA c. 8-4s enacted to read:

CHAPTER 8-A
Commission to Protect the Lives and Health of Members of thislaine National Guard

8§ 531 Definitions

As used in this chapter, unless the context otherwdieates, the following terms have the
following meanings.

1. Center for disease control. _“Center for disease control” means the Departroént
Health and Human Services, Maine Center for Diseas#rGl and Prevention.

2. Commission. _“Commission” means the Commission to Proteetlifves and Health of
Members of the Maine National Guard established iticge832.

3. Maine National Guard. _“Maine National Guard” includes the Maine Army Nl
Guard and the Maine Air National Guard.

8§ 532 Commission to Protect the Lives and Health of Members dhe Maine National
Guard; established

The Commission to Protect the Lives and Health ofiidlers of the Maine National Guard is
established.

1. Composition of commission. _The commission consists of:

A. The Adjutant General, who serves ex officio;

B. The director of the center for disease controb wrves ex officio;

C. The Director of the Bureau of Maine Veterans’ &, who serves ex officio;

D. A physician licensed in the State with experiencd knowledge of preventive care,
appointed by the President of the Senate from a listided by the Maine Medical
Association or its successor organization;

E. A pharmacist licensed in the State, appointed b$fteaker of the House;

F. A retired Maine veteran who has served in a waezappointed by the Speaker of the
House;

G. A family member of a deceased miltary person frdm State who died from a
noncombat cause while serving in a military capaamygointed by the Governor;
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H. A disabled Maine military person with a major nomtat disability suffered while
serving in a military capacity, appointed by the Presidéthe Senate; and

1. A psychologist licensed in the State, appointed byadeernor.

2. Advisory members. _The Chief Medical Examiner within the Attornegtigral’'s office
shall serve as a nonvoting advisory member. The oiresf the Department of Veterans Affairs
Medical at Togus Hospital or the director’s designee rmayesas a nonvoting advisory member.

3. Terms. Each commission member must be appointed to a 3tgaar except ex
officio members, except that the terms of the ihitiembers are staggered as follows.

A. The initial appointments made by the President ®fS@nate are for 3 years. The initial
appointment of the retired veteran made by the Speakbe diouse pursuant to subsection
1, paragraph F is for 2 years. The initial appointmernteffamily member of a deceased
military person who died from a noncombat cause pursgastiisection 1, paragraph G is
for 2 years. The initial appointments of the psychotoai®l the pharmacist are for one year.
All appointments after the initial appointments areJorears.

B. Ex officio members shall serve on the commissisnlong as they hold their offices.
Other members serve until their replacements have bepointed. Members may be
reappointed following the expirations of their terms.

4. Chair. The Governor shall appoint the chair of the cossion from among its
membership, who may not be an ex officio membehefdommission.

5. Compensation. _Members of the commission, except ex officio iners, are paid a
per diem and compensated for expenses at the same @ER@rto Legislators under Title 5,

chapter 379.
8§ 533 Responsibilities of the commission

1. Responsibilities. _The commission, with assistance from the depanttiened the center
for disease control, shall:

A. Review all the preventive health care treatmeattmes and protocols, including, but
not limited to, physical and emotional screenings, mations, electrocardiograms and
physical examinations as they apply to members dffdiae National Guard in different age

groups,;

B. Review the vaccinations and other medications ntiyr@rovided to members of the

Maine National Guard, particularly those that producegdlereactions and dangerous side
effects, and compare the vaccinations and medicatiotis thhose recommended by the
National Institutes of Health, the United States Faod Drug Administration and other

sources of standards of medical care;
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C. Propose recommendations and seek approval from thedAFarces of the United
States for safer health care practices and protoools tadministered to members of the
Maine National Guard;

D. Propose and seek approval from the Armed Forces dinited States for the Maine
National Guard to retain a copy of the medical recodeach member of the Maine
National Guard who is sent to active duty;

E. Provide for the education of members of the Maiaiddal Guard and other military
personnel, especially medical staff, with respect tersand more effective health care
practices and protocols;

F. Assist the families of Maine National Guard memb&ho died in military service from
noncombat causes, including suicide, to obtain accuratéirasly information in regard to
the deaths of the Maine National Guard members;

G. Provide for the cooperation and coordination ofstasce between the Maine National
Guard and the center for disease control with respdatis@chapter;

H. Work with the Bureau of Maine Veterans’ Servicedraxk the care of the physically
and psychologically wounded Maine National Guard and ArmedeSoservice members
from Maine within the health care systems of thétééhStates Department of Defense and
the United States Department of Veterans Affairs amdesas an advocate to ensure a high
quality of care; and

I. Assist the Maine National Guard in ensuring appropdat®obilization procedures and
follow-up for Maine National Guard members related totakehealth issues, including, but
not limited to, substance abuse and post-traumatic stisssler.

2. Commission reports and recommendations. _The commission shall report its findings
and recommendations, including any necessary leqgisldtaie Governor and the joint standing
committees of the Legislature having jurisdiction owsral and veterans affairs and health and
human services matters.

A. The commission shall prepare a preliminary reporttfie@ Governor and Legislature
regarding its efforts under this section by April 1, 2008.

B. The commission shall issue a complete report regaitirefforts under this section by
December 15, 2008 and annually by December 15th thereafter.

8§ 534 Meetings of the commission; public hearing

The commission shall meet at least 4 times a yeauding at least one public hearing a year
at which Maine National Guard members and their familiformer Maine National Guard
members and their families and members of the publig testify and present concerns and
recommendations for the commission to consider.

8 535 Assistance from state agencies
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The Commissioner of Defense, Veterans and Emergeaca@ement and the Commissioner
of Health and Human Services through the center forasksecontrol shall coordinate their
resources and provide assistance, including staff agsstasearch, reports and other assistance,
to the commission in order to provide a higher standanoreventive care to members of the
Maine National Guard.

Sec. 4. Purpose.The intent of this Act is to provide higher and sad¢andards for
preventative medical practices and health screeningsnatened to members of the Maine
National Guard than currently exist and to encouragdetheral military forces to adopt these
higher standards. It is also the intent of this Acptevent future noncombat deaths and injuries
of military personnel by creating the Commission totect the Lives and Health of Members of
the Maine National Guard and by directing the Maine dveti Guard and the Maine Center for
Disease Control and Prevention to take such actioneasssary to accomplish this purpose
including coordination and cooperation between these Zmgen

Emergency clause. In view of the emergency cited in the preamble, igggslation takes
effect when approved.

Effective June 18, 2007.
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Appendix 7: Article — Problems With Military Vaccines, Meryl Nass, MD

Problems with Military Vaccines
Meryl Nass, MD

Although biological warfare is considered a militaryeir, achieving mass casualties is extremely
difficult. Historically, the target has been civilgmot troops. Nonetheless, the Defense
Department has undertaken to vaccinate all deploying seltieCentral Command with anthrax
and smallpox vaccines: approximately 1.8 million soldferge received each in the past ten
years.

In retrospect, the current administration used the tlafeeghemical and biological warfare to
buttress a preemptive strike on Iraq in 2003. Initiatindlpmavaccinations for soldiers and
civiians may have had more to do with public relatitren public health. The civilian program
stopped after 40,000 inoculations, due to cardiac complications.

Despite this, the mandatory military smallpox vacearaprogram has never slowed down.
According to the CDC Advisory Committee for Immunizatiractices, such vaccination
programs require a risk-benefit analysis, which wasmagsdormed. The Institute of Medicine’s
analysis of the smallpox program noted, “The combinadibknown vaccine-related problems
and an immeasurable disease threat was deeply problématic

The smallpox vaccine caused myocarditis in one of elébypeople who received it in a clinical
trial, leading to a black box warning in the label. wéwer, the warning fell on deaf ears, since the
vaccine remained a requirement for deployment.

Recently, a newer smallpox vaccine, derived from tevaccine, was licensed. The government
announced that stocks of the old vaccine would be destrapel the new vaccine would be

given to soldiers. But is there really a differenddi new vaccine is said to cause myocarditis in
one in 175 recipients.

The anthrax vaccine story is similar: the Generadnting Office reported to Congress in both
1999 and 2006 that the long-term safety of the vaccine is umkn@rucial data and research
remain buried.

Although civilians injured by smallpox vaccine can seekpensation from a government fund,
soldiers are barred by the Feres Doctrine from conapiems and their only recourse in the event
of iliness is the healthcare system of the militang Veterans Administration. Unfortunately,
vaccine-induced illnesses generally respond poorly toniesd.

In the absence of both demonstrable threat and igéaess against biological weapons, these

pork barrel vaccine programs exact much too high a poee éur service-members and our
treasury. It is time to end the politicization ofitary public health.
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Appendix 8: Article — Self-Reported Mental Health Status And Needs fraq War Veterans In
The Maine Army National Guard, Elizabeth Wheeler, Ph.D.

Self-reported Mental Health Status and Needs of Iraq War Vedrans in the
Maine Army National Guard

Elizabeth Wheeler, Ph.D.

The war in Irag has raised important concerns regardimgahieealth problems suffered by Iraq
veterans and the treatment resources that will berezhjto address the needs of these veterans.
Almost 90% of the Maine Army National Guard has beenadepl to Iraq, and anecdotal reports
have suggested that some Iraq veterans are experiemgifigant problems in relationships with
family and friends, problems at work, and difficulty in eayday functioning.

The research project reported below was developed and ¢eddaycDr. Elizabeth Wheeler, in
collaboration with Major General John W. Libby ansl thief medical officer, Colonel Kimberly
Boothby-Ballantyne. The Survey Research CentereaiMiiskie School of Public Service at the
University of Southern Maine provided consultation aseeech design and survey development,
and provided data entry and analysis. The project was funddd Community Counseling
Center in Portland, Maine, which contracted Dr. et investigate the needs of returning
veterans.

In 2006, surveys were completed anonymously by all Nati@oard members in Maine unless
they were deployed or engaged in other Guard-related estivisurveys were administered at
weekend drills in Augusta (two units), Bangor (five uniBglfast, Caribou, Gardiner, Houlton,
Lewiston, Norway, Portland, Presque Isle, Sanford, Skgah, Waterville, and Westbrook. A
total of 532 Guard members were surveyed, of which 292 wegeveterans. Most of the Iraq
veterans had returned a year before they completediteys

Other sites of deployment included Hurricane Katrina Réesian Gulf, Bosnia, Afghanistan,
Guantanamo Bay, Viet Nam, and Kosovo. There weresuificient numbers of veterans from
any of these other sites to analyze their data seghaca draw conclusions about their mental
health issues. When analyzed as a group, National Gueantbens who had been deployed to
sites other than Iraq generally reported less sevests lef disturbance than Iraq veterans but
greater levels of combat exposure, life stress, postatic stress symptoms and problems with
alcohol than Guard members who had not been deploydld &tha results for Iraq veterans are
reported below.

Guard members’ experiences in the war zone

Over three-quarters of Iraq veterans reported thathitadypeen exposed to life threatening
experiences such as being shot at, going on combat,patether situations in which they were

in danger of being injured or killed. Similar numbers d&ad seen dead bodies and/or had known
someone who was Kkilled or seriously injured. The sgvefithese traumatic experiences is

highly significant, and is similar to the reported séyeaf combat trauma among members of the
Army deployed to Iraqg.
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Post traumatic stress reactions

“Hyperarousal’symptoms were reported by well over one third of Ireigrans and were the
most frequently reported symptoms. These include feelmg@y or easily startled, feeling keyed
up and irritable, having angry outbursts, having difficulihvgleep and concentration, and
generally having difficulty relaxing and “letting their gdatown”. “Re-experiencing” symptoms
reported by approximately one quarter of Iraq veteranokida experiences such as flashbacks
(when upsetting images of the war-zone flash into theid, making it difficult to think or
concentrate), nightmares, and feeling very upset anddatysical reactions (such as heart
pounding, trouble breathing) when something reminds theamwafr zone experience. Feeling
emotionally numbwas reported by roughly one third of Iraq veteranss iHaludes feeling
unable to have loving feelings for those close to tHegling distant and cut off from other
people, and losing interest in activities they used joyen

A diagnosis of PTSD requires that all three of the aligges of reactions be strongly present.
Our findings indicate that at least 13% of Iraq veteramdaine would qualify for a diagnosis of
PTSD. This is similar to published reports of PTSDrfmbers of the Army and Marines who
served in Iraq.

One gquarter of Iraq veterans also reported that thely trodmuch alcohol, which is a common
way many try to avoid upsetting traumatic stress reastidJnfortunately, alcohol abuse adds to
the problems caused by PTSD by interfering with ratatips, job performance, and other key
areas of functioning.

Depression

Significant symptoms of depression were reported by onerin four Iraq veterans. Symptoms
included feeling tired and having little energy, not beirigrested in pleasurable activities, poor
concentration, and changes in appetite and sleep patieemsession sometimes causes people
to think about hurting or kiling themselves, and oneemiraq veterans acknowledged such
thoughts. (It should be noted that among Guard memberfiachaotbeen deployed, one in
fourteen reported similar thoughts, which is only slighther than the rate for the general
population.)

Effects on relationships, work, and personal life

Iraq veterans face a variety of challenges in readmisti life with their families and communities.
Our research indicates that a year after returning fraq veterans are having significant
problems in relationships with partners and childreranjweterans reported that they
experienced significant stress in these primary reighips. In addition to having more
interpersonal conflict, many Iraq veterans indicated they felt disconnected or detached from
loved ones and civilian friends. They frequently repbrtet having fun in life and not being able
to relax. Combat stress reactions, such as probiaims&nger or concentration, having trouble
sleeping, or problems relating to people, can also makeieg to work very difficult, and large
numbers of veterans reported significant stress at v&gkificant financial stress was also
frequently reported, as were physical health problems.

Interest in mental health treatment

Very few Iraqg veterans had sought help for readjustmerignt, although roughly one third of
veterans said they were interested in receiving Hedm veterans said the kinds of services they

68



were most interested in were support groups with otherams, individual counseling, education
regarding war zone stress and the readjustment procgss,maanagement, and couples’
counseling. Iraq veterans also said they thought fandlylpers would be interested in services
such as couples’ counseling, support groups for family membgusation regarding
readjustment issues, and individual counseling.

CONCLUSIONS
This study provides the first systematic assessmaneofbers of the Maine National Guard who
were deployed to the Irag war. Our findings indicate ldrge numbers of Iraq veterans report
mental health problems as well as significant stiresslationships with family and friends and
problems at work Members of the Guard deployed to aites also report significant but less
severe readjustment issues, consistent with theirl@@wvel of combat exposure. Our findings
establish the need to address the readjustment comddrag veterans.

Fortunately, effective, evidence-based treatments$ ane early treatment can prevent worse
problems from developing. Needed services include spediatecational support and therapy
groups for veterans and their partners, individual and coth@espy, as well as specialized
evidence-based trauma treatments for individuals expergesignificant posttraumatic stress
reactions. To meet the needs of our Maine Natiooak&citizen soldiers as they return to their
families, communities and workplaces, it is extrem@lgartant to have a strong network of
services available to them in their communities.
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Appendix 9: Spreadsheet To Track Identified Types of lllesses Experienced By Persian Gulf and Global War On Terrdoreterans

ID #| Last Name |First |MI| Service Unit CO Dates of Service Country Dates of Service Country

1 |Doe John | J| MCR | 25th Reg | 25-Jan Dec-90 to| Sep-91 Iraq to
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ID # Unit Country Dates Anthrax Pyridostigmine Exposed Exposed Epoosed COPD Pulmonary Bronchial
Oil Fires D-U Khamisiyah Emphysema Asthma
1/25 MC Iraq 90-91 y y y y n n
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Appendix 10: Maine Veterans Medical Survey of Persian GuN/eterans and Health
Questionnaire

John W. Libby Peter W. Ogden
Major General Director
Commissioner 207-626-4464

207-626-4271

Department of Defense, Veterans and Emergency Management
Maine Veterans’ Services
117 State House Station, Augusta, ME 04333-0117
Tel.: 207-626-4464

December 1, 2008
Office of the Director
SUBJECT: MAINE VETERANS MEDICAL SURVEY OF PERSIABULF VETERANS
Dear Veteran:
In an effort to continue to provide maximum servic®timne veterans and their families, the State of
Maine, Bureau of Maine Veterans Services is conduetingedical survey of veterans who have served in
the Persian Gulf (1990 to present) during Operation D&sgetd, Operation Desert Storm, Operation
Enduring Freedom and Operation Iraqgi Freedom. Thedyrin keeping with its tradition of strong,

competent veteran's advocacy, is asking that youggaate in this important survey.

The answers to all questions in this survey are vatyrand completely confidential. At no time willyo
name or other identifier be linked to the informatin the questionnaire or with the results of thestud

As a veteran, you have already made a major personahitment to your country. Now take some time
to do something for yourself, your fellow veterand gaur families by working together to answer some of
the questions that face us now. If you are the sukyispouse of a veteran who served in the Persian Gulf
since 1990 we ask that you complete this form if posslgleprding to the best of your ability.

We cannot accomplish this task without your help amgemation. We ask for your help and remind you
that you, as the veteran or the veteran’s familyehhe right to demand answers to questions thettaff
your lives.

Thank you for your help and attention to this importaatter. Should you have any questions or
comments please call me at (207) 626-4464.

Sincerely yours,

Peter W. Ogden
Director
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PERSIAN GULF/ OIF/ OEF/ GWOT
Health Questionnaire

Veteran Name:

(Last) (First) (M.1.)

Veteran Address:

Veteran Telephone: ( )
Next of Kin:
(Relationship)
Telephone: ( )
Served in: __ Kuwait __ Iraq __ Afghanistan __ Other
Dates of service: to ; to
to ; to
Status: ___ Active Duty; ___National Guard; ___ Reservist; Other
____Afrmy __ Marines ____ Nawy ____AirForce ___ Coast Guard

Military Unit Assigned to:

YES NO

I have been examined for Gulf War Syndrome/ PeteoalChl Poisoning at a VA
Facility. Togus, ME; ____ Other

____ I have field a claim with the VA for service-cacted illness in regards to
to the Gulf War Syndrome.

I have filed a claim with the VA for service-casted injuries in regards to my
service in the Gulf.
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Please check appropriate boxes

YES NO
| was given Anthrax in ____ pill form or by ____ Injection;

| was give Pyridostigmine in ____ pill form or by imgect
| was exposed to the oil fires and®CO

| was exposed to depleted uranium

__ ___ lwasexposed to chemicals from Khamisiyah

| suffer from:

COPD (Chronic obstructive pulmonary disease)
pulmonary emphysema;

bronchial asthma,

lung cancer;

gastric internal problems;

flu-like symptoms;

hair loss;

loose teeth;

sore gums;

sore muscles;

chronic bronchitis;

joint pain;

chronic fatigue;

|l am being treated by my private physician for symptefating to my service in
the Gulf.

Additional Comments:
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Appendix 11: Testimony from James R. Bradshaw

From: Embarq Customer [mailto:jrbradshaw@embargmailcom
Sent: Sunday, September 21, 2008 2:14 PM

To: Ogden, Peter W

Cc: acorn444@yahoo.com

Subject: Middle East Immunizations

Sir,

| became aware of Captain Patrick Damon's death ofplaiegd causes in Afghanistan through a
newspaper article (Dallas Morning News/Sunday May 20, 200/8.corresponded with Barbara
Damon-Day and she led me to your Hearings.

| was employed/deployed to Kuwait/Iraq by Kellog Brown &Ras a Quality Control Inspector
in April 2004. | resigned in May 2005. In that thirteen nhenimy health fell apart. So far, I've
had surgery to repair blood vessels in my left leg, o ¢ iliac artery, and four stents at my
heart. | have to take 75mg Plavix, 10mg Crestor, and 325mgnasgaly. My blood is thinner
than jet fuel. | have little energy, tire easiltldi to no sex, and generally feel like crap. | asked
my Primary Care Physician: John O'Donnell MD

3201 South Loop 256

Palestine, TX 75801

903.723.8800

if any evidence or research exists linking Middle Eashunizations to deteriorating blood
vessels? He told me later, No? Well, something haggptmme, over there!! Employment was
based on mandatory training and immunizations (IntemnakiCertificate of Vaccination
attached).

| received several shots in Houston, TX and the reseaiat Camp Arifjan, Kuwait. After
injections in Houston, | was queasy, disorientated, iatields, with cold chills followed by heavy
sweating, followed by cold chills, followed by heavyeating...... The next morning, every joint
and muscle in my body ached. | felt like | had a texri@ngover, been in a car wreck, and got
beat up. The injections | received at Camp Arifjamilted in similar symptoms, along with
vomiting.

Anyway, Mr. Ogden, | told you all this to tell you sommeg affected my health over there. If you
think | can help prevent the death of another Hero, agdbaptain Damon, please call me out.

Sincerely,

James R. Bradshaw

110 Stephanie Drive
Palestine, TX 75801
903.723.0194
jrbradshaw@embargmail.com
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Appendix 12: Pocket Sized Military Immunization Record
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Appendix 13: Questions from the Commission — Answers frolfOGUS VA

As the Commission to Protect the Lives and Healtlembers of the Maine National Guard
begins to look at existing resources for Maine’s saddiee would benefit enormously from
better understanding the services provided at the VAtyaail Togus.

Here are the questions Commission members would lik@nsss to:
1. Are all medical records at Togus electronic? If not, whiclare/aren’t?

Yes at Togus, the Community-Based Outpatient Clinics lamdvto mental health clinics.
Although Veterans Readjustment Counseling Centers (Meate€ have access to the VA
Computerized Patient Record System (CPRS), they do epttkeir records in CPRS and
currently utilize paper records.

2. Are the diagnostic codes used at Togus the same as civilhagnostic codes? If not, how
do they differ? Are there additional codes?

They are the same ICD-9 (International Classificatib Diseases) codes used by all medical
organizations. There are no additional or VA specifigdostic codes.

3. Are there specific codes for disability ratings? For whatlisabilities? How do the ratings
work?

There are VA specific codes for all VA recognized sergonnected disabilities. Disability

ratings are determined by a very experienced rating dipeaho reviews the findings of the

rating exams and assigns a disability rating for eaiimel disability. These ratings are in
increments of ten (10%, 20% 30%, etc.) Then the ovesalbdity rating is determined by a VA
scale that includes all the disabilities. The percestagesn added up do not necessarily equal the
percentages from straight addition because some miglanis@lered together.

4. Within those diagnostic and disability codes, how are causekentified? For example
with PTSD: childhood sexual abuse vs. combat related? Is sewg (of PTSD et al) rated
and how?

Causes are determined by the veteran providing the aegésekground medical and/or service
record information and based on a rating exam. The iekanprovider then provides the severity
of the claimed medical condition to the rating specialiso determines if the condition is a
service-connected condition or not. Severity of PiS8etermined based upon the rating exam
conducted by a mental health provider who provides resuite exam to the rating specialist.
Severity is determined by how much the condition impaatsteran’s ability to function in their
daily life.

5. How many veterans have ever sought VA services in Maine? How nyaveterans have

never sought VA services in Maine? How many are current, activpeatients in numbers and
percentages? Please provide these data by war and by age.
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VA became the Veterans Administration in 1930 and Togus matelsave records going back
that far. Togus only has records dating back to 1988 andtdentimber of unique veterans
receiving some type of medical service since then i0#P6,These numbers do not necessarily
include those also receiving services from the VeteBemefits Administration (VBA) or
Readjustment Counseling Centers (Vet Centers). Togustcdatermine the number of veterans
that have never sought VA services.

Togus does not track veterans receiving healthcare bigandlict. In FY2007, approximately
38,000 Maine veterans received VA healthcare servicéspsitcentages by age provided below:

<25 1%
25-34 2%
35-44 5%
45-54 11%
55-64 31%
65-74 22%
75-84 22%
85+ 6%

6. Could you describe the structure of all Federal VA seree facilities throughout Maine
and what each provides? What is the breakdown of numbers of vetns, by services
received, at each of these facilities?

Togus VA Medical Center in Augusta is a full-service mddieater providing primary care,
specialty care, inpatient medical/surgical beds, ansitercare unit, laboratory, emergency
department and a wide range of mental health servicalsol has a pharmacy, laboratory and
nursing home care units. Approximately 19,000 veterans eetie primary care at Togus and
Togus is the site for all specialty care.

There are 6 community-based outpatient clinics (CBO&s)téd throughout Maine which
provide primary care, mental health and lab serviceariadditional 19,000 veterans. There is a
part-time access point in Fort Kent that is a steetif the Caribou CBOC. Another part-time
access point in Houlton will be operational by June 20@8.CGénters are a VA special program
that provides readjustment counseling for combat veterans

Location Veterans Served
TogusVAMC 19,000
Bangor CBOC 5,400
Calais CBOC 1,400
Caribou CBOC 3,300
Lincoln CBOC 850
Rumford CBOC 2,400
Saco CBOC 5,700
Bangor Mental Health Clinic 1,100
Portland Mental Health Clinic 800
Bangor Vet Center 400
Caribou Vet Center 135
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Lewiston Vet Center 235
Portland Vet Center 250
Springvale Vet Center 225

7. What specific PTSD screening and psychotherapy are offeredl Togus and around the
state? How many have been screened for PTSD? How many were foymakitive and of
these how many are receiving services? How many received sergiead are now
discharged?

VA has a nation-wide clinical reminder protocol as pditthe healthcare program. When veterans
present, they are asked a series of standardized quesithnsased upon the responses, they may
receive a more in-depth screening. These protocoekowed at Togus VAMC as well as all

the VA clinics located throughout Maine and the countpgus, 5 CBOCs and 2 mental health
clinics provide on-site mental health services coingi®f individual and group counseling. Togus
has a one week intensive outpatient PTSD program desigmed\tide the necessary services to
OEF/OIF veterans who have jobs and/or don’t want gmaployers to know they are

participating in a mental health program. They can r@seive some PTSD services at the 5 Vet
Centers in Maine which also have off-site outreates $hroughout the state. Out of 2,050
OEF/OIF veterans receiving VA care, 11% of OEF/OlFndaieterans presenting have some
level of PTSD. All veterans with PTSD have accesBTSD treatment/counseling whenever
required.

8. How many Maine veterans are anticipated to have PTSD from theurrent wars?
The unknown factor is how many veterans will enrod seek services at a later date.

9. What kinds of outreach are in place to access veterans who mag suffering from PTSD
or TBI? What other VA outreach programs exist for Maine Veteran®

VA staff (VHA, VBA and Vet Center) meet returning Natal Guard (NG) soldiers the day of
their return to Maine and are given briefings and proviiecdbpportunity to enroll for VA
healthcare and/or file a disability claim for VA Béte Additionally, the Maine NG requires
soldiers to meet that day for a minimum of 15-20 minutéls vVet Center or Togus mental
health counselor. DoD mandates a Post-DeploymentiHRakssessment (PDHRA) for all
service members returning from Iraq or Afghanistan 3-Athwafter they return to their home
base. During a PDHRA, DoD medical contractors condu@vafuation of service members
based on their responses to a standardized evaluatiah (wtludes mental health and TBI) and
then refers them to VA or other health care. DurifPddRA, Vet Center and/or VA counselors
again have the opportunity to meet with the service loeesn It should be noted that only the
Maine NG requires the meeting with the VA and/or Vett€ecounselors and each Reserve unit
has its own requirements. VA also meets with Mainedé(diers during a Military Adjustment
Program (Maine NG initiative) which is typically 5-6 ntbs after their return to Maine. Maine
VA staff also regularly attend and make themselvesablaibt any Welcome Home or other
events in support of OEF/OIF veterans.

10. How many veterans have been screened for TBI? How many are ég6ng specific
services for TBI? How many have received services and are nowsdnarged?
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Togus has screened 828 for TBI with 177 positive screens/ Dpositive screens, 39 received
positive diagnosis of “post-concussive syndrome (310.2pviaflg evaluation by Physiatry
and/or Neuropsychology. One OIF (combat related) veteeanin the Togus long-term nursing
home unit (NHCU) and has been discharged and anothezqimiat related) veteran was on the
same Tog us NHCU but is now receiving services at avffacility.

11. What types of benefits can members of the Maine National @td receive for Mental
Health services (including number of sessions, how longgible for these benefits, what
Mental Health services are available to family members of MNGhow are they made aware
of these and how many family members received services)?

Members of the Maine National Guard or reserve ustisated under Title 10 and who served in
Iraq and/or Afghanistan and completed their tours arélelifpr enrollment for VA healthcare.
As such, they are entitled to 5 years of free VA healte for any medical condition which could
be reasonable associated with their tour in Iraq gh&fistan. Depending on income, they might
incur a modest co-pay for anything not associated wélm OEF/OIF service. As such, they are
entitled to VA mental health care via Togus VAMC andisioutpatient primary care/mental
health clinics or the Vet Centers. Once enrolledy re continuously eligible for these services
and there is no limit on the number of appointments,Mental health services are not
specifically provided to family members although theysammetimes included as part of the
veteran’s treatment plan. The veteran would be advigélaebVA mental health provider of the
feasibility of a family member(s) participating in ttreatment program based on if it would
benefit the veteran himself/herself. Vet Centerseetasomewhat more liberal policy regarding
mental health coverage for families of combat vete@nd they provide bereavement counseling
as required for families of OEF/OIF veterans who died/@re killed in Irag or Afghanistan.
Togus does not track the number of family members gaatiog in the veteran treatment
programs.

12. How many Gulf War and Gulf Era Veterans are there in Maine’How many have
sought services at the VA? How many have been diagnosed with GWar Syndrome or
other diagnoses related to this condition? How many have receivedrvices and been
discharged?

The original Desert Storm/Gulf War was never compfetehcluded for record purposes such
that even service members in the current conflittag are considered Gulf War/Era veterans.
There are approximately 19,000 Gulf War/Era veterans ingugiiproximately 8,000 from
OEF/OIF. Togus VA does not track veterans receiving ¥Althcare as to a particular conflict
or time of peace. There is not a clinical diagnosisolf War Syndrome (GWS) but veterans are
seen for illnesses or medical conditions that magdseciated from their service in the Gulf.
Beginning in 1992 until the present, 938 veterans enrolldweiT ogus Gulf War Registry. These
veterans receive full lab workups and a general exampaitticular emphasis on any issue the
veteran notes. Due to the nature of the various syngpéssociated with Gulf War Syndrome,
these veterans receive pulmonary function tests askb@p apnea testing as necessary.

13. How many Irag and Afghanistan War veterans are there in Maine? Bw many

are/have been patients in VA system? What are the categoriescaimplaints for this group,
by country?
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It is estimated there could be up to 8,000 OEF/OIF vetandviaine. It is hard to be more
accurate since many are veterans who separate fitova daty in other states and can only be
counted if they have their DD-214s sent to Maine. #aisier to determine accurate numbers for
the Maine National Guard and reserve units in MainereMban 2,450 OEF/OIF veterans have
enrolled for VA healthcare in Maine and approximate0b®, are actively using some type of VA
healthcare services. The major medical services regglase for primary care and/or mental
health and are essentially the same for either cpuntr

14. What actions have Togus and the VA taken to date to prevent sides in the veteran
population? What additional actions are planned for in the future

To further expand VA suicide prevention efforts natiodayiVA instituted a 24/7 suicide
prevention call center in September 2007. The number88d:-273-TALK. Calls are received
and triaged by VA mental health professionals to imntel§iaddress the potential problems and
then follow-up with the appropriate VA mental healthvgss in the veteran’s service area.
Additionally, each VA medical center has a full-timec&ie Prevention Coordinator (SPC) to
interact directly with veterans and/or veteran fammmbers in crisis. The SPC, a psychologist,
also provides training to VA staff to make them awdrsuicidal behaviors and to enhance their
sensitivity to veterans in crisis with whom theg ar contact. In addition, they closely track any
veterans identified as “high risk” for suicide based upenctimical assessment.

15. Recently, the first and only Agent Orange Clinic was opedan Wichita Falls, Texas,
“to test, diagnose and treat for Agent Orange Diseases”. When andhere will an Agent
Orange Clinic be opened closer to Maine veterans?

The clinic addressed above is a single provider privatie dperating as part of a larger
neurology practice. Togus is unaware of any private Ageah@2 clinics opening in Maine or
New England. Togus VAMC has the capacity, experience apaldity to treat veterans with the
various presumptive illnesses/diseases associated witit gange.

16. What is currently available to test, diagnose and treat for Age¢rOrange
Diseases at Togus? How many are being served who are sufferingnfr Agent
Orange related diseases? How many have received services andnbéischarged?
How many have died from Agent Orange related diseases?

There is not a clinical diagnosis of Agent Orange (AQX)veterans are seen for illnesses or
medical conditions that may be associated from tleeuice in Vietham. Beginning in 1981 until
the present, 5,135 veterans enrolled in the Togus AO Redistese veterans receive full lab
workups and a general exam with particular emphasis oissugy the veteran notes. Based on
there not being a clinical diagnosis of AO, Togus doe¢gsrack deaths associated with AO.

17. Has Togus instituted the “Home Tele-Health Program for Diakies and Heart
Failure”? If so, when? How many are connected and receiving thi®rm of service?
If not, what is the date this program will be available for Mane veterans?

Togus instituted the “Home Tele-Health Program for Dieb@nd Heart Failure” in
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2004. Currently there are 107 veterans enrolled in that progyaich also includes

Hypertension) as well as an additional 45 veteransledrinl the Home Tele-Mental
Health Program. Of note, some of the enrolled vetehawe multiple conditions that
are being covered by these tele-health programs.
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Appendix 14: Background Information on Recommendations
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