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FULL COMMITTEE HEARING TO RECEIVE UP-
DATES ON RESEARCH, INVESTIGATIONS,
AND PROGRAMS INVOLVING PERSIAN GULF
WAR VETERANS’ ILLNESSES

THURSDAY, FEBRUARY 5, 1998

HOUSE OF REPRESENTATIVES,
COMMITTEE ON VETERANS’ AFFAIRS,
Washington, DC.

The' committee met, pursuant to call, at 1 p.m., in room 334,
Cannon House Office Building, Hon. Chris Smith (vice chairman of
the committee) presiding.

Present: Representatives Smith, inn, Stearns, Cooksey,
Chenoweth, ood, Evans, Kennedy, Filner, Gutierrez, Doyle, Pe-
terson, and Snyder.

OPENING STATEMENT OF HON. CHRIS SMITH, A REPRESENTA-
TIVE IN CONGRESS FROM THE STATE OF NEW JERSEY

Mr. SMITH. Good afternoon. For more than 6 years, there have
been questions about the health conditions of Persian Gulf War
veterans. The Committee on Veterans’ Affairs has been diligent in
investigating these concerns. In fact, today marks the 15th time
this Committee has heard testimony on this matter, and I expect
that with the vigorous leadership of our Chairman, Bob Stump, it
will not be the last.

This Committee has also been at the forefront in formulating leg-
islation designed to assist Persian Gulf veterans. For example,
through the work of this Committee, any Persian Gulf veteran,
whether sick or not, can now go to a VA facility for an examination
and counseling. Also, a veteran who exhibits any condition which
maf be associated with the veteran’s service in the Gulf is now eli-
gible for priority care through the VA,

Last year, the Veterans Benefits Act of 1997, signed into law in
November, created a $6 million competitive grant program under
which up to 10 VA facilities would establish demonstration projects
to test new approaches to treating and improving the satisfaction
of Persian Gulf veterans suffering undiagnosed illnesses.

As Vice Chairman of the National Security Committee, Chair-
man Stump—and I think everyone would take note of this, and he
may be by a little later—felt an obligation to attend the DOD budg-
et hearing at which Secretary Cohen is currently testifying. Chair-
man Stump had asked that I would open this hearing, and other
members will be chairing it as the day goes on.
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About this time last year, the Committee held a hearing to exam-
ine the progress of the Persian Gulf illness-related research. Today,
we follow up on that issue by bringing in ernment officials,
academicians, and scientists to provide an update on what we hope
is significant progress over the past year.

Persian Gulf veterans’ illnesses have raised difficult scientific

questions. It is vital, a ingly, that we gain the benefit of the
insight of the scientific and o experts who have studied these
questions.

We realize that many important research studies are still under-
way and that our state of knowledge remains incomplete. However,
real and accurate answers do not come overnight.

Residents from across my district answered the call and served
in the Persian Gulf War. And let me just say how im t it is
that I think every member of this Committee have ha le, in-
cluding some members of our Committee, who served in the Per-
sian War.

Let me finally just ask my good friend Mr. Evans if he has any
opening statements.
6o['ll'b,e prepared statement of Congressman Smith appears on p.

OPENING STATEMENT OF HON. LANE EVANS, A REPRESENTA-
TIVE IN CONGRESS FROM THE STATE OF ILLINOIS

Mr. EVANS. Yes, I do, Mr. Chairman. I appreciate it. Thank you,
Mr. Chairman. I want to commend your side for scheduling this
hearing, and I look forward to the testimony.

As a result of this proceeding, our Committee should have a bet-
ter understanding of the current health status of Persian Gulf vet-
erans, the care that they are now receiving, and the care that the
still need to receive. We should also better understand the researcg
being conducted to help answer vexing questions about the cause
and treatment of persistent Gulf War veterans’ illnesses and VA’s
response to the claims for compensation filed by Persian Gulf War

veterans.

Today the VA deems about 80 different hazards and 270 various
disabilitiesl,lﬂuote, “acceptable,” unquote, as a basis of adjudicating
Persian Gulf veterans’ service-connected disability compensation
claims. It could well be years and more likely decades, if then, be-
fore science can definitively link all of these exposures to illnesses.

P'm currently preparing legislation to provide the basis for grant-
i ims for service-connected disability to those who served in
the Persian Gulf theater as well as other Persian Gulf-era veterans
who have prepared to be deployed.

While a number of details must still be finalized, I expect to in-
troduce this measure in the very near future. Prior to its introduc-
tion, I will invite all members of our Committee to become original
cosponsors of this legislation.

In 5eneral, this legislation will provide a scientific basis for Per-
sian Gulf com ation, but it does not presume that answers exist
tggfy to all the questions veterans still have about why they are
sick.

Our experiences with radiation and Agent Orange should have
taught us that science does not always provide definitive, unequivo-
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cal answers that conform to our timetables and deadlines. But Per-
sian Gulf illness data available to science can make clear links to
ures in some cases. In other cases, the evidence linking spe-
ific causes to specific conditions is more controversial. And in still
other cases, there is little or no available science. In addition, new
information about potential exposures, like the demolition of the
chemical warfare munitions site, may become available at some
time in the future.

Those symgtoms or medical conditions found to be prevalent in
the Persian Gulf veteran population should be presumed service-
connected. This does not necessitate a definitive link between a
specific agent and the symptoms or the diagnosis but does provide
a firm grounding in science.

No less important, it will give Persian Gulf veterans who are suf-
fering today, years after their service to their country, the benefit
of the doubt—a benefit which they all have earned.

Mr. Chairman, I'm glad that you're holding the hearing and look
forward to the testimony before us today.

2[’ll‘he prepared statement of Congressman Evans appears on p.
b .

Mr. SMITH. Thank you very much, Mr. Evans.

Without objection, if other members have statements, we will
make them a part of the record unless—did you want to——

Mr. KENNEDY. Yes. Mr. Chairman, if you wouldn’t mind, I'd like
to make an opening statement. Thank you very much.

OPENING STATEMENT OF HON. JOSEPH KENNEDY, A REP-
RESENTATIVE IN CONGRESS FROM THE STATE OF MASSA-
CHUSETTS

Mr. KENNEDY. Mr. Chairman, 7 years ago when the Persian Gulf
War ended, a hearing was held here in Washington to investigate
reports that the Persian Gulf veterans were suffering from a series
of mysterious symptoms, but there were no veterans at the witness
table in the committee room.

In 1992, Lane Evans and | held a hearing in Boston to gather
testimony from sick veterans who could tell us about their health
problems. At that time, sick veterans were being called malingerers
or worse by the Defense Department. People didn't believe that
they were really sick.

But by early 1993, it was clear that there was a problem. Lit-
erally hundreds of veterans were calling our offices to report symp-
toms ranging from skin rashes to respiratory problems to kidney
failure and cancer that they believed were linked to their service
in the Gulf conflict.

The Pentagon continued to deny any link but was forced to take
a closer look at the facts once countries that were members of the
Persian Gulf coalition began reporting exposures from their own
troops to chemical and biological weapons.

Finally, in April of 1996, the CIA released a report showing solid
evidence that thousands of chemical weapons have been stored at
Khamisiyah and that our troops may have been exposed to those
deadly agents after allied forces bombed storage facilities.
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Now here we are 7 years after the war. We finance 103, 103, sep-
arate research projects at a cost of $49 million. And we've had a
presidential panel study the veterans’ health tﬁx(;oblems.

Both DOD and the VA have not answered the veterans’ questions
about what caused them to get sick and when they will get effec-
tive treatment. The veterans are frustrated and rightly so. They
suffer from a myriad of illnesses like stomach disorders and painful
muscles and joints, just to name a few of them.

The veterans don’t want to hear the argument that their ill-
nesses are caused by stress. When I talk to veterans and they tell
me what they do want to know is what caused them to get sick.
And what they also want is research to be done to find effective
treatment,

They are brave men and women who answered the country”:
at the time of need. They deserve a full accounting of how
service might be linked to these horrible illnesses that have so
astatod their family lives and careers.

So based on my conversations with veterans, I'd like two things.
I think two things need to be done. First, I talked with the Persian
Gulf veteran Brian Martin of Michigan.

Brian was a specialist at the Army demolition team, and he was
the person who filmed the bombing of the storage facilities at
Khamisiyah. He has now stomach and colon problems and has an
actual scar on his brain which is called decreased uptake and diffu-
sion of the temporal lobe. He said the VA doesn’t know which
chemical he was exposed to.

Brian Martin now runs the international advocacy for Gulf War
syndrome, which is a coalition of 60 grass roots organizations with
18,000 veterans as members.

Brian said veterans believe the VA’s main problem is that they
don’t have enough information from research to provide effective
treatment for the symptoms that they can’t diagnose. He’s testified
before Congress several times and told me that veterans feel like:
Thanks for the research into the cause of what made us sick, but
please do some research that will find effective treatment. And the
veterans think that DOD’s research has been DOA.

So I'm drafting a bill that I'd like to ask the members of our
Committee to review and join me as original cosponsors. I don’t be-
lieve that we have a focused, coherent research strategy. The bill
will give priority to researching Persian Gulf veterans’ exposure to
biological end chemical weapons and the resulting effects on their
health to find effective treatment.

In addition, the bill will call for setting up a database to monitor
the health of Persian Gulf veterans who are being treatod within
the VA health care system and those who are being treatod in pri-
vate health care. I'm putting this into the bill because a veteran
told me and my staff that DOD and the VA have had no follow-
up system to monitor Persian Gulf veterans’ clinical progress after
their initial physical exam.

Second, I've asked the GAO to evaluate the research that’s been
started. If the evaluation shows any of these studies that won’t con-
tribute to effective health care for sick veterans, then we should
pull the plug and change the direction. I'll share the results of the
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GAO’s evaluation with the members of the committee as soon as

we it.

Flg:tally, Mr. Chairman, with this cat and mouse game that Sad-
dam Hussein is playing right now with U.N.’s weapons i S
we m?Jy‘be approaching the eve of another conflict in the Persian
Gulf. Just yesterday White House press secretary said that
time is running out for a diplomatic solution in Iraq.

If we need to send in ground troops, we must do all we can to
make sure that they don't come back as a second wave of Persian
Gulf syndrome victims. If ground troops go in, DOD must -
tee th;:]fu masks and protective suits are not defective and that
they will protect the soldiers from any exposure to hazardous
substances.

In addition, before the 1991 Persian Gulf War, the soldiers were
gi;ten t;hi;wesi:ig.ati::mal drugs, t:uccﬁx as_cl:lB, as a pre%r:atment to pro-

m against exposure emical weapons. These drugs were
administered without informed consent. And some of the veterans
believe that those drugs might be part of their health problems.

We don’t know if that's true. However, I want to to gain as-
sure from the Pentagon that informed consent p ures will be
carried out if our troops must go into the Gulf again, although it
is my fervent hope and I'm sure all of ours that that is not the
case.

Thank you very much, Mr. Chairman.

Mr. SMITH. Thank you, Mr. Kennedy. Mr. Filner.

Mr. Evans. If I could have a unanimous consent request? Mr.
Chairman, I'd like to enter into the record a letter to our colleagne
John Tierney of Massachusetts regarding this hearing. May I ask
that this letter and its attachments be made a part of the record?

Mr. SMITH. Without objection, the letter with attachments will be

made a part of the record.
[The letter to John Tierney appears on p. 55.]
Mr. Evans. Thank you, Mr. irman.

Mr. SMITH. Mr. Filner.

OPENING STATEMENT OF HON. BOB FILNER, A
REPRESENTATIVE FROM THE STATE OF CALIFORNIA

Mr. FILNER. Thank you, Mr. Chairman. And I thank you and
Chairman Stump for holding these hearings today. Although, as
you've mentioned, we've had a dozen of them or more, I don’t think
we have come to the bottom of the situation as yet.

Let me try to put a human face on the attitude that I will take
during these heari today. I have two constituents named Sean
and Leslee Dudley. Four or five years ago, they began to experience
symptoms which they could not get ad tely diagnosed any-
wheg(; And initially they were trea for chronic fatigue
syndrome.

They began to read about the Persian Gulf War illnesses, and
th t that they had symptoms very similar. But when they tried
to make this known to both the Department of Defense and the
Veterans Administration, they were told that this could not be pos-
sible, they were civilians. They had not been to the Gulf. They were
not in the armed forces. They were civilians who worked near the
Marine Corps Recruiting Depot in San Diego, my hometown.
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They were getting sicker and sicker. I met them when they were
80 sick I did not think I would see them on my next trip home be-
cause they were so ill.

They searched around for treatment and eventually came into
contact with a researcher who was dealing with Persian Gulf War
illness. He saw that this was the exact same situation that he had
been treating in Gulf War illnesses and began to treat them with
an antibiotic protocol, which he had devel Within several
months, they saw a tremendous turnaround. Now it is a year from
when I first met them. They are proceeding toward some degree of
normal health.

Their situation, I think, puts into human perspective some of the
issues that all of us are concerned with. At first, the Dudleys were
thought not to have anything that an y could recognize. It was
flnln in their mind. It was stress. Nobody thought it was a legitimate

ess.

When they found somebody outside of the mainstream who
would recognize it and begin treating them, they became activists
in the attempt to help other people. And what they ran into in the
Department of Defense and into in the Veterans inistration
was a bureaucratic rigidity, a refusal to even hear what they had
to say because it came into conflict with all of the assumptions that
both departments shared.

They could not even get a hearing on the fact that here they had
a treatment that seemed to work: Why weren’t both the VA and
DOD interested at all?

These are civilians, by the way, who believe that they caught this
illness from others who had been exposed to whatever it is that
caused it. Therefore, there is contagion involved. They have docu-
mented cases of other family members and pets of War veter-
ans who have this illness.

I have never seen anywhere in the official literature that admit-
ted any possible contagion. But the Shays Committee that has
looked into this with some degree of credibility in my belief, and
finds, in their words, that the programs are “irreparably flawed.”
And they make recommendations to improve that.

The Presidential Advisolzm(llommittee, whom we will hear from,
the first witness, said that “The credibility gap between the public’s
views of government efforts to address these and the reality cannot
be bridged without bold policy action.” I quote from your report.

I have read all the testimony that 'm going to hear teda&.rl have
talked to folks in both departments. I still do not see, as Mr. Ken-
nedy, Mr. Evans, and Mr. Smith Fointed out, that the seriousness
of the situation, the recognition of the fact that people are ill, and
that there may be research that can lead to an improvement out-
side of the mainstream—I don’t see any of that recognized at all
in this testimony today. I do not see the bold action. I do not see
a change in the potl;:,iy.

As we prepare today perhaps to introduce our troops again into
the same geographic area, it seems to me that the utmost of na-
tional security concerns is the truth, wherever that may lead.

If inoculations or bestmf of anti-chemical and biological warfare
were involved and, therefore, we ourselves caused this illness, I
think we have to recognize that fully because we are about to do
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the same thing. We have started inoculating troops again without
ever knowing what had caused the first situation, at least in public
testimony. I believe that there is knowledge and testimony within
the o izations that have not yet come to light.

So, Mr. Chairman, I bring to this hearing a little bit of a skep-
ticism based on my several years of dealing with the Dudleys as
we have tried to help them come to a normal life and understand
their own disease and have come into roadblock after roadblock
after roadblock with the existing bureaucracies. And I think we
need to change that.

Mr. SMITH. Thank you, Mr. Filner.

I have been advised that Dr. Caplan is under a time constraint.
So I would ask that if members do have opening statements, to
perhaps reserve that for the beginning of the second Fanel or I'll
Just admit it for the record and we'll make it a part of the record.

I'd like to introduce our first panel, first of three panels. It con-
sists of: Dr. Arthur Caplan, a member of the Presidential Advisory
Committee on Gulf War Veterans’ Illnesses; Dr. Donald Mattison,
Chairman of the Board of Health Promotion and Disease Preven-
tion at the Institute of Medicine, who is accompanied by Dr. Dan
Blazer, Chairman of the Committee on the Comprehensive Clinical
Evaluation Program at IOM.

Dr. Caplan, if you would begin?

STATEMENTS OF ARTHUR CAPLAN, Ph.D.,, MEMBER, PRESI-
DENTIAL ADVISORY COMMITTEE ON GULF WAR VETERANS’
ILLNESSES; DONALD MATTISON, M.D., CHATIRMAN, BOARD OF
HEALTH PROMOTION AND DISEASE PREVENTION, INSTI-
TUTE OF MEDICINE, ACCOMPANIED BY AND DAN G. BLAZER,
M.D., CHAIRMAN, COMMITTEE ON THE COMPREHENSIVE
CLINICAL EVALUATION PROGRAM, INSTITUTE OF MEDICINE

STATEMENT OF ARTHUR CAPLAN

Mr. CAPLAN. It is an honor to have the opportunity to offer testi-
mony to this Committee. I’'d say it’s also a rare opportunity that
I get to meet with a group who has probably sat through as many
heari.ngs and statements as I have on this subject.

My field is ethics, specifically ethical issues in medicine and the
life sciences. That’s what I teach at the University of Pennsylvania.
But, more im tly for the Committee, I was a member of the
Presidential Advisory Committee on Gulf War Veterans’ Illnesses,
which completed its work last October 31.

I want to be clear to you all today that the testimony I am pre-
senting, while based on my service on that committee, only rep-
resents my own views and opinions. I am not going to presume to
speak for lﬂi fellow committee members.

I would like to offer my opinions to you about a number of issues
your Committee is trying to address and struggle with, some of
which you have talked about in your opening statements: What
needs to be done to find answers to questions about Guif War ill-
ness; what needs to be done to attend to health problems in veter-
ans from the Gulf War; and, probably most importantly today,
what lessons must be learned and zealously applied to future pos-
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sible deployments in the Gulf or other areas of the world where
American military personnel and sup personnel might go.

Mr. Chairman, I feel obligated to begin my testimony to you by
reaffirming something that our committee noted in its interim re-
port; its final report; and when our tenure got extended in January
of 1997 for another 9 months, a special report. There should be no
doubt that some veterans returned home from the Persian Gulf
War ill. Some of these illnesses are clearly service-connected.

The questions of what exactly Gulf War illness is has proven to
be a most vexing matter. No single set of symptoms, no classic
presentation of complaints has emerged which encompasses all of
the different health Eroblems that veterans told us about in an ex-
tensive period of public hearings and that have been amply docu-
mented in numerous scientific studies and assessments.

There have been pronouncements over the year, including this
year, to our committee and in the media that there is no entity, no
disease, no Gulf War illness. But the lack of a clear-cut set of cri-
teria that aﬁermits easy diagnosis or a single clear-cut disease
shared by all who served who have complaints and ailments should
not obscure or detract from the fact t some veterans became
sick and some remain sick as a consequence of their service. No
one on this Committee should doubt that.

The obvious question which follows is: ? Why were le
sick? The range of complaints and ailments, differences in the de-
gree to which the military personnel were exposed to the same
agents and factors, an absence of obvious patterns in the overall
distribution of illness complaints makes it most unlikely that any
single agent or cause was responsible.

My own opinion is that Gulf War illness may actually constitute
more then one illness, which may have been brought about by more
than one cause, and may also include illnesses brought on by expo-
sure to many factors, not a single agent, in the Gulf War environ-
ment.

Our committee in its reports, including the final report we issued
just a few months back, called special attention to one factor in
Particular, stress, as an important contributing factor to the prob-
ems that beset some of those who were in the .

When we mentioned this factor, this led some to conclude that
our committee, too, felt that Gulf War illness is all in the minds
of veterans, that some veterans must be making up their symuf-
toms, or that only those too weak or frail or unfit for service would
succumb to the psychological impact of deployment in an alien en-
vironment and exposure to combat fought with terrible techno-
logical weapons. I want to state to this Committee that I find these
reactions to the citing of stress as a contributing factor to Gulf War
illness absurd and even at some times offensive.

Stress can effect health. This is a well-documented fact. We know
it from animal studies, and we know it from studies of human
beings who work and live in stressful environments and situations.
To pretend that stress is something that influences our health in
peacetime but not in war is patently silly.

That said, it is my opinion that stress, when we talked about it
on the committee, is only one of a number of factors that may have



9

contributed to some of the illness symptoms that some of the veter-
ans suffered and they still suffer from.

It is not the sole cause of Gulf War illness. It is not the primary
cause. It is simply one among a number of factors that we have to
think about when we try and understand why so many people in
so many different locations, from being deployed on the front lines
all the way to the rear, suffer this vast array of symptems that we
call under the single banner Gulf War illness.

Well, the obvious question, then, is what to do about trying to
find out the answers to questions of causation. And I have to tell
you that many of my colleagues on the Presidential Advisory Com-
mittee on Gulf War Illnesses were and remain optimistic that fo-
cused, carefully conducted, peer-reviewed will lead us to
answers. I'm not sure. My own opinion is, that may not be true.

The Gulf War was fought under unusual circumstances. Large
numbers of reservists were called into action at a rapid pace. For
the first time, many women served at or near the front lines. The
war itself was prosecuted with lightning speed.

Technology was deployed during this war that, thankfully, kept
American casualties to an absolute minimum while causing great
devastation to our enemy but that brought in its wake certain
risks. Environmental hazards were omnipresent on the battlefield.

What I'd like this Committee to understand basically is that try-
ing to go backwards 9 years in time to figure out who was where

to what when combinations of factors may be responsible
for many different of illnesses may be more than science is
going to be able to on with.

Should we then abandon the effort to find the answer to what
caused Gulf War illness? Absolutely not. The reason to push on is
that the single most important lesson in my view of the Gulf War
is that the only way to prevent another tragedy is to redouble our
efforts into research to establish what the health effects are of var-
ious agents and factors that were in play in the Gulf theater and
could be again should we be back there again.

It is vital that Congress insist that the armed Services and the
Department of Defense make a concerted effort, moreover, to estab-
lish a baseline of health and surveillance that would allow us not
to get into this situation one week from now or one month or one
year from now.

We need to have uniform standardized policies for pre-deploy-
ment in-depth health assessments as well as for demobilization.
These did not exist in Desert Storm and Desert Shield. And, in my
opinion, I'm here to tell you teday I don’t think they exist now.

Despite the injunction that health monitoring and assessment in
our reports receive top priority from the military in an era of tech-
nological wars fought in alien environments at a rapid pace, this
has not happened. There is still insufficient attention to issues of
adequate physicals, in-depth health assessments for samples of ac-
tive and reserve troops, comprehensive and usable recordkeeping,
standardization of medical information across the Services, storage
of tissue samples for assessment, adequate monitoring of vaccine
use and other preventive measures for deployed troops. We still
aren’t even sure that the equipment we're putting out there to
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measure chemical and biological warfare detection meets the stand-
ardsthatweoughttoex?ectofit.

The problem that we face, then, is that we should have learned
a lesson from the Gulf War, which is; if we don’t understand the
health of the le we send there in depth before they go, it’s
going to be di t for us to figure out why some of them become
sick when they get back.

We are not taking the steps, in my opinion, to make sure that
we don’t repeat this tragedy again. That is where our research
should focus. In addition, we should focus our research as well on
the presumption that those who were sick may not get an answer.
And, therefore, what we have to do is give the veterans the benefit
of the doubt and make sure that our government is spending the
macﬁxley that it takes to provide them with therapy, treatment, and
palliation.

I'm not saying give up on trying to answer the question of what
made people sick. What I do think has to happen is a bold effort
to make sure that they get treatment; that they get disability; that
we do right by the veterans who were there; and then we make
sure that you all, if I might respectfully suggest, make sure that
the infrastructure is in place to make sure that we're not in a situ-
ation where another contemporary conflict brings us back sick or
ill or disabled veterans, leaving us uncertain as to why they wound
up in that state in the first place.

(The prepared statement of Mr. Caplan appears on p. 75.]

Mr. SMITH. Because there’s a roll call vote on the floor, the com-
mittee wxlll stand in recess for about 5 to 10 minutes. Thank you.

Mr. SMITH. The committee will continue its hearing. Dr.
Mattison, I believe you would be next. Please proceed.

Dr. MATTISON. Thank you.

STATEMENT OF DONALD MATTISON

Dr. MATTISON. Mr. Chairman, members of the committee, my
name is Don Mattison. I am Dean of the Graduate School of Public
Health at the University of Pittsburgh and Chair of the Institute
of Medicine’s Board on Health Promotion and Disease Prevention.

I am accompanied today by Dr. Dan Blazer, who is Dean of Medi-
cal Education at Duke and chairs the IOM Committee on the Eval-
uation of the Comprehensive Clinical Evaluation Program for Per-
sian Gulf Veterans.

We appreciate the opportunity to provide testimony to you re-
garding a new IOM study. This study will evaluate the available
scientific evidence and medical literature regarding an association
between exposures during the Gulf War and potential health ef-
fects as experienced by Persian Gulf veterans.

As requested, I will also briefly review the findings of the recent
IOM report which examined the adequacy of the Department of De-
fense’s Comprehensive Clinical Evaluation Program and how those
findings relate to similar programs administered by the Depart-
ment of Veterans Affairs.

Dr. Ken Shine, the President of the IOM, regrets that he is un-
able to attend this hearing. However, he will make available him-
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self, members of the Institute, and staff to provide information and
testimony to the committee as neeen;sari.as

The Department of Veterans Affairs ested that the IOM
conduct a comprehensive review of the available scientific and med-
ical literature ing the association between exposures during
the Persian War and adverse health effects experienced by
Persian Gulf veterans.

This study will be conducted by a committee of experts drawn
from a broad range of J)ublic health, scientific, and medical fields.
Based on its review and findings, the committee will also make rec-
ommendations for additional scientific studies to resolve areas of
continued uncertainty related to health consequences.

The IOM plans to conduct the study in three phases. ing the
first phase, the committee will develop criteria by which ific ex-
posures and adverse health outcomes are to be chosen for study.

The committee will review different types of research findings
from the scientific and medical literature; for example, data from
animal studies, occupational exposures, and epidemiologic studies.
They will conduct a review of the literature regarding prototypic
exposures in order to develop methods for analysis and synthesis
of findings. Scientific evidence concerning association of exposures
and health effects will also be examined.

The committee will consider the strength of the scientific evi-
dence and the aggmpriateness of those methods used to identify
the association; the exposure levels of the study populations in
comparison to Gulf War exposures; and whether there exists a
plausible biological mechanism for a causal relationship between
the and the manifestation of the health effect.

the second phase of the study, the remaining sures
will be subject to review and analysis. The final phase, to be con-
ducted intermittently, will update the literature reviews and the
associations that have been identified between sures and ad-
verse health outcomes. It is assumed that the IOM will begin this
project this spring and complete the first phase by the Spring of
the year 2000.

I would like to focus now on the findings of the recently released
IOM report evaluating the adequacy of the Comprehensive Clinical
Evaluation Program administered by the Department of Defense
and how the report findings relate to similar programs adminis-
tered by the Department of Veterans Affairs. 1 have appended a
complete set of recommendations of the committee to my testimony
but would like to summarize some of the findings for you.

The charge to this IOM committee was to examine the adequacy
of the Comprehensive Clinical Evaluation Program diagnostic pro-
tocol as it relates to ill-defined and difficult-to-define conditions,
and to stress and psychiatric disorders.

The committee chose based upon an examination of the condi-
tions describod as difficult-to-diagnose or ill-defined to refer to this
;Xectrum of illness as medically unexg}_gined symptom syndromes.

edically unexplained symptom syndromes are often associated
with depression and anxiety. Yet, this does not imply that the syn-
dromes are psychiatric disorders.

In addition, stress is a major issue in the lives of patients with
this spectrum of illness and is a component of the patient’s condi-
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tion that cannot be ignored. With medically unexplained symptom
syndromes, the potential for stress proliferation is great among
both b?e persons deployed to the Persian Gulf and the family
members.

Research has shown that stressors have been associated with
major depression, substance abuse, and various physical health
problems. Those deployed to the Gulf were exposed to a vast array
of different stressors that carry with them their own potential
health consequences.

It was the conclusion of that committee that “in cases where a
diagnosis cannot be identified, treatment should be targeted to spe-
cific symptoms or syndromes.”

The committee also recommended that “providers acknowledge
stressors as a legitimate but not necessarily the sole cause of p‘lgs-
ical symptoms and conditions” and that providers should be edu-
cated to the fact that “conditions related to stress are not nec-
essarily psychiatric conditions.”

There is another committee of the Institute of Medicine that is
currentl completiulle its evaluation of the Department of Veterans
Affairs Persian Gulf regi and uniform case assessment protocol
for Persian Gulf veterans. Dr. Blazer is a member of that commit-
tee, whose charge is much broader than that of the CCEP commit-
tee because it includes an examination of the adequacy of: the pro-
tocol, its implementation and administration, outreach efforts to in-
form veterans of available services, and education of providers. The
final report is due to be released later this year. We would be
pleased to share copies of the report with you as soon as available.

Thank you for this opportunity to address you and the committee
members. Dr. Blazer and I would be pleased to answer any ques-
tions that you might have.

[The prepared statement of Dr. Mattison, with attachment, ap-
pears on p. 83.]

Mr. SMITH. Dr. Mattison, thank you very much for your testi-
mony.

Dr. Caplan, I'd like to ask you: In its report last October, the
PAC recommended development of permanent legislation to, quote,
“address the pervasive perception of government neglect in han-
dling Gulf War veterans’ illnesses.” Is this proposal intended to
help regain trust or is it a remedy, a gap, to provide a remedy for
a gap, in legal authority as of right now?

. CAPLAN. A little bit of the latter, a lot more of the former.
Trust is a major issue in this area. And as you talk to veterans and
listen to their complaints about lack of inattention from the DOD,
failure to follow up on their symptoms, finding obstacles in their

ath about how best to find resources within the VA and other

ealth care systems, I think there’s a legacy of distrust here. And
I believe that it really is going to take an independent authority
with legal standing with veteran participation to oversight these
investigations and keep tabs on what’s going on.

The PAC that I served on no longer exists. And it is very impor-
tant that something else be put in place with appropriate authority
and regresentation to command that trust.

Mr. SMITH. Dr. Blazer, did you want to comment on that?
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Dr. BLAZER. Yes. I have no comment specifically but would be
hag‘y to answer any questions.

. SMITH. Okay. Doctor, your committee offered s tions for
treating Persian Gulf veterans’ symptoms, such as fatigue and
pain, even if their illnesses cannot be diagnosed. Does it matter
that the treating physician doesn’t know whether the symptoms
are related to stress versus some other cause?

Dr. BLAZER. I think that the important issue is to recognize that
stress and other causes can coexist. Stressors may relate to events
that occur external to the individual. '

For example, in the Persian Gulf, we heard testimony that indi-
viduals were exposed to hundreds of dead bodies, certainly an expe-
rience that would have been very stressful to them. At the same
time, stress can arise from having a symptom that cannot be ex-
plained when one goes to a physician. So it may arise from that
perspective as well.

I think the point we wish to make in our evaluation of the CCEP
was that stress should not be ignored as part of the symptom com-
plex going on. We do not suggest—it was mentioned earlier—that
stress is the cause of every and all symptoms that we see.

Mr. SMITH. Dr. Caplan?

Mr. CAPLAN. Mr. Chair, just to follow up on that, I think one
tendency in these discussions is to assume that if we eliminate cer-
tain causes and stress is put on the table, then everything in the
meofiﬂnessisgoingtowindupinthestressbin.Andthatis

Stress is just being suggested as something that needs to be
given consideration, but I think there is far more unknown about
causes than there is known. And some of my skepticism about the
complexity of what took place with respect to the health of the vet-
erans is due to the fact that I'm not sure we're going to be able
to tease all of that apart.

Mr. SMITH. Let me ask one final question.

In its testimony, Dr. Blazer, the GAO faulted the VA and the De-
partment of Defense for failing to monitor Persian Gulf veterans’
clinical progress after their initial examinations. Yet, the VA ques-
tions the feasibility of a monitoring effort in the absence of a well-
defined illness. Can you comment on that?

Dr. BLAZER. I think there can be monitoring, and I think that
monitoring can occur in a number of ways. One way that monitor-
ing certainly could be improved would be to have good, solid, com-
plete records from the individuals who were evaluated by the Vet-
erans Administration. And this follows from a recommendation
that we made regarding the CCEP.

A second would be to have a standardization of the way different
symptoms are evaluated and whether they’re recordedy as bei
present or absent. Reliability across facilities without clear stand-
ards can be very J)oor. And improving reliability through training
of icians could go a long way toward improved moniton'ngé

ink also providing clear referral for follow-up would an-
other way that monitoﬁn%ci-ould take place.

Mr. SMITH. Thank you, Dr. Blazer.

Mr. Kennedy.

Mr. KENNEDY. Thank you. Thank you very much, Mr. Chairman.
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First of all, I did want to just acknowledge your leadership on
this issue, Mr. Smith. I appreciate you chai this hearing today
and the fact that we are following up on this Committee in a way
that I think is appropriate given the lack of interest that took place
for such a long period of time.

I want to just come back to the sort of general issue here that
I spoke about in my opening statement. I think that because of the
history of what’s occurred, we’re now in a situation where sort of
almost every member of Congress and every different organization
in the government has got some particular interest that they have
developed and to a point where, as I mentioned, I couldn’t believe
we spent $49 million on these studies. We have 103 of them, 103
studies going on right now.

I called the GAO and just asked them if they could—I looked at
just the list of studies that have been requested. They cover every-
thing under the sun.

So at a certain point, I began to get the impression from the vet-
erans themselves that we can study this thing to death, but at a
certain point, what they really need is treatment for their illnesses
and that there is a sense I think at the moment that the veterans
themselves, while they're getting treatment at the VA, they’re not
getting fixed. They’re not getting better.

I'm sure that the Chairman and I would love to get together with
you either at an appropriate time or whenever the Chairman de-
cides that he’d like to ask you to come up, but——

Mr. QUINN (presiding). Mr. Kennedy?

Mr. KENNEDY. Yes?

Mr. QUINN. You may continue.

Mr. KENNEDY. Oh, I thought you were yelling at me. (Laughter.)

Mr. QUINN. I have a hammer if I need to deal with you.

Mr. KENNEDY. I've got some nails.

An‘yway, what I want to come back to, though, is whether or not
you feel right now that you have the necessary tools and informa-
tion to be able to treat the illnesses that the veterans have.

Dr. BLAZER. I don’t think that question could be answered “Yes”
or “No.” What I think we can say is that there are a number of
symptoms that we do see. These may not fall into a clear, neat dis-
ease category, but these symptoms certainly can be treated. They're
well-known to be treated.

There are many symptoms in medicine that are treated when we
actually do not know the diagnosis or the cause of that particular
symptom. Chronic pain is a certain example of that.

Mr. KENNEDY. But is there follow-up doc—I mean, the fact is
that we’re getting also information that the veterans come in. they
get seen. They get sent back out.

They get some sort of treatment, but there isn’t a sort of sus-
tained kind of registry and follow-up so that people actually have—
and, you know, I just ran into General Blanck the other day.

He said: Oh, you should see. We've got this tremendous health
care initiative that's set up over at , where you can come in
and we treat you for free and everything is terrific.

And I said: Well, how many veterans actually take part? And I
think he said like 109 or something. I mean, it was like compared
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to the sheer number of people that you have with these ailments,
it’s a minuscule amount.

So what I'm driving at here is that there seems to be kind of a
disconnect between the studies that we're asking for, on the one
hand, but the treatment and whether or not the treatment is actu-
ally providing the kind of help and assistance that a bunch of sick
veterans are actually facing.

Dr. BLAZER. I think that’s a second question. First off, I think the
question you asked initially was: Can these symptoms and some of
the symptom complexes be treated? The answer to that is yes.

The second question, which I think is behind your first question,
is: Are they being treated adequately right now? I think that is not
well-known, and I think that’s exactly one of the things that an-
other Institute of Medicine task force will be looking into. It does
need to be looked at.

Mr. KENNEDY. You know, it’s pathetic that all we do is we study
the studies, for crying out loud. I mean, come on, guys.

Yes, Doc?

Mr. QUINN Dr. Caplan?

Mr. CAPLAN. Let me just say that one area where I think the vet-
erans have complaints that this Committee and Congress could
really do a better job on is not 80 much treatment but disability.

" Time and time again when our Presidential Advisory Committee
met, we heard people saying that when they sought disability and
componsation for it, they encountered roadblocks.

And I will simply say based on what I listened to when I heard
that the presumption, the benefit of the doubt ought to be going to
the veteran. And I do not think that is taking place with respect
to clalmsbl for disability. I think that’s an area wll)xere movement is
possible

Mr. KENNEDY. len't it possible given the three of your sort of pre-
eminent positions on this issue for the three of you to get together
and to just give a very direct series of recommendations to this
Committee on exactly what steps need to be taken?

You don’t need to add. You don’t need more studies here, gang.
You just don’t. What you should do is tell us to stop with the stud-
ies. You should say, “Listen, 103 studies. We're going to spend™—
I don’t know how many. If we spent 50 million bucks already, we’re
going to spend another 50 million on the remaining studies.

We ought to say, “Look, here are the two or three things we real-
ly need to study. Here’s what we need in order to follow up on

making certain the veterans are getting appropriate health care.
And here is what we need to be making sure that theyre getting

priate disability payments.” I mean, it's not that complicated.

. MATTISON. That I think is the scope of the study that I re-
ferred to in my discussion, which was to look specifically at expo-
sures. This is an——

Mr. KENNEDY. When is your study due?

Dr. MATTISON. The study would look at exposure—

Mr. KENNEDY. When is your study due?

Dr. MATTISON. When is the study due? The first phase of the
study would be due in the Spring of 2000.
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Mr. KENNEDY. It’s just pathetic, you know? It’s ridiculous. Don’t
you hear what you’re saying? What do you think these guys are
going to do behind you?

Mr. CAPLAN. I'll take a whack at that and say I think I can boil
it down to at least three simple injunctions. One is let’s make sure
t{la.t veterans get the benefit of the doubt with respect to disability
claims.

Secondly, we do need to make sure that we have the kind of
monitoring and health surveillance that we don’t for these veterans
because, Congressman, we may not have heard the last of the
health complaints. We haven’t heard about long-term effects. And
we need that infrastructure set in.

And, third, as I tried to suﬁest when I was giving my testimony,
it is very important that we have the health infrastructure for pre-
deployment, tPhysicals for troops, to take health assessments, to
monitor what's going on, and to have the af})ropriate chemical and
biological weapons detectors be in place. It we deploy tomorrow,
right now, we may be sitting here 2 years from now having this
discussion.

Mr. QUINN. Yes. Thank you, Dr. Caplan, Dr. Mattison, and Dr.
Blazer. Unfortunately, we’re going to have to break for a vote now.

Mr. FILNER. Are we going to keep them here?

Mr. QUINN. They’re going to stay, but we have 10 minutes to get
to a vote.

Mr. FILNER. I have one question when we come back.

Mr. QUINN. Absolutely. We'll recess and be back in about 15 to
20 minutes.

[Recess.]

Dr. COOKSEY (presiding). If everyone will be seated, we'll get
started. Mr. Filner, did you have a question?

Mr. FILNER. Yes, Mr. Chairman. Thank you very much. I'll try
to be brief.

We apologize for this delay. I think that was the last vote. So
we'll try to have some degree of efficiency here.

I think all of us and grobably you all, too, share the frustration
that was voiced earlier by Mr. Kennedy. When we see first studies
of first phases of studies to be in the year 2000, when we have peo-
Kle who are now very sick, some very, very sick,—I have literally

undreds of constituents in San Diego who have some degree of ill-
ness from this, maybe thousands—and when we know, as I think,
we are already inoculating our troops for possible deployment in
the Gulf again, to say that studies might be available in 2000 does
not help any of the current situation.

It seems to me that if I were in charge either of the Legislative
or the Executive Branch, I would be looking at this with a lot more
emotion and intensity and money and energy, what Dr. Caplan,
your committee’s report called bold action.

Mr. Kennedy was impressed with the amount of money bu .
I'm very unimpressed. I don’t think we have anywhere near the re-
sources needed, given the problem and given the speed at which we
have to do this.

I'm sure you would like to do your study faster. If you had more
resources, you would do that. So, rather getting frustrated at
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you, it’s our job to give you the resources that you need to complete
your task quickly. .

I have seen evidence—and I don’t know if you're the people to
ask or maybe a later panel—where at least some percentage of the
cases could have been caused by the inoculations that we gave or
tested. And here we are giving other inoculations. I mean, if I were
in the armed forces, I would be scared to death to have my govern-
ment inoculate me with anything, believe me.

We don't know what caused it. We don’t know what we're doing.
And we're proceeding again. Is that a fair fear that we ought to
have, given what'’s ﬁomg on?

Mr. CAPLAN. Well, unlike my colleagues on this panel, 'm not
here to do further studies or request money for further studies. I'm
kind of here from the look- t this Presidential Advisory Com-
mittee took.

But I will say this, Congressman Filner, with res to the vac-
cination issue, you don’t need a study to understand that where we
let down the troops who were over there before is not telling them
that they were gettinﬁ something new or untested and then not fol-
lowing them to see whether they became sick once they came back.

Mr. FILNER. Has that admission been in any public document
from DOD or DVA?

Mr. CAPLAN. It’s in our report.

Mr. FILNER. Your report, but has the Government of the United
States ever said that?

Mr. CAPLAN. Sluggishly and grudgingly is the way [—

Mr. FILNER. I mean, that would be an important statement to
make——

Mr. CAPLAN. And I think——

Mr. FILNER (continuing). And deal with it if that’s the case.

Mr, CAPLAN. I think it's important that we understand that were
we to use new agents, investigational agents tomorrow morning
through vaccination or for anti-chemical or anti-biological warfare,
I'm not convinced that we’re not facing the exact same lack of in-
frastructure to tell them and monitor them.

As one veteran of the Gulf told me—he said: Look, informed con-
sent isn’t the issue. If you tell me someone is going to shoot a big
canister of ﬁomon gas at my head and you might have something
that could help me fend it off, I'll give you my informed consent,
and you can give me the vaccine. It's not a big issue. But to follow
me and study me and make sure that then I didn’t get sick as a
result of that, that’s what we——

Mr. FILNER. But isn’t it true that we do not have even the most
basic vaccination records? I mean, were they not kept? Are they

t classified?
. CAPLAN. They were kept sloppiltﬁe
0 I?V.[r FILNER. Do we have them but they have not been made pub-
c

Mr. CAPLAN. No. I don't think they’re kept in good order. They
were not kept in good order.

Mr. FILNER. I mean, that’s a pretty damning thing, and I would

. CAPLAN. What I would say is this——
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Mr.an.NER (continuing). That we are doing it different this time
around.

Mr. CAPLAN. We deployed——

Mr. FILNER. I see Dr. Rostker ing his head yes. That scares
me to death that we didn’t keep these kinds of records and are not
even admitting it, as far as I can tell.

By the way, did your committee look at the iences of other
nations in this regard? Because this was a multilateral effort. Are
other countries experiencing the same thing?

Mr. CAPLAN. There certainly are other countries who have had
veterans who report Gulf War illness. Specifically what you’re ask-
ing about, ping and disclosure and follow-up and so om, I
think our deployment and our presence was of a dimension that
just isn’t com e.

Mr. FILNER. Is it true—I have heard this, and I'll ask this. The
French had about 25,000 troops in there. I am told that there is
not one case of the ilinesses reported among the French who were
there. Is that true or not? Has anybody heard that?

Dr. BLAZER. I've not heard.

Mr. CAPLAN. I've heard that, but I also did have occasion to talk
with a few veterans from France who served in the Gulf. And the
told me that the system for reporting, the way information is col-
lected is not the same.

Plus, many of those who went in the French forces are still on
active service. And it’s a bit more difficult to report these kinds of
symptoms when you're still active, as opposed to when you’re out.

Mr. . ’'m sorry to say that that may be the case here, too.

The reason I asked is that I understand they had a protocol
treatment before their troops were deployed, which is, in fact, not
allowed among our own troops. And if that is the case—and, again,
I would like to find out, and I'm warning the other panelists I'm

oing to ask this if the French had a protocol that prevented the
ess and we are not allowing the use of that same protocol, that
would seem to me rather a disservice to our troops.

Dr. COOKSEY. Mr. Snyder, any questions?

Dr. SNYDER. No.

Dr. CooksEY. Dr. Caplan, Dr. Snyder and I are both physicians.
Let me ask you. You have a Ph.D.? In what?

Mr. CAPLAN. In hilos?hy, bioethics.

Dr. COOKsEY. Philosophy. Okay.

Let me ask you a couple of questions. The GAO report, of course,
caused a little controversy and seemed to contradict that report
from previous exports that I assumed were trained in the scientific
method, including the PAC, the President’s Commission, and stated
that “A substantial body of research suggests that low-level expo-
sure to chemical warfare agents or chemically related com?ounds
is associated with delayed or long-term health effects.” What'’s your
assessment of that statement and the strength of the underlying
scientific evidence?

Mr. CAPLAN. I would take issue with that statement, and I think
it’s not on a question of medical or scientific knowledge. It is actu-
ally on a question of logic and evidence.

%Ihat I think the GAO did was to say that you can’t rule out
chemical causes, chemical weapons causes, for these symptoms, as
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we tried to do in our report, saying that whatever was goi.ng on,
all of the illnesses and all of the people who had them couldn’t be
explained by low-level chemical weapons exposure. And they said:
Well, you can't be sure of that.

My response would be to say the evidence that’s available, what
is known about the pattern of disease does not support that as the
single cause of all the different illness complaints that veterans
have. And I think the GAO, while wanting to keep the door open,
if you will, is not consistent with what the evidence says about a
sinﬁlre cause, chemical or otherwise, for all of these illnesses.

. FILNER. Would you yield for one second, Doctor?

Dr. COOKSEY. Sure.

Mr. FILNER. But why? I mean, I'm sorry to %)int out a logical
{law 12 gtphﬂosophy professor, but I have a Ph.D., too. So I guess

can do it.

I don’t understand why you kept saying a single cause. Why
should that be the assumption?

Mr. CAPLAN. It isn't. | didn’t mean to——

Mr. FILNER. If we were looking for a single cause and find no evi-
dence of a “single” cause we should not conclude there are not mul-
tiple causes.

Mr. CAPLAN. I would prefer to call that an extension of what I
said, rather than a contradiction. Yes, you are absolutely right. In
fact, whﬁt the GAQO was hinting toward was a single cause type of
approach.

at we were trying to say again and again in this report is that
low-level chemicals may have pFayed a role in combinations of that,
may have played a role in genetic differences. Plus, that may have
played a role. But to simply say, “Well, you can’t rule out this sin-
gle agent as causing everything,” even with the evidence, does not
square with the evidence.

. FILNER. Okay. I'm sorry, Doctor.

Dr. CoOKSEY. Good point.

The GAO re seemed to reply heavily on the work of Dr. Rob-
ert Haley. And Dr. Haley indicated that his studies suggested that
there were some subtle neurological findings that he attributed
possibly to chemicals and chemical exposures. Did you and your
goll%es dE;eview his report, number one? What is Dr. Haley’s

ackground?
t%r. CAPLAN. Physician, very expert researcher. I believe he was
at Texas.

Dr. COOKSEY. One of the medical schools?

Mr. CAPLAN. Yes.

Dr. CoOKksEY. Okay. Thank you.

Mr. CAPLAN. And the article did appear in the Journal of the
American Medical Association. So it was subjected to peer review
anlt}sofor::l.‘evgelookedati:l.l P b .

me personally, my impression of what my fellow
paneﬁ::s and I thought about his work was that it was very inter-
esting, very important, should be credible but just an early report
of something that needed more investigation.

Dr. BLAZER. I might be able to add something regarding the de-
liberations of our committee on the CCEP. In fact, Dr. Haley’s find-
ings actually were published just days before our first report was
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released. But we did go back subsequently and lock very carefully
at this report.

One thing in reviewing the large literature that was evident to
us is that there is very, very little data at the present time regard-
ing the long-term effects of low-level exposure to toxins. That data
e trlfﬁreg}' dy be f that puzzl

, ey’s study may give us a beginning piece o t puzzle,
but it's a puzzle that’s fgalr from complete. t study certainly
should be replicated.

One person on our committee actually found a number of meth-
odological flaws in the study. I think it was a good study. I think
there are flaws. And I think you cannot jump to conclusions re-

garding that study, but I think it does reflect how little we know
about long-term effects from some of these toxins that people may
been exposed to in the Gulf War.

Dr. COOKSEY. Mr. Gutierrez.

Mr. GUTIERREZ. Thank you, Mr. Chairman.

Dr. Ctxalan, I'd like to read you a recommendation from Page 23
of the PAC special report and ask you to comment. It says, quote,
“The Committee envisions legislation that directs VA to contract
with an organization with the appropriate scientific expertise for a
periodic review for benefits and future research p ses of the
available scientific evidence regarding associations between ill-
nesses and Gulf War service. The object of such an analysis would
be to determine statistical association between service in the Gulf,
morbidity and mortality, while also considerincﬁ whether a plausible
biological mechanism exists, whether research results are capable
of replication and of clinical significance, and whether the data
withstand peer review.” Based on the external evaluation, the Sec-
retary of Veterans Affairs would make a presumption of Service
connection for positive associations or published reasons for not

deng xo,

I think that it’s extremely important for the committee to make
sure that we understand both the intent and the rationale for this
recommendation. Does this recommendation mean that the PAC
believes that symptoms that have a greater prevalence in the vet-
erans’ population deployed in the Guif than in the non-deployed
veteran population can provide a scientific basis for Service connec-
tion? And if not, please explain to us.

Mr. CAPLAN. I think it does. And I think that what we were try-
ing to indicate there in my view was to try and lower the barriers
that people have to claiming disability, what I was talking about
in some earlier comments of mine. And I think it may be up to
Congress to work with these agencies to create a program that
they're satisfied does, in fact, lower those barriers.

But it is what we were saying. In the face of uncerl:ainty, give
the veteran the benefit of the doubt. In the face of uncertainty, it
is the veteran who I think should in the end be the object of our
ce:ﬂ)athy and compassion and that that recommendation is specifi-

y targeted right to that goal.

I think even the message that those manning the gates, doctors
doi.lﬁ the disability benefits, yield in the face of, other things being
equal, to the presumption of the veteran is still not a message that
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has percolated from these chambers out through the medical
system.

Mr. GUTIERREZ. Do you know if the Secretary of Veterans Affairs
or Department of Veterans Affairs say they're going to publish such
a or a recommendation in response to this report?

. CAPLAN. I believe there was a contract——

Dr. MATTISON. Can I comment on that?

Mr. GUTIERREZ. Sure.

Dr. MATTISON. The study that I described as the proposed study
that would be followed by the Institute of Medicine is, I think, a
direct reflection of the &m'tmentofVeteransAﬂ'alrs response to
this particular recommendation

So I believe at least one component, the periodic review and the
establishment of firm, credible scientific li between exposures
and disease, will be ifically explored in that study. So at least
that one component of that recommendation has been followed.

Mr. GUTIERREZ. So maybe what we should be doing as a Commit-
tee is making sure when the Veterans Affairs Department comes,
make sure t that presumphon is being given now as we con-

' because we're going to test ourselves to death here—

y, the veterans 1:‘0 dez:lth here, quite ﬁgutiatlvely speak-

terally speaking, if we don’t start giving them some pre-

sumptlon of the illness because it always seems to me that it’s such
a contradiction.

So 'm hatgpy to hear Dr. Caplan’s words and members of the
committee, those members of the el testify because, if mem-
ory serves me correctly, we had the President of the United States
of America, President Bush, and every member of Congress and
senator talking about the brave, the intelli; sent, and the worthy
men and women of this Nation, our best and our finest that were
going off to fight and defend our Nation. And then they came back.

1 was sitting here. I was elected in 1992. So I came here. And

one of my first hearings was the people from actually the Depart-
ment of Defense coming here anseo : Well, we think there’s

some malingering going on here and some people looking for pen-
sions. Those were certainly the allegations that were made, and
that’s the only conclusion you could arrive at. They said: Well, you
know, these guys are maimg up some strange stuff here, these
men and women.

So I just want to make sure that we record for history that this
just never happens again, that they are the finest, they are carry-
ing out their duty, they are brave, they are everythmg we say they
are, dunng war and after war, when they come back here.

You can't go to a bunch of parades all over the country, take
photo ops, put them in your literature, and then sit here

in this and say, “Well, you know, I'm sorry, but there
mght have a mahngerer in that parade with me that I was
celebrating that day.”

SoI'm really happ and excited to hear your explanation to thls
answer, Dr. Caplan, use I think we've come a way. U
tunately, it has taken us 5 years to get here. And I we have
to make sure that we have that presumption. I think all veterans
should have that presumption.
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It’s kind of like saying—you know what it reminds me of, Mrs.
Chenoweth? It reminds me of that—you ever buy something and

then gou call up an 800 number and they said eve was cov-
ered but that? I'm sure everybody in this audience . Everything
was covered but that.

That’s the way I would feel if I were a veteran. Everything was
covered but this. You know, everything is covered is everything is
covered. We should keep our bond to our word.

Thank you very much.

Mrs. CHENOWETH (presiding). I thank the gentleman from Ilki-
nois.

Does the gentleman from California have ﬁthmg to add?

Mr. FILNER. Just briefly. By the waﬁ,el would take your analogy,
Mr. Gutierrez, and say the 800 number generally doesn’t answer
and that is the real frustration. (Laughter§

Mr. Kennedy before you were here, Madam Chair, voiced a lot
of frustration and was asking for some more direct help.

We’re all in professions, whether we’re professors or doctors or
bureaucrats or Congress people, in which we talk in a certain lan-
guage and a certain format. And the format of these hearings adds
to that. We talk in an understated, subdued way.

I want some emotion. I wantgfou to tell us, “I don’t have enough
money. I'm angry. I'm frustrated. I'm saddened.”

When I see the people in my district who are sick, I'm angry, but
I'm trying to get them help. And I'm getting frustrated. I want
some emotion in all of this, as opposed to these bureaucratic kinds
of things that we’re all involved .

I see Dr. Rostker sitting in the front row }iust waiting to get here.
I think part of the reason he was chosen for this job is he brings
some of that emotion. Unfortunately, I think he’s using his great
skills still to cover up what the reality is.

But we need some of that emotion in this and not just bland
statements, “In the year 2000, we're going to do the first phase.”
I mean, we've got real people here who are dying. We're sendin,
them off to war again, and we don’t know what the hell happened.

I want some action, and I think that’s what we all have to talk
about and get the kind of intensity here that lay behind the Man-
hattan Project and that kind of commitment of a Nation toward
saving these young men and women.

you.

Mrs. CHENOWETH. I thank you, Mr. Filner. Very well-stated.

I want to thank this panel very much for their valuable time and
information. And, again, *you know that you can supplement the
record for a short period of time. And I want to thank you on behalf
of the committee for your excellent participation.

Mrs. CHENOWETH. And the Chair will recognize the second panel
now. The second panel consists of: Dr. Kenneth W. Kizer, M.D., the
VA'’s Under Secretary for Health; Dr. Bernard Rostker, Special As-
sistant to the Deputy Secretary of Defense for Gulf War Illnesses,
who is accompanied by Mr. Gary Christopherson, Acting Principal
Deputy Assistant Secretary for Health Affairs at Department of
Defense; and Dr. Donna Heivilin, Director of Planning and Report-
ing of the National Security and International Affairs Division at
the U.S. General Accounting Office, who is accompanied by Dr.
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Kwai Chan, Director of Special Studies and Evaluation of the Na-
tional Security and International Affairs Division at GAO.

Welcome to all of you. And I know that are experienced in
offering your testimony and that you know ortherecordggurtes—
timony should be given in 5 minutes. And then you will be asked
a series of questions ll:i the committee.

The Chair would like to recognize Dr. Kizer first for his testi-

mony.
Dr. Kizer. Thank you, Madam Chairman.

STATEMENTS OF KENNETH W. KIZER, M.D., M.P.H., UNDER
SECRETARY FOR HEALTH, DEPARTMENT OF VETERANS AF-
FAIRS, ACCOMPANIED BY: FRANCES MURPHY, M.D., M.P.H.,
DIRECTOR, ENVIRONMENTAL AGENTS SERVICE, CHIEF CON-
SULTANT, OCCUPATIONAL AND ENVIRONMENTAL HEALTH;
JOHN F. FEUSSNER, M.D., CHIEF RESEARCH OFFICER, DE-
PARTMENT OF VETERANS AFFAIRS; BERNARD ROSTKER,
Ph.D., SPECIAL ASSISTANT TO THE DEPUTY SECRETARY OF
DEFENSE FOR GULF WAR ILLNESSES, DEPARTMENT OF DE-
FENSE; GARY CHRISTOPHERSON, ACTING PRINCIPAL DEP-
UTY ASSISTANT SECRETARY FOR HEALTH AFFAIRS, DE-
PARTMENT OF DEFENSE; DONNA HEIVILIN, Ph.D., DIRECTOR
OF PLANNING AND REPORTING, NATIONAL SECURITY AND
INTERNATIONAL AFFAIRS DIVISION, U.S. GENERAL AC-
COUNTING OFFICE, ACCOMPANIED BY KWAI CHAN, DIREC-
TOR, SPECIAL STUDIES AND EVALUATION, NATIONAL SECU-
RITY AND INTERNATIONAL AFFAIRS DIVISION, U.S. GEN-
ERAL ACCOUNTING OFFICE

STATEMENT OF KENNETH

Dr. KizeR. Let me introduce to you, for the record, the two other
individuals who accompany me y: Dr. Jack Feussner, the Chief
of Research and Development for the Veterans Health Administra-
tion; and Dr. Fran Murphy, who is in charge of the Occupational
and Environmental Strategic Health Care Group.

Mrs. CHENOWETH. Welcome, Doctors.

Dr. KizgRr. 1 thank you for this (Eportunity to continue our dis-
Aously provided the cmmitiee & formal statement, That statoment
viousdyprovi e commi a formal statement. That statemen

rovides a much more complete review of VHA’s efforts to provide
th services to Gulf War veterans and our research efforts to
finds answers to the very complex medical and scientific questions
related to Gulf War service than this brief ing statement, some
of those difficult questions were touched upon by the last panel.

Before mentioning a few sReciﬁc things, I timk it is useful to
note the context in which VA’s resgonse to the problems experi-
enced by Gulf War veterans has developed.

No two wars in American history have been alike. The geography
where the conflicts have occurred, the military tactics and weapons
used; the ambient political, social, and cultural climate in which
they occurred; the %r:vailing health technology at the time; and
many other factors have been signiﬁcantlzlﬁ.' erent for each war
in our history. Just as the Vietnam War differed from World War
II, which was different from World War I, the environment of the
Gulf War was unique. And, while it may be pointing out the obvi-



24

ous, I think it is often overlooked that much of what we are dealing
with in Gulf War veterans is a medical frontier.

There is no model or standard formula about how to best respond
to post-war health effects in general or Gulf War effects in particu-
lar. There simply is no textbook or standard reference that you can
gogi)toﬁndoutwhatthebestpracticesaretodealwiththe
problem.

Indeed, when you consider the various environmental, techno-
logical, psychological, and other factors that collectively impact the
soldiers who have fought the wars, and the state of the medical
science at that time, it should be obvious that when you combine
these factors this with the countless ways in which the human
body can respond to those various stimuli, I think it should be clear
how complex it is to determine cause and effect and the most effec-
tive medical interventions.

Because of these things, from the beginning of its response to
Gulf War veteran problems, VA has sought broad scientific and
other input to help inform us about the best course of action. As
we have gained knowledge and information, we have continued to
consult the best scientists available to help focus our efforts. Var-
ious grm:gs, including the GAO; the congressional committees, such
as this; the Presidential Advisory Committee; veterans themselves;
and focus groups and other forums have reviewed our strategy and
course of action. Those groe?s have provided their opinions and ad-
vice, and we have welcomed their opinions. We have tried to incor-
porate many changes in what we do, both in our health care pro-
grams and our research strategy based on that input.

Now, let me review a few things. And I am cognizant of the
clock, so I am going to abbreviate much of what I was going to say.

Regarding VA’s health programs, to date, almost 65,000 Gulf
War veterans have comple registry examinations. More than
2,500,000 million ambulatory care visits have been provided to over
220,000 Gulf War veterans. More than 22,000 Gulf War veterans
have been hospitalized at VA medical facilities for service-con-
nected and non-service connected conditions. And more than 83,000
of these veterans have been counseled at our vet centers.

As we have discussed before at other forums such as this, Gulf
War veterans participating in the Registry examination program
have commonly reported t they suffer from a diverse array of
symptoms, including fatigue and skin rash, muscle and joint pains,
headache, memory problems, shortness of breath, sleep disturb-
ances, diarrhea and other gastrointestinal smetoms, and chest
pain. And the list of symptoms goes on considerably.

The diagnoses of our registry participants do not cluster in one
organ system or disease category but, instead, thus span a wide
range of illnesses and diagnostic categories.

A large majority of the veterans who have these symptoms and
illnesses have been diagnosed and successfully treated. However,
depending on the specific medical nomenclature that is used, some-
where between 10 and 25 percent of the veterans from the Registry
who have been examined have unexplained illnesses.

I think it is useful in the way of context to again note that this
frequency of unexplained symptoms among Gu?f War veterans ap-
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pears to be about the same as in a general medical practice outside
of the VA or outside of a military setting.

It is important to note, however, that the medical scientists who
are looking at this are far from completing their studies of these
unexplained conditions. There continues to be considerable uncer-
tainty about the character, natural history and potential causes of
these conditions. It is essential if we are going to find effective
treatments that this research continue into the underlying causes
and the natural history and other aspects of these various
conditions.

In the way of treatment, I think it’s worthwhile to note that we
have initiated clinical demonstration projects for multidisciplinary
clinical care for Gulf War veterans as well as markedly expanding
our case management efforts.

Case management as a routine clinical strategy for Gulf War vet-
erans has a]reigf been implemented at 20—I think it is over 20
now—VA medical centers as part of a major initiative underway
throughout the department. Indeed, as one of the Fiscal Year 1998
performance measures for our network directors, this has been tar-
geted. They are focused specifically on this.

Likewise, in the area of compensation and pension examina-
tions—and I know that there is another panel that will specificall
address some of these issues later—but let me just say that we
have been working with VBA, particularly with regard to clarifyi
the terminology and the protocols and the manner in which these
examinations, particularly examinations for individuals with
undiagnosed illnesses, would be conducted. We have devel
some clear guidelines, which are being disseminated to the field, to
help improve this effort. We expect that this will be an iterative
process, and these will probably need to be refined over time as
well, as just about everytging else in this :

We are continuing our effort to expand health care education for
our chmglailﬁ ax}d care- _'ver:l.ﬁZVe ::tvigul d:scl;;stged 1:i;ur eﬁ:og inhthip
regard at other forums like , P arly for the registry physi-
cians and those in Gulf War program per se, but we think that all
of our clinicians should have a basic understanding of this. One
step in that regard is a recently completed continuing medical edu-
cation program that will be mailed and sent to every VA physician.

As an aside, I would also note that we will make this available
for non-VA personnel at cost, as well.

In the interest of time, I am not going to discuss research pro-
g?ms' per se other than to note that there is, as was commented

ore, a | number of research projects these underway and
that a number of significant studies that are underway have
reached critical points and are producing information that will be
helpful as we move forward.

think inthm)i):et;?menaii Xﬁ also dmcussc in more det:.&il our rei
sponses to the identi visory Committee’s special report.
would note that many of the recommendations of that report have
been implemented and are underway.

And, to respond to a xlestion that Mr. Gutierrez asked before,
we have indeed effected the contract with the National Academy of
Sciences. As far as that specific recommendation which he as
about, the part that VA can do is completed.
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1 suspect there may be further discussion as far as the GAO re-
port’s recommendation, but in a very few words I would note that
while we recognize the legitimacy of the recommendations and the
inherent obviousness of what is recommended, this is a good exam-
ple o{ how well-intentioned advice may be exceedingly difficult to
complete.

ere was some discussion before about efforts that are already
underway with the Institute of Medicine to try to define health out-
comes in a manner in which this can be tracked. I would go back
to what I said very early in these comments, in that this is an area
that certainly would be characterized as being on the frontier of
medical science.

Let me just close by saying that there are some very real sci-
entific conundrums which need to be worked out with Gulf War
veteran issues. We are worki.n(f with the National Academy of
Sciences and others in trying to do this.

I think that we have made substantial progress in both further-
ing the understanding of Gulf War health issues and providing care
fo‘l;l?ersons having health problems related to their service in the
Gulf War. But, as I have testified at &a'or hearings, and I will reit-
erate today, that while we believe t our programs have been
well-designed based on the current best available information, we
also know that they are neither uniformly delivered nor perfect.

We also recognize that some of our veterans have not always re-
ceived the kind of roception or the care at our VA medical facilities
that we strive for, but I think we certainly have improved this, and
we will continue to further improve in the future.

We are working diligently to improve the consistency and the

redictability of care provided everywhere in this enormous system
own as the veterans’ health care system.

With that, let me close. I will be happy to try to answer your
questions or a::?ond to your comments as we move forward.

[The prep statement of Dr. Kizer appears on p. 100.]

Mrs. CHENOWETH. Thank you, Dr. Kizer, for that very interesting

testimony.
The Chair recognizes Bernard Rostker.
Mr. ROSTKER. you, Madam Chairman, for the opportunity

to a dpezu' before the committee today. With your permission, I
would like to submit my written testimony for the record and pro-
vide the committee with brief remarks.

Mrs. CHENOWETH. Without objection, so ordered.

STATEMENT OF BERNARD ROSTKER

Mr. ROSTKER. Madam Chairman, members of the committee, you
asked for a discussion of the Presidential Advisory Committee’s
special reg:rt. As you may know, the intergovernmental response
is in the final stages of coordination. However, let me briefly com-
ment in those aspects which fall under my purview.

In most respects, we agree with the PAC’s findings. We concur
with the recommendation to imdprove chemical wartare detection.
And, in fact, the President’s budget has an extra billion dollars to
be spent over 6 years for chemical agent detection and protective
equipment.
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We agree that an objective standard that needs to be applied to
all investigations and we strongly agree that independent oversight
would dispel concerns regarding bias.

We disagree with two recommendations. First, at this time, we
do not believe a low-level chemical exposure doctrine is needed, al-
though we are funding research on what that doctrine would be.
And the department will be announcing within the next 30 days
the full-scale development of a fourth generation of chemical detec-
tor, which will include for the first time the ability to detect low
levels of chemical agents.

Secondly, we dis that notification of all personnel within the
300-mile radius of Khamisiyah is needed. We have already notified
those people whom we believe may have been exposed. And, as our
research continues, we will make further adjustments to that
notification.

Let me also recognize the PAC. The members provided an invalu-
able service to our veterans and the American public. We appre-
ciate their many constructive and relevant recommendations.

You also asked for my comments on the second report that the
Committee has highlighted, the Committee on Government Reform
and Oversight Subcommittee on Human Resources.

In testimony and response to requests for information, I provided
that committee with a great deal of material. Needless to say, we
were surprised and disappointed that the report published this
past November included little of the information we provided.

Let me be more specific. The DOD has published 13 case nar-
ratives and information papers which were virtually ignored by the
report. And we have for the Committee’s inspection the 13 case
narratives and information papers.

Several of these case narratives deal directly with issues raised
by the committee and charges made by witnesses called before the
committee. Our narratives were built upon the testimony of scores
of Gulf War veterans. By ignoring facts presentod in the case nar-
ratives, I believe that the committee’s report is misleading about
what happened in the Gulf.

Fim:ltliy, in regard to the General Accounting Office report, I have
included a copy of my response for the record. Virtually all of the
facts and conclusions presented in that report were duplicates of

ious reviews.

If it had been published a year earlier, the report would have
been more accurate. As written, however, it does not present timely
or accurate portrayals of work being performed by the Department
of Defense.

And we have provided for the members’ review—and I would ask
that it be put in the record—the annual report from my office
which covers the activities that have occurred since the office was
established in November of 1996.

Looking ahead, this next year we will continue to investigate spe-
cific events concerning chemical agents. Our main focus will be on
environmental issues, however. We will complete %sparate reports
on pesticides, depleted uranium, and oil well fires. We look forward
to working with Congress and our oversight agencies and remain
commi to our veterans.
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I would like to add one additional thing. I thank Congressman
Filner for recognizing my passion. Part of that passion has been a
willingness to go out and meet with veterans in town hall meet-
ings, mcluding in San Diei?a.u

And it was at the town meeting in San Diego that I met the
Dudleys. They discussed with me their concerns and particularly
their concern that the government had stifled some of its premier
researchers from looking at or positively reacting to the work of the
Nicholsons.

I immediately came back to Washington and had a meeting at
Walter Reed. In fact, Mr. Christopherson joined me at that point—
where we reviewed with the researcher that the Dudleys asked us
to as well as the Walter Reed staff the work that had gone on.

And based upon our review, we found that the protocols that we
were establishing with the Nicholsons were correct in design but
not adequately resourced and that we ordered additional resources
and priorities be placed upon that effort. And at the committee’s
request, we're prepared to provide a complete report on our current
status with the Nicholsons.

We take the veterans’ concerns very seriously, both those con-
cerns that come to us through our 800 hotline number as well as
those that we gain in face-to-face contacts with the veterans. And
this particular case is one where the Dudleys made certain rep-
rescintations which were very serious, and we took them very seri-
ously.

So I thank the Chair for allowinﬁome to make these comments.

(The prepared statement of Mr. Rostker, with attachments, ap-
pears on p. 114.]

Dr. COOKSEY (fresiding). Mr. Rostker, what is your Ph.D. in?

Mr. ROSTKER. I'm an economist.

Dr. CoOKSEY. Oh, that’s good, statistics and econom{.

al\{[r. ROSTKER. Statistics is one of the fields that I have a spe-
cialty in.

Dr. COOKSEY. Good. Thank you. Thank you very much.

Dr. Filner, another Ph.D.

Mr. FILNER. At least there’s a 50 percent chance that that oc-
curred; right?

Dr. COOKSEY. I'm sorry. I'm sorry. We have another witness first,
two more. So, if you d—

Mr. FILNER. I'm sorry.

Dr. COOKSEY. Mr. Christopherson is next. Thank you.

STATEMENT OF GARY CHRISTOPHERSON

Mr. CHRISTOPHERSON. Mr. Chairman, let me be very brief. I
know time is short for the committee.

A couple of quick things. One is that let us be very clear from
the point of view of the medical side of life that our concern here
has been and will continue to be even more so taking care of our
beneficiaries, the troops that come back from the Gulf War. It is
our point as well to do the best research we can to try and under-
stand what's going on. This is not an easy problem, as has been
indicated by the previous panel.

What is important also to understand is from out of the Gulf War
experience, there is no doubt that mistakes were made. We learned
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a lot from the Gulf War. Recordkeeping was not what it should
have been. Tracking of vaccinations was not what it should have
been. A lot of the monitoring and surveillance we did at that time
was not what it should have been as well. Again, we learned a lot
from it. We are pnyix(x’g some prices, in fact, for not having those
things in place. A lot thosetg?ngsarenowbeingmovedforward.

If you look at the current experience and what we're doing there,
Bosnia is kind of the case there. Bosnia is a case of making signifi-
cant progress, but we're still not all the way home yet.

Some classic cases there are if you look at, for example, surveil-
lance. We are doing a tremendous amount of surveillance in the en-
vironment, other kinds of hazards or the troops that are there to
make sure we understand what went on there and after the fact,
if necessary, to be the case figuring out what happened there.

It is also true that we have those things in place so that if some-
thing does come up, we are in a position as well to treat to take
care of there. If you look, for example, at the experience with Bos-
nia, llga ig one of the lowest disease non-battle injury rates we have
ever :

And, again, a lot of it is because a lot of public health is in place.
A lot of lessons have been learned again out of the Gulf War.
Records have gotten better. We have introduced automatod record
systems in the Bosnia situation, again, not perfect but, again, a lot
of 'H;ogress over that there, a lot of lessons learned out of Bosnia.

e final thing I guess I would come back to is obviously the con-
cern here we have, including taking care of the troops, taking care
of our Gulf War veterans, which we are doing, is: What are we
doing for the future?

A lot of things I think for the future come down to a number.
One, it is clear that when there are real threats out there, we need
to prepare to provide the right kinds of protective measures, pref-
erably licenseti, most acceptably that we can possibly do out there.

And, secondly, we need good recordkeeping. We need to know ex-
actly who got what and what happened with that so, again, we can
trace back; if something pops up again the next time, we are in po-
sition and ready to do so.

It is also very important that we have in place surveillance plans
80 we can see what's going on in the environment in future deploy-
fr.nent;s again so that we again can know what happened after the

act.

Better record systems. We're to gxt into place new computerized
patient record systems there, which will be dePloyed in future de-
Floyments, ai»lersonal information carriers. There's a way to track in-

ormation all the way to the front. All of those things are in place.

Better research. Aﬁam a need to do more in those areas there.
We're working very c oseiy with Veterans Affairs to do that. That’s

all, again, very important to trying to do what we need to do.
A lot more collaboration. I think what you've seen esHecia]ly in
the last several years, in the VA and is a lot of collaboration

because no one agency can essentially do this all by themselves. It's
a collaborative kind of effort.

Again, our commitment is to take care of the troops. And we’re
trying to do our best to do that. We'll do more in the future, our
best to understand what’s going on and more research, more epide-

49407 98 -2
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miolé)r%iocal kind of work, all part of trying to make this better for
our .
Dr. ngKSEY. Thank you, Mr. Christopherson.

Dr. Heivilin, if I could ask, what is your Ph.D. in?

Ms. HEIVILIN. I have a doctorate in public administration.

Dr. COOKSEY. Okay. Thank K{oru Proceed.

Ms. HEIVILIN. Thank you, Mr. Chairman, members of the com-
mittee.

STATEMENT OF DONNA HEIVILIN

Ms. HEIVILIN. I am pleased to be here today to discuss two re-
ports that were put out last summer. In the first one, we reported
on the government'’s clinical care and medical research programs
relating to Gulf War illnesses. In the second, we assessed the medi-
cal surveillance of the military personnel in Bosnia.

Our reBorts covered four issues: the adequacy of the mechanisms
used by DOD and VA to monitor the quality, appropriateness, and
effectiveness of Gulf War veterans’ care and to follow up on their
clinical (Frogress over time; two, the government’s rese strategy
for studying Gulf War veterans’ illnesses and the methodological
problems posed in the studies; three, the consistency of key official
conclusions with available data on the causes of War veterans
illnesses; and, four, the extent to which the DOD’s efforts in Bosnia
were successful in overcoming the medical surveillance problems
that were seen in the Gulf War.

I'd like to mention that we are currently working on several re-
lated studies requested by other congressional committees and will
be happy to share the results of this work once it is completed.

In one, we are looking at the incidence of tumors among Gulf
War veterans. In a second study, we're looking at the possible pres-
ence of antibodies for synthetic squalene in blood samples of Gulf
War veterans. In the tﬂfrd study, we're IOOkEf at the processes,
methods, and criteria used by the Persian Gulf Veteran's Coordi-
nating Board, DOD, and VA to approve or disapprove research Elro-
tocols. And in a fourth study, we're looking at the extent to which
on 1‘1;& research is likely to provide information on what caused
G ar veterans’ illnesses.

In our report on the Gulf War veterans’ illnesses, we noted that
while DOD and VA had provided care to eligible Gulf War veter-
ans, they had no system for following up on their health to deter-
mine the effectiveness of the care after initial treatment. Also, be-
cause of the methodological problems and incomplete medical
records on the veterans, research has not come close to providing
conclusive answers on the causes of the illnesses. Given the data
needed versus what is available, which is primarily anecdotal, we
believe it will be very difficult, if not impossible, to determine the
causes of the illnesses.

And, finally, the support for some official conclusions regarding
stress, leishmaniasis, and exposure to chemical agents was weak or
subject to other interpretations.

Regarding our report on the medical surveillance of Servicemen
deployed to Bosnia, although we found that DOD had improved its
capability to monitor and assess the effects of deployments on the
Servicemen’s health since the Gulf War, certain problems still



31

remained. One, the database containing deployment information
was inaccurate. Not all the troops received post-deployment medi-
cal assessments. Many of the medical records we reviewed were
incomplete.

In the first report, the one on Gulf War illnesses, we rec-
ommended that the Secretary of Defense and Secretary of Veterans
Affairs set up a plan for monitoring the clinical progress of Gulf
War veterans to help K;mnote effective treatment and better direct
the research agenda. And we ask that they give greater priority to
research on effective treatment for ill veterans and on low-level ex-
posures to chemicals and their interactive effects and less priority
to further epidemiological studies.

I think in the earlier panel, they said that we said that it was
a single cause. We did not say that. We said that it was a possible,
one of the ible causes, and that there should be research in
this area. To back that up, we had looked at 16 different studies
which supported the fact that low-level effects are possible causes
forzllrllftomswhicharesimﬂartothesewhicharebeingseenin
the War veterans.

We also recommended that the Secretaries of Defense and Veter-
ans Affairs refine the current approaches of the clinical and re-
search for diagnosing posttraumatic stress disorder con-
gistent with suggestions recently made by the Imstitute of Medi-
cine. The Institute had noted the need for improved documentation
of screening procedures and patient histories and the importance of
ruling out alternative causes of impairment.

Since our report, the agencies involved have taken a number of
actions related to our recommendations. In December of 1997, DOD
and VA asked the Institute of Medicine to establish a committee
to assess the appropriate methodology for monitoring the health
outcomes and treatment for Gulf War veterans.

Recently the coordinating board informed us that it had initiated
a joint program with DOD to conduct multi-center treatment trials
for fibromyalgia and chronic fatigue syndrome in Gulf War veter-
ansl I{ 9i;9 anticipated that the protocol will begin in late 1998 or
early A

As of January of this year, 23 studies had been added to the re-
search portfolio, including research on the toxicology of low-level

to neurotoxins such as pyridostigmine bromide, insecti-
cides, and chemical warfare nerve agents, with an emphasis on
interactions among them.

In our report on the deployment and medical records for Service
members deployed to Bosnia, we recommended that the Secretary
of Defense ensure that a DOD-wide policy be expeditiously imple-
mented on medical surveillance using lessons learned from Bosnia
and the Gulf War.

We also recommended they have procedures developed to ensure
that medical surveillance policies are implementod and also that
they have procedures deve“}?ped for providing accurate and com-
plete medical assessment information to the centralized database.

In response to our recommendation, DOD established a new pol-
icy and implementing guidance in August of 1997. And we are told
that they have plans to emphasize this to the field commanders, to
emphasize to them the importance of this system.
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Mr. Chairman, that concludes my summary. I will be happy to
answer any rguestions you may have and provide the full statement
fOr[TtEermar'ed t of Ms, Heivilin 134

e prep statement o; . Heivilin appears on p. .

Dr. Cpooxsm Thank you, Dr. Heivilin.

Dr. Chan?

Mr. CHAN. It's Mister.

Pthl)' CQ?OKSEY And, just to be equal with everybody, what is your

.D. in

Mr. CHAN. I don’t have a Ph.D. I have a Master’s degree in math-
ematics and statistics.

Dr. COOKSEY. Statistics. I had a tough time in statistics when I
vaoenath tb:;lough my M.BA. program. I'm anxious to hear from you.

ead.

Mr. CHAN. I don’t have a statement to make, sir. Thanks.

Dr. CoOKSEY. Oh, you have no testimony?

Mr. CHAN. No.

Dr. COOKSEY. Okay. Dr. Filner?

Mr. FILNER. Dr. Cooksey? Doctor, doctor, doctor, doctor, doctor.
Thank you.

I would ask unanimous consent, Mr. Chairman, that all members
of the committee may submit additional statements and questions
for the record.

Dr. COOKSEY. So ordered.

Mr. FILNER. Dr. Kizer, are there any treatments that had been
8 sted for this illness that are not allowed to be delivered at the
VA hospitals? Are there any banned treatments?

Dr. IPIZER. I do not know of any that are banned. The reason I
am hesitating a little, is that I was trying to interpret what you
mean tgl‘;l:;nned”?

Mr. R. I have talked to doctors within the VA system and
have seen some written memos that suggest that no doctor can de-
liver the antibiotic treatment that was devel by the research-
ers that Dr. Rostker mentioned earlier, the Nicholsons, that they
are?forbidden from providing their treatment. Is that the case or
not?

Dr. KizeR. Well, I do not know of any such memo. My colleagues
to my right tell me that there is no such thing. But I recognize that
in a system as large as this, there may be pieces of paper that we
do not know about. So if you do have in your possession or know
of such, I would like to have a copy.

Mr. FILNER. If we had testimorrg' by doctors in the VA system
that they were, in fact, given orders not to give that antibiotic
treatment, would you be surprised by that?

Dr. KiZER. I would be surprised, but also I think you raise a real
interesting question. And it is one that you spoke to earlier today
in your comments, as did a number of other members of the com-
mittee. Some vzliy impassioned statements were made that it is ab-
solutely essential that troops, and I take by extension veterans, not
be given vaccines or other medications that are not approveti for
those uses; i.e., approved by FDA for those uses. To get that ap-
proval, they need a scientific evidentiary base to support their use.

The issue that you raise is whether we should apply that same
standard to treatments or not. Should we require that the treat-
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ment that is given to ou:afatients have some evidentiary base or
justification in the medical literature that would be accepted, at
east by a significant number of practitioners, or should we encour-
age m of treatment? I raise this merely as——

Mr. R. Well, certainly the initial inoculations and testing
from the DOD did not live up to that standard, unfortunately. I un-
derstand what you’re saying, but you're also justifying a whole in-
frastructure, have to say, the words that you’re using, “evi-
dentiary” this and “supporteti by” that, et cetera.

If, for example, there was a built-in bias against certain kinds of
treatment by the very doctors who are making decisions on this, by
the very ones who are testing out certain standards, your very in-
frastructure would end up leading to a conclusion that they are not
worthy of use.

That is, if the whole system is biased against a certain protocol
or a certain kind of evidence—and we have seen that in this situa-
tion. We have seen it with Agent Orange. We have seen it again
and again,

The Chairman didn’t ask what field my Ph.D. is in. I happen to
be an historian and philosopher of science. Science is merely what
most people who are called scientists say is science. It has nothing
to do absolutely with truth. I see at least Dr. Rostker is agreeing
withfme. It has to do with what people think is the truth at a given
set of time.

And if everybody in VA thinks, who have all those M.D.’s and
Ph.D.’s beside their name, that a certain treatment is wrong, their
whole methodology will end gg proving that. And so the VA will
end up with a vericredential and very trustworthy, in their own
view, system which has ended up being so biased that it precludes
certain treatments that are out of the given mainstream.

Dr. Ki1zER. I am not sure that I would agree with that. I under-
stand what you are saying, and I think that is a statement about
thmractice of medicine in general, not VA in particular.

. FILNER. Right.

Dr. Ki1zER. But I think that one of the points that has been made
at a number of forums like this that if we are going to pursue
things that are not accgpted by the prevailing scientific view, that
the appropriate way to do that is throuﬁh some sort of investigative
protocol so that we have some clear understanding of what the out-
comes are.

Mr. FILNER. I agree if you could do that fast enough to deal with
the people who are dying or Ktenﬁautl‘-: dying. That is, you've got
to do something. And, as we know with certain cancers and other
treatments, if pegple are terminal, they’re willing to take anything
that has seemed to work by anecdotal evidence. And we have docu-
mentod many cases of those working. Your whole system is set up
to B:eclude certain ways of dealiniawith this issue.

. KizER. Could I just finish what I was going to say? The direc-
tion that the Congress has tﬁiven the VA—and we are a public
agency that is governed by the Congress—is that our treatments
and the modalities that we utilize have to meet certain standards.

As a matter of public policy, if the Congress should espouse that
we should not be taking that approach, then I think it needs to say
80.
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Mr;!Fn.NER.DoyouknowwhoDr. Lo is in the Defense Depart-
ment

Dr. Kizer. I dont y know him, but Dr. Murphy does.

Dr. MURPHY. Dr. Shi Lo is a researcher at the Armed Forces In-
stitute of Pathology——

Mr. FILNER. Right. Is he in a position to decide yes or no on cer-
tain research protocols? I mean, would he have that influence with-
in the bureaucracy to do that?

Dr. MURPHY. No, not to my knowledge.

Mr. CHRISTOPHERSON. No.

Dr. MURPHY. Mr. Christopherson may be able to answer that.

Mr. CHRISTOPHERSON. I tll)nnk that's correct. I mean, again, all of
the research that is done in either organization has to go under-
neath a certain amount of peer review, partly to protect the troops
and the veterans that we're talking about there.

On the other hand, they’re encouraged, obviously, to loock for new
and innovative ways to try and deal with very difficult issues, this
being clearly one of those.

Mr. ROSTKER. Sir, if I might, Dr. Lo was, in fact, the doctor who
was cited by the Dudleys, whom Mr. Christopherson and I spent
a full day with. He educated us on it. We reviewed with him——

Mr. FILNER. I'm sorry. Dr. Lo did or———

Mr. ROSTKER. Dr. Lo. We presented to him the statements that
had been presented to me about the protocols. He said they did not
represent his view, that he was in full accordance with the progress
we were making, the approach we were making to take several
hundred random blood samples and submit them to a number of
laboratories. He is a world-class researcher in the area of myco-
plasma, and he has been fully on board.

To the best of my knowledge,—and I have asked him directly—
what we are doing is in line with what his recommendations are.

Mr. FILNER. Yes, that’s the problem.

Dr. Cooksey, my time is up. I would——

Dr. CooksEy. 1 will have some latitude. I'm not a tough——

Mr. FILNER. Thank you, Mr. Chairman.

By the way, Dr. Rostker, 1 appreciate your confront:ix:gadirectly
in your testimony the issue of the Nicholsons. You said that if the
committee requestod, you would give a more full report on that. I
would so request.

Mr. ROSTKER. Okay.

Mr. FILNER. When did that change or the new support for that
research take place?

Mr. ROSTKER. We had the meeting last spring. And within I
would guess a week of coming back from San Diego, Mr.
Christopherson and I and members of our staff, our physicians
went to Walter Reed, met with Dr. Lo, met with the physicians
there, directed that any question of financial priority be put aside,
and that this took the highest priority, and to push forward.

Mr. FILNER. So is he being funded at a——

Mr. ROSTKER. Yes.
anr. FILNER (continuing). Level that he sees as sufficient? I don’t

ow.
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Mr. ROSTKER. Well, the -upon task, with the involvement
of the National Institutes of Health, was to test out his techniques
for identifying the myeogalasma.

I would be happy to have Colonel Riddle provide you right now
with an update on where we are.

Mr. FILNER. I'll get back to that in a second. What I heard in my
initial round of stions was that we are all opon to this, we're
doing this, we're doing everything we can. It just is in conflict with
all the anecdotes or many anecdotes that we hear across the
co

untry.

So we have to figure out why that is the case, why you feel—and
I don’t disgute that you're honest—that systems are open and
honest and subject to peor review and all of that when we all know
from history and from rience that any bureaucracy—I don’t
care if it'’s big or small; I don’t care if it's VA, Defense, or my own
office—has built-in biases and turfs and jealousies that the upper
geople might not be aware of. And I think that’s a possibility here,

ut that’s something that we're not going to figure out today.

Let me just ask you, Dr. Rostker: It's fair to assume, I think
that this Nation has stores of chemical and biological weapons. I
mean, we are yelling at Saddam Hussein, but it would be unlikely
to assume that we would not have such we:gons?

Mr. ROSTKER. We are a signator of the chemical treaty. And we
have been in the process for years of destroying those weapons.

Mr. FILNER. But obviously we have research into those weagons.
We have tested those weapons, I suspect. We have tested antidotes
to those weapons.

Mr. ROSTKER. Yes, sir.

Mr. FILNER. Would you find it unlikely or impossible that that
very production, development, tesl:'mﬁl: weaponry and its anti-
dotes could have caused some of this illness? I mean, is that a pos-
sibility that you would exclude?

Mr. ROSTKER. We have looked very hard. It's really been the
major function of my office compared to our colleagues, whom we
?gv% ﬁgrked with consistently, to understand what happened in

) A

And we are all aware of the events at Khamisiyah. We have
spent a great deal of effort.

Mr. FILNER. I asked you about our own. Friendly fire is what I'm

ing about.
wl\]/?rl.l%losmn. To the best of my knowledge, we had no chemical
weapons in the Gulf.

. FILNER. I'm not talking about the Gulf. You're purposely nar-
rowi.ni;ny question. I asked: Is it possible that any of our troops
coul ve gotten what we call Persian Gulf illness from our own
inoculations, from our own testing, from our own development of
these kinds of weapons, in the Gulf or elsewhere?

Mr. ROSTKER. No, sir.

Mr. FILNER. You don’t think that’s a possibility?

Mr. ROSTKER. I have absolutely no facts before me that would
lead me in any way to that conclusion.

Mr. FILNER. All right. In terms of possibilities here, is it possible
that some percentage of what we call Gulf War illness is
contagious?
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Mr. ROSTKER. I'm not a physician, and there’s no way I would
be able to make——

Mr. ‘Eiilgyl??& Would you exclude that, as a statistical expert, as
a possi

. ROSTKER. To the best of my knowledge, there was no biologi-
cal agent that our troops were to. Whether there were
other things in the Gulf, I can’t tell you, but we——

Mr. FILNER. Well, wfxy do family members seem to be able to
come down with this or pets seem to come down with it? How
would K%u explain that?

Mr. ROSTKER. I have no explanation, sir. _

DerI{isz9 . It seems to me that contagion is a possibility there.

. Kizer?

Dr. MURPHY. Yes. We've looked at this issue very carefully. It is
a concern to us, especially since the Gulf War veterans brought the
concern to VA shortly after leaving the Gulf, that they felt that
their family members were suffering from similar symptoms.

We've looked. We've found no current rigorous scientific evidence
that supports a contagious or an infectious illness being transmit-
ted either to family members or to the general population.

Mr. FILNER. Let me a{\::t tell you—Dr. Cooksetﬁ, I'll end with
this—the history of dealing with this issue, as the history with
Agent Orange and some other incidents in this Nation, every time
somebody made a su&lgestion such as I had just done—7 years ago
when someone said there is an illness, someone up there testified
there is no evidence that there is such an illness.

When the evidence built up that there was some possibility of an
illness, somebody like me asked: Is it tl;:ossible they were exposed
to chemical or biological wea&ons in the Gulf? And someone like
you saéiél: There is no possibility. There is no evidence that that
occurred.

Then knowledge that somebody had about Khamisiyah and other
such incidents occurred. I said: Well, how many people were ex-
R%sed? Could it have been thousands? And someone like you said:

ere is no evidence that more than a few hundred people were ex-
posed to this. Now we know 100,000.

At every stage in this thing—this is what gets me most angry.
At every stage 1n our inquiry, the public’s inalmry, people have said
with the credentials that you have, with the positions that you
have, that there is no evidence for what someone who has acquired
that evidence from anecdotal means, from testimony, from con-
versations—you know, Congress people are not dumb.

And just because we’re not scientists, although I happen to have
a degree there, doesn’t mean that what we come up with is not
truth. Our antennae are out there with talking to 3:;0 le, with tes-
timony, with anecdotes, with letters, with calls, wi of this evi-
dence. We were the first ones who said there was an illness when
everybody there said there wasn’t any.

So I just have trouble with your sag'i.ng there is absolutely no evi-
dence and no possibility or nothing of this——

Dr. MurpHY. If I could continue for just a moment? Because I
think it's important that you hear the rest of my statement. In the

ast, Ive been on the front lines taking care of Gulf War veterans.
've seen their pain. I've talked with their family members. And I
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can be as passionate about this as you are. I also have lots of anec-
dotes. But our job now is to look at all Gulf War veterans and how
we can help them.

VA has taken the issue of contagiousness very seriously. DOD
has begun to do the scientific work that will answer the specific

estions that you have asked in a non-anecdotal way. And, in ad-

ition, VA is evaluating carefully the Gulf War veterans’ illnesses
and any potential association association with the illnesses of their
families. We're beginning the physical examination phase of the na-
tional survey, which will allow us to address the scientific ques-
tions that you’re asking.

Mr. . 'm going to tell you now that, again, I have been
in the homes. I have seen the pets. I will tell you that it's a fact.
Three years from now someone there is going to say, “Oh, yeah.
Now we know that it's contagious.”

Given the lack of knowledge that you all seem to have about
this—you know, we'’re inoculating troops teday against anthrax or
something. I don’t know what it is that we’re inoculating troops
against. are we doing something that nobody can tell me what
gl act‘;mlly is, the impact it has, or what effect it's going to have

ere

Mr. ROSTKER. Let me first say that you know that as many as
100,000 troops may have been exposed because the Department of
Defense did the work that developed that——

Mr. FILNER. How many years after they knew it?

Mr. ROSTKER. We did the work to develop that——

Mr. FILNER. Because you couldn’t cover it up, because somebody
leaked it basically.

Mr. ROSTKER. We did the work. We have not been satisfied. We
pushed back the frontiers of knowledge. And as we pushed back
the frontiers of knowledge and we bring that information to you,
we're accused of a coverup or: Why have you changed your mind?

We are not static. We see the same people that you see. We work
in their behalf just as much as members of the Congress. And we
are trying as hard as we can to push back the frontiers of knowl-
edge, whether it be on the medical side or whether it be to uncover
what happened in the Gulf.

And you know this information because they’re contained in this
stack of reports that examine this and are answering the questions
that people are asking.

Mr. CHRISTOPHERSON. Let me also pick up on that because you
opened up a line of avenue I think we need to talk about for a sec-
ond here: the issue of vaccination. And we all have to be very care-
ful. We walk a very fine line here between protecting people from,
in quotes, in terms of “consequences” of something and protecting
them from real threats in real wartime situations here.

When you’re looking, for example—and the issue obviously that’s
in the back of your mind is the issue of anthrax vaccination. Let
me be very clear. On anthrax vaccination, we have a fully licensed
vaccine that's safe and effective against what can be a very real
threat that kills people.

We would be irresponsible were we not to use these things. At
the same time, which is also our responsibility, is the need to track
what happens, to make sure that we understand that there are



38

other consequences there, even though it’s fully licensed, safe, used
for many years, and this kind of thing.

The commitment of the Department of Defense is that for those
kinds of measures, which we do need to use because we have this
Hobson’s choice between, in quotes, “doing or not doing” there, we
have to step forward and provide those things.

At the same time, the lessons learned from the Gulf War, which
are a&;;lied now, is to better understand if somethi.ni comes out of
that that nobody expects. But we would be irresponsible not to pro-
tect our troops in those kinds of situations.

Mr. FILNER. And, finally—and I appreciate your patience, Dr.
Cooksey. this conversation can go on for a long, long time. Several
reports, the Shays Committee re&:t to some degree the PAC re-
port, said: Look, basically all of thi has to be put in the hands of
an indisendent group.

I would go further: not contracted by the VA, not contracted by
the DOD. Someone—I hate to say this use I don’t like the inde-
ggndent counsel legislation—who has the authority to delve into

th bureaucracies and come up with things that bureaucratic iner-
tia or turf battles or cautiousness or whatever you want to call it
is not able to come to grips with. And that’s what I would rec-
ommend to the Congress of the United States.

Mr. ROSTKER. I would just point out that your colleagues in the
Senate have a special investigative committee looking exactly at
that. And we have had the pleasure of jointly going overseas. I had
a number of trips overseas to the countries you were talking about
and many more. And we invited members of congressional commit-
tees’ staffers to join us, and we had members from the Senate in-
zﬁ:tigative committee of the Veterans Committee. So we have done

t.

And I would only add to the extensive GAO reviews that GAO
is living with us. They’re in the process of reviewing all of our work
in vgn-eat detail. And we offer that to anyone who wants to come in.

e believe oversight is an important part of the process. So does
the administration. And that’s why they're standing up a new over-
sight board, which will have full access to everything we're doing.

. FILNER. I don’t want oversight. I want insight.

Mr. CHRISTOPHERSON. Let me go back because I think what '{obg
need to remember, by the way—go back to the previous panel.
Institute of Medicine is not here on their own. They came here be-
cause we contracted with them to tgl;gvide oversight, independent
review, the best science minds in this country here to do exactly
what you're asking to do.

We agree that independent oversight and the outside reviews is
very critical not only in terms of trying to get the right answers
but, going back to the early discussion on, about trust.

And we've tht to try and get the best minds working with us to
understand these things who can step back from where we are
standinﬁaat a given moment in time and tell us what’s best clini-
calhlg-, what's best in terms of research.

. FILNER. Why don’t you give them enough money to do it in
3 months, instead of 5 years, though?

Dr. COOKsEY. I have some questions of my own, but I think it's

interesting to observe that we are all sitting here today because of
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one man, one dem e, one dictator, who is not elected. He got
where he is at the end of a gun barrel. He is a coward. He hid dur-
ing the Gulf War. He hides at night. He kills people with his own
handﬁun but when he’s surrounded by people.

And I understand Mr. Filner's frustration because as congress-
men, we do have people that come to us and say, “I've got symp-
toms.” As a physician, I think I get more of them than the average
congressman. And it is frustrating.

A few questions. Of 700,000 vets that were in the Gulf War, how
many have come forward with symptoms that have been cat-
egorized as Gulf War illness? Dr. Murphy, if I could ask you?

ou’re an internist, Dr. Murphy?

Dr. MURPHY. Pm a neurologist, sir.

Dr. COOKSEY. A neurologist?

. Dr. MURPHY. Yes.

Dr. COOKSEY. Great.

Dr. MURPHY. Approximately 100,000 veterans have come either
to the DOD CCEP program or to the VA Registry E;ogram. We
have approximately 12 to 15 percent over time who have come in
with no symptoms. They’re feeling well. They just want the exam-
ination. And they want to be able to talk to a physician about their
concerns. Of those——

Dr. CooksEY. Can I clarify that? You’re saying about 12 percent
of the 700,000 have no symptoms?

Dr. MURPHY. No. I'm sorry. Of the 66,000 that VA has examined,
about 12 percent have come in with no symptoms.

Dr. CoOKSEY. Okay. That’s a significant number. _

Dr. MURPHY. Yes. And I think 1t speaks to some of the confidence
that the veterans, at least some of them, have in the VA system
to provide answers.

the symptomatic veterans, we have not been able to find a di-
agnosis in anywhere from 10 to 25 percent d ding on how you
determine what an unexplained illness is. And we have used two
different methods depeexfging on whether it was our original reg-

istry %rog;:m or the revised.

DO approximately the same number of individuals who
have a category of conditions which, in the International Classifica-
tion of Diseases, is called: Signs, Symptoms, and Ill-defined Condi-
tions. These are not diagnoses so much as symptoms that have
been described by the veterans.

So that's where we are with unexplained illnesses among the
people that we have examined.

Dr. CoOKsEY. Okay. Mr. Christopherson?

Mr. CHRISTOPHERSON. Yes, Mr. irman?

Dr. CoOKseY. What do you think, and just very briefly, what are
the five lessons that you think we have learned or should have
learned from this experience, the Gulf War illness and the symp-
toms of the war, the symptoms, the complaints?

Mr. CHRISTOPHERSON. t's a good question to be E;ttmg One
is clearly medical records. We've got to do a much better job of

ing track of records of what’s going on health-wise there.

Second is clearﬁ' surveillance, knowing what’s going on in the en--
vironment around the troops as they are deployed out there, and
understanding that part of it as well.
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Third is clearly education, the need to risk communication, other
kinds of education of the troors, 8o they know better what they’re
getting into and are better abler to handle it when the time comes.

Fom'thd is clearly the institution tK:WEWIy omga ghmcal evalua-
tion and treatment p: 80 t if somethi oes ap] in
this thing, we can quimy figure out what it is, especially wﬁen it’s
fresh in le’s minds, they understand what's going on. When
you ask them what may have happened to them in the , there’s
a better chance of getting an accurate answer.

The final thing is the need for some clear research to be done on
things we do not understand as well. Clearly in the area of chemi-
cal and biological, there’s a lot of work that needs to be done there.
There are certain other kinds of environmental hazards. Research
still needs to be done as well.

But on a rough count, I'd say that’s probably the five I would put
forward as lessons learned and lessons being applied.

Dr. COOKSEY. Good. That’s a good brief answer.

You know, one of our warfare installations was in Pine Bluff, Ar-
kansas. Was that chemical or biological? I think it's closed now,
but——

Mr. CHRISTOPHERSON. I'm not sure.

Dr. COOKSEY (continuing). One of them was there because I live
not too far. I'm not an Arkansan. Don’t label me with that. I'm
from Louisiana. But there was one of them that’s in Pine Bluff.

Mr. CHRISTOPHERSON. The consensus, by the way, seems to be
chemical is what we believe.

Dr. CookseY. Chemical? Okay. I know it's been closed.

Let me ask you this: What do you think is the most serious defi-
ciency that still is not addressed?

Mr. CHRISTOPHERSON. Serious deficiency? I probably have a few
candidates, actually, for that, but I think very honestly the one
that we are probably wrestling with the most—and it kind of goes
back to your opening remarks about certain ons in certain
other parts of the world—has to do probably with the chemical and
biological area.

There’s just a number of things we need to understand better,
both in terms of preventive measures, protective measures for the
troops there, better detectors. It sort of all glums around that issue
of trying to do it. It’s the one we spent the least time figuring out,
but there’s a lot of research now committed to trying to figure this
out.

Dr. COOKsEY. Dr. Kizer, do you know: Have we had any ex-
Uchan. gg? of research with some of our former enemies, like the Soviet

nion

Dr. Kizer. If I might just defer that for one second because I'd
like to also respond to your former question if that’s agreeable.

Dr. COOKSEY. Sure, sure.

Dr. KizeR. It occurs to me as one looking at a system that is tak-
ing care of people at the tail end, after all of this has happened,
that one of the ai’ﬁest problems we see in dealing with problems
post-service, is: t was the extent of health or illness pre-serv-
10:::i and we need a more complete assessment of what the individ-
ual status was before?
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And I know that efforts are underway towards this, but I just
want to underscore that it would be critically important in the fu-
ture to better know what people started off with when you end up
trying to figure out what they have at that later time, and espe-
cially with regard to what the conditions may be due to.

Also, I would underscore a point that I have made at quite a
number of other hearings in this regard, and that is the importance
of a very concerted effort to look at the effects of chemical warfare
agents and the fact that those problems are the same issues that
are being wrestled with in other committees—e.g., in individuals
who live near toxic waste dumps or Superfund sites and the ques-
tions of low-level chemical exposure from environmental contami-
nation. The same is true from an occupational safety point of view.
Whether they are farm workers in California or peogie who work
in factories, they are the same generic issue in a number of forums.

And the one, of course, on the horizon is what hap, if there
should be a terrorist incident in this country that affects a small
or number of civilians. Are we gomg to have the information
to address their concerns at that time

I would again underscore the point that I have made on a num-
ber of prior occasions that if we are going to do this, if we are going
to have those answers, it will take a very large and concerted effort
with substantial funding needs.

To try to best respond to your question, I would ask if you would
repeat it.

. COOKSEY. Okay. My question is: Has our government been
able to obtain any information from our former enemies or even al-
lies that have done research on chemical warfare and biological
warfare that maybe we could either have already exchanged infor-
mation that’s been done or could we do it in the future that would
help answer some of these questions?

Dr. KiZER. Let me answer that in three ways or a three-part an-
swer in brief. And others I think will probably also shed some light
on it. One, I don’t know a specific incident of exchange of informa-
tion from former adversaries or at least potential adversaries. That
may well be occurring that I'm unaware of.

Secondly, we are working with some other foreign governments
on incidents and the evaluation of those; for example, a joint re-
search project with the Japanese is looking at the Tokyo subway
incident involving sarin and the effects of that.

And, third, I am aware from my pre-federal government life of
some efforts to work with the former Soviet Union countries on
issues having to do with nuclear materials.

Mr. ROSTKER. The answer is yes in all counts. My team has not
been to Russia, but we have been to Prague, France, England, Ku-
wait, Saudi Arabia, Egypt, and Israel and have compared notes
both on health effects to the indigenous population, on health ef-
fects a:cmﬂong ?ﬂ)ops chho were in the I(;ersian dGulf, gs well as b;sic
rese on chemical agents, pesticides, and pyridostigmine bro-
mide, and a whole range of factors which may impact the central
nervous system in ways that are of interest to this topic.

We have been in joined in that research by members of the
Senate, staff from the Senate investigative committee.
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Mr. FILNER. Can you comment on the French situation that I
asked about earlier?

Mr. ROSTKER. Sure. We know of no protocol that the French
used. I think the best comment was the senior French colonel on
the general’s staff, who said: We are most interested in what you
aro doing because, as far as we're concerned, there but for the
grace of g0 we.

They have no idea and no esis of why their troops have
not made claims except that their whole health bureaucracy and
health insurance system is quite different and their general rela-
tionship of the population to the government and these kinds of
claims are different.

We explored with them the theory that they did not take PB,
which had been presented. It was widely understood. And they dis-
pelled that, that elements of their force did, in fact, take PB. And,
as one French colonel said: PB? I took it every day for a month,
and no problem.

So we have explored with the French all aspects of their pro-
gram, and they have no hypotheses as to why they may not have
reporting veterans.

. FEUSSNER. Dr. Cooksey?

Dr. COOKSEY. Yes, sure.

Mr. FEUSSNER. If I might follow on that, in March of last year,
the VA sponsored in collaboration with the Society of Toxicology an
international symposium in Cincinnati. During that meeting, the
investigators from Japan, the investigators who were involved in
the sarin subway episode, a number of European investigators,
Israeli investigators attended the meeting.

In addition to that, this past summer, we sent the director of our
environmental epidemiology center in Boston to Europe for a 6-
month period of time. We have been collaborating with the British,
the Danish. And on the research working group, there is official
and consistent representation with a British person and a Cana-
dian person.

Dr. COOKSEY. Good. That’s very good. The British do some very
good work. They've come up with some great medications and solu-
tions to problems.

Believe it or not, the great plague of my youth was polio. Dr.
Kizer fortunately, is young enough. He assured me yesterday he
was in high school when I was in medical school. Of course, Dr.
Salk and Dr. Sabin found the solution for that.

And the great plague of this period is AIDS. And the protease
inhibitors are beginning to save lives. I know this comes as a shock
to some of you in this room, but trial lawyers did not find the solu-
tions and politicians did not find the solutions.

Ms. Heivilin, a quick question: Do you know the incidence of Gulf
gllar?illness among the women veterans of the Gulf War/Persian

ar

Ms. HEIVILIN. No, I do not.

Dr. CoOKSEY. I don’t either. Does anybody know? Dr. Murphy?

Dr. MURPHY. We actually looked at that jointly with DOD, and
we have published an article in Military Medicine I'd be happy to
provide you a copy.
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In fact, it looks like the rates of illness are very similar in men
and women. We found very few differences in the types of diseases
that are being rted.

There is a a%ﬂy higher rate of genitourinary problems. That
was reported while women were stationed in the Gulf and also
after they returned. And that isn’t terribly surprising, since GU
problem among women patients.

Dr. COOKSEY. Sure. Dr. Heivilin, I noticed that in some of your
previous work, you had disagreed with some of the rts, some
of the scientists, these Ph.D.’s who had done some work and basi-
cally thrown off their work. And these were some &eople from the
Institute of Medicine and the President’s Adviso: mmittee.

With respect to your comments regarding the risk factors, it
seems that you seemed to throw theirs off, their ideas off, and that
you seemed to know better. Who peer-reviewed your work?

Ms. HEIVILIN. We have a very extensive quality assurance pro-
gram, an internal peor review. We also show our work to outside
experts when were doing that, when we're going through that
process. :

Dr. COOKSEY. Who are your peor reviewers?

Ms. HEIVILIN. Who are our peer reviewers?

Dr. COOKSEY. Yes. What’s their background?

Ms. HEIVILIN. What are their backgrounds? We had professors in
pharmacology, epidemiology, toxicology, and neurology who peer-re-
viewed our work.

Dr. COOKSEY. Okay. That'’s good. Thank you.

I have no further questions of this panel. And so we appreciate
your coming, and we’ll hear the next panel.

Dr. CooKsSEY. We'll now start with Panel 3. Mr. Thompson,
Under Secretary of Benefits, DAV.

Mr. THOMPSON. Thank you, Mr. Chairman.

STATEMENTS OF JOSEPH THOMPSON, UNDER SECRETARY
FOR BENEFITS, DEPARTMENT OF VETERANS AFFAIRS; STE-
PHEN BACKHUS, DIRECTOR, VETERANS’ AFFAIRS AND MILI-
TARY HEALTH CARE ISSUES, HEALTH, EDUCATION, AND
HUMAN SERVICES DIVISION, U.S. GENERAL ACCOUNTING
OFFICE; AND KRISTINE MOFFITT

STATEMENT OF JOSEPH THOMPSON

Mr. THOMPSON. I am pleased to provide a status report on the
adjudication of Gulf War claims. I have submitted our full state-
ment for the record, which I'd like to briefly summarize.

Dr. COOKSEY. Go ahead. Proceed.

Mr. THOMPSON. Regarding the redistribution of claims work from
processing centers to regional offices, we were aware of concerns
that the regional offices lack the expertise to handle these claims
efficiently and accurately. Many members of Congress were anx-
ious that we develoP rocedures to assist regional offices and mon-
itor their progress. I'd like to summarize what we've done.

In May 1997, the Compensation and Pension Service conducted
satellite broadcast training on Gulf War issues for our retﬁional of-
fices. This was followed by training sessions in June at the Cleve-
land Regional Office. Members of the Compensation and Pension



4“

Service also participated in several Gulf War workshops during the
month of June.

The service established a rapid response team consisting of the
most knowledgeable headquarters le to provide immediate as-
sistance to regional offices with Gulf War claims when they had
questions. The service also conducted weekly Gulf War conference
calls—this has been 5011&} on since June of 1997—where guidance
i‘sprovidedtoregion offices who need to make a decision on these

aims.

Every month each regional office is required to review a sample
of Gulf War claims as part of its quality improvement program and
to provide those reports to headquarters. These reviews g;ovide the
regional offices with a snapshot of the accuracy of what they’re
doing and identify areas for improvement.

The service has also conducted, in headquarters, a number of
comprehensive reviews of Gulf War cases and will begin another
one later this month. We use these cases to assess the current sta-
tus of claims processing and give us some idea of what regional of-
fices are doing.

Mr. Chairman, I am deeply committed to improving both the
technical accuracy and the rocessinﬁ1 time for compensation and
pension claims involving Glﬂf War. In pursuing this dfoal, I have
established a special worl;frou to study how we handle the work-
load issues in the regional offices today. I will use these findi
to improve the accuracy of claims processing in general, and
War claims in particular.

A major area of concern in Gulf War claims is the adequacy of
medical exams. We have been working with VHA to produce guide-
lines for conducting the exams involving undiagnosed illnesses.
These guidelines will ensure that all issues are fully addressed dur-
ing the exam process. Implementation is imminent. To supplement
this, a joint VBA-VHA satellite broadcast on Gulf War exams will
take place early next month.

Since the redistribution of Gulf War claims, the regional offices
have submitted weekly status reports on cases that have been ad-
judicated and readjudicated and or cases affected by the extension
of the presumptive period for undiagnosed illnesses.

Last October, the Compensation and Pension Service asked the
regional offices to make every effort to complete them by December
31. We did not do that. There are approximately 600 cases yet to
be finalized. I have asked the service to provide me a monthly sta-
tus report until all the cases are complete.

However, I believe the regional offices have done extremely well
with these cases. They have worked very hard to get this done
under very pressing workload conditions. And I commend them for
their efforts.

An issue of continuing interest, of course, is how many Gulf War
veterans receive compensation. Last summer, we discovered that
some of the statistics we used to report on Gulf War business were
not accurate. In resgonse to these concerns, the Deputy Secretary
asked the Office of Policy and Planning to coordinate all Gulf War
information for the department. We have been working with that
office to identify Gulf War veterans and ensure the information we
provide is accurate. But I'll say at this point in time this is still
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a work in progress and the data still has an awful lot of areas that
are shaky at best.

In my full testimony, I have provided the most recent numbers
available, fully recognizing that the limitations of our information
systems may impact on their accuracy. However, let me assure the
t};)mmittee that we are working constantly to refine and improve

em.

Mr. Chairman, that concludes my statement. I will be happy to
answer any questions.

[Th%%r:pared statement of Mr. Thompson appears on p. 162.]

Dr. KsSEY. Thank you, Mr. Thompson.

Mr. Backhus.

STATEMENT OF STEPHEN BACKHUS

Mr. BackHus. Good afternoon, Mr. Chairman, Mr. Filner. 'm
pleased to be here today.

My statement focuses on two issues: first, VA’s efforts to improve
claims processing for Gulf War undiagnosed illnesses; and, second,
the effect of these efforts on VA’s reexamination of claims that they
previously denied.

As you may know, back in May of 1996, we reported on defi-
ciencies with the claims processing for these undiagnosed illness.
And, as a result, VA is now readjudicating those denied claims.
Our work is based on a statistical sample of the 11,000 denials as
well as discussions with VA and VSO officials.

In summary, our examination indicates that VA has, in fact,
taken a number of efforts to improve the processing of the Gulf
War claims. And its reexamination has, in fact, followed its new
procedures. As a result, more veterans have been granted
compensation.

Specifically, the VA procedures call for the examiners to inform
veterans of the types of evidence they need that can be used in ad-
judicating their claim. They seek out both medical and nonmedical
evidence, and they use all of the evidence obtained, including lay
statements, in their decisions.

You heard Mr. Thompson speak of the decentralization to their
58 regional offices. The purpose of that was to provide better cus-
tomer service and faster processing, to spread the workload from
4 offices to 58.

It’s too early for me to sit here and to tell you how well that’s
worked, but preliminarily based on the folks we've talked to, the
results are mixed. There are more examiners, but there are poten-
tially more inconsistencies as well with the decisions.

Considerable training has taken place, though, in the form of
workshops, conference calls, teams of experts that are available to
help the people adjudicate the claims, et cetera. The adjudicators
we spoke with felt comfortable in when it came time to process
these claims.

Turning to VA’s reexamination of the denied claims, as I men-
tioned, VA followed its procedures and has granted benefits to 8
percent of the veterans who had previously been denied for
undiagnosed illnesses. They’re now receiving compensation and/or
medical care. Another 5 percent, we estimate, are receiving benefits
for diagnosed conditions. These were veterans who had made a
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claim under undiagnosed illness. When the case was reviewed, it
;veas ﬁdiscavered they had a diagnosis and are now receiving
nefits.

VA has provided veterans with information on the evidence they
need to support their claims. A review of the files indicates they
have, in fact, attempted to obtain all of the evidence that was nec-
essary, and have considered all of the evidence in their decisions.

Two factors, though, still account for the majority of claimants
being denied a second time. One-third of the claimants who re-
ported an undiagnosod illness or thought it was undiagnosed
wound up with a diagnosis. However, the diagnosis was either a
noncompensable illness or had exceeded the presumptive period.
Therefore, they were denied. And another I:bu-J just lacked the evi-
dence to sustain a claim.

That concludes my statement, Mr. Chairman. I will be glad to
answer any questions you may have.

[’l‘h%prepared statement of Mr. Backhus appears on p. 172.]

Dr. CooKsEY. Thank you, Mr. Backhus.

Ms. Moffitt?

Ms. MOFFITT. Yes?

Dr. CoOKSEY. Do you have a statement?

M% MOFFITT. No, I don’t. I'll be happy to answer any questions
you have.

Dr. COOKSEY. Okay. Mr. Filner.

Mr. FILNER. Thank you, Mr. Chairman.

Just briefly, you mentioned, Mr. Thompson, data problems that
you are trying to correct now, but I couldn’t tell from either your
written or your oral testimony what kind of problem, what num-
bers were wrong, what kinds of things were we given wrong or you
received wrong information on.

Mr. THOMPSON. Well, it’s inconsistent information. Probably the
best example is the number of undiagnosed illnesses we’re actually
compensating. If you look in our payment system, the benefits de-
livery network, it would show up as around 1,500 or so claims, 15
to 16 hundred claims.

The system is very old. It was designed strictly to %ay claims,
carries very little additional information, and has a number of limi-
tations, which I won’t bore you with, but it doesn’t necessarily cap-
ture all of the information. ,

Another figure, which is from our tracker system, which we
maintain in the local regional offices manually, would show 2,400
claims. There’s roughly an 800-claim difference in the number paid.
That is, again, a manual system handled by scores of people. And
the data also could be in error.

Mr. FILNER. The Chairman had asked in the previous panel some
&:‘estions of statidtics, how many veterans, what percentage for

is or that. And we had very precise answers. Were they subject
to that same data %roblem? I mean, could they be in error?

Mr. THOMPSON. I would say any data that’s extracted from our
current computer systems is subject to misinterpretation.

Mr.an.NER. Why didn’t they say that when they gave us the an-
swers?

Mr. THOMPSON. Well, 'm not sure about the particular informa-
tion they provided, but I'll give you an example. These systems



47
were designed 30 to 40 years ago. And, again, they keep minimum
information.
We limited the number of conditions that it will track to six.

After six conditions, we start ing the diagnostic codes. If the

veteran has a zero t rating undiagnosed illness, that

lq;o;luld.VJ{ellbedruppeg.er{a;-i:mayhavea but we would not
ow it.

These are longstanding problems that are related to our informa-
tion techno infrastructure. And I don't want to make excuses
for them, but I don’t want to misrefreoent the information.

Mr. FILNER. I appreciate that. | wish that when someone said
that 12 percent, that is based on the data we have, in fact, and we
are now in the of checking out the accuracy of that data.
I mean, som could say that.

That’s the kind of thing that leads to the skepticism that I have

been BhUW}..l'lf all here. But I agpreclate your openness about

gat,and rem that when | ask similar questions in the
ture.
Thank you very much.

Dr. COOKSEY. Good news is that we are in the information age.
Bad news is that the health profession, m&eprofession, has not
quite caught up. But there is technology out there.

So in the future when you go in to see your physician, you'll have
a card. And on that card, youll have a chip. And he or she—my
associate is a woman. So I've learned to be politically correct. Any-
way, they will have your full medical MH And you should be
able to network this information. And it should transfer to military
records, too.

A couple of questions. Mr. Thompson, could you give us your lat-
est claims data?

Mr. THOMPSON. Yes, I can.

Dr. COOKSEY. How current is this?

"Mr, THOMPSON. This morning.

Dr. COOKSEY. That's very good. Thank you.

Mr. THOMPSON. It has not been, let’s say, scrubbed. So if I could
put one codicil on that, it's subject to some change, but I think

are fairly accurate numbers.

There are ways of looking at Gulf veterans we have: folks
who are in the conflict, in the Gulf during the conflict; folks who
wereintheGulfaﬂ:erti;eoonﬂict; and then everyone who has been
in the Gulf War era, which is from August 2, 11390 to the present.

Of the total number of veterans who have been in service from
August 2, 1990, until the present, there are 3.3 million veterans.

roximately 10 percent, or 326,000, of those are receiving dis-
ity compensation.

Of the conflict, the folks who were actually in the Gulf during the
war, 670,000 are veterans today. Approximately 77,000 of them are
receiving benefits, so about 11 and a half percent.

Of the ones who were in the theater,—they served after the war
was over—360,000 in number, about 5 percent of them, or 18,000,
are receiving service-connected disability.

And of the era—these are the veterans who were not in the thea-
ter or in the conflict—2.2 million, about 10 percent, or 231,000 of
them received compensation.
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Dr. COOKSEY. I was in the Air Force during the Vietnam period,
1967, 1968, 1969, and a little bit afterwards. How does the inci-
dence of claims for the Gulf War compare with my generation’s war
or the Korean War or World War II? .

Mr. THOMPSON. We're just stn.rtinitl?n compile those statistics,
but I would say that the number of claims being filed by veterans
is on the increase. The number of conditions filed in each claim as
welll is on the increase. data A

saw some very preliminary data yesterday w
that from an original compensation claim, just slightly lem
five conditions are claimed. That is very preliminary information.
We hope within the next month or two to be able to tickle some
more information out of that

But greater numbers file. And when they file, they have more
issues at play.

Dr. COOKSEY. Let me ask you: Of those claims from the Gulf
War, how many of them were claims for, say, combat injury, like
a land mine, a bullet wound, the traditional wounds from weaax}ls.z

Mr. THOMPSON. I don’t know what the number would be.
might have the number. It would be vez low, though.

Ms. MOFFITT. We don’t track what those issues come from. We
don’t track combat claims versus non-combat.

Dr. CoOKsEY. Would DOD have that?

Ms. MOFFITT. I don’t think they'd have a record of the claims
filed with the Department of Veterans Affairs, no. I don’t think so.

Mr. THOMPSON. We may be able to compare our records against
DOD’s. We could at least investigate that and get back to you.

Dr. COOKSEY. You know, in my conﬁ;essio office, we really get
a lot more claims from people that have non-combat-related inju-
ries than we c}g‘feople that had combat injuries.

I have treated patients with land mine injuries. This was after
I was out of the military. It was when I was doing some mission
work in East Africa, in Mozambique, at the end of that civil war.
In the Air Force, we didn’t see those injuries, but I had seen people
who had injuries, eye injuries, from the Vietnam War.

And I feel like pegple who have an actual bullet wound, weapon
type of injury should probably be paid twice or compensated twice
or three times what they’re being compensated. I at times get a lit-
tle bit concerned that that's underdone.

Another quick question: What do you think you can do to im-
prove your information technology, your information systems to
avoid some of the problems we've gotten right now as to a person’s
previous medical history and wartime history and so forth and fu-
ture history?

Mr. THOMPSON. Old Betsy has about seen the end of her service.
It was initially built in the late 19508 and through much of the
Vietnam era. It really can’t be improved much beyond what it is
doing today. It really needs to be replaced. We're in the process of
attempting to do that.

Of course, as you well know, that’s an extraordinary commitment
foxl-]1 tclll%e agency. And, frankly, we have not been as successful as we
co

Dr. COOKSEY. So these are trade computers or IBMs? They're
surely not PCs?
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Mr. THOMPSON. No. These a.re mainframe batch systems.

They’re ru;‘{mmmﬂ Austin. They have millions
of lines of them,allCOBOL programs. Weneedtogotthem
mamoderndatabaseenvnronment That’spartoftheeﬂ'ortsthat

we're und now, but that will not come qui a]{

Dr. CoOKsEY. Well, in closing, I feel that we are all very commit-
ted to the veterans. And I have just been in Congress a year now,
a year and two or three weeks. Ifeelgoodaboutthethmgs
weredonemthlstlme period for the veterans. As a veteran, I am

ery heavily eommttedtoveterans And, yet, if there’s more that
needatobedone,lwanttheveberanstoknowthattthommuee
is committed to them, as obvious by Mr. Filner’s comments.

AndIthmkthatthewholeCongreesxscommltbedtoveterans
But we've got to base all of our decisions on facts as we find them
from research data and find solutions that will be real solutions
once we find the etiology of the illness.

I appreciate all of you commgtoda'Fhmkbeenalongmeehngbut
we're always glad to hear

pon, at 4:13 p.m., thecommxtteewasad;ourned]






APPENDIX

Statement
Chairman Bob Stump

Today is the Veterans® Affairs Committee’s 15™ hearing regarding Persian Gulf War
veterans’ illnesses.

Members should take pride in the words of American Legion National Commander
Anthony Jordan last September, when he commended this Committee for convening “the
most comprehensive and important hearings on Gulf War veterans since the end of the
Gulf War.”

Indeed, both our oversight and legislative record amply demonstrate this Committee’s
unwavering determination to help these veterans and resolve their questions.

Many Persian Gulf veterans, including some who are healthy, have had profound
concerns over their well-being. Many have been understandably alarmed by the endless
speculation about potential causes of a so-called mystery illness. Importantly, however,
we have broad scientific consensus that there does not appear to be a single Guif Wac
illness, but many ilinesses within this large population with no single cause. Some of
these illnesses cannot be diagnosed; but their symptoms can usually be treated.

Over the years, Congress has generously supported scientific research and inquiry on
these illnesses. Yet the findings and insights that have emerged have often been ignored

when they don’t fit preconcept:ons Mwmmwmm

must also apprecnate science’s lumtatlons

A great deal of research involving Persian Gulf veterans has been done, and more is
underway. This Committee helped craft a law passed in 1992 to have the National
Academy of Sciences (NAS) provide VA and DoD with recommendations on research
into Persian Guif veterans illnesses. NAS’s recommendations and those of the
Presidential Advisory Committee on Gulf War Veterans Ilinesses have helped shape what
is now an extensive research effort.

With hindsight, one can debate the merits of certain research initiatives or the delay in
pursuing others. One can fault the missteps along the way.

We would do well, however, to remember the important message of The American
Legion’s national commander who stressed what is most important to our veterans —
insuring that they are provided effective health care and timely adjudication of their
compensation claims.

(61)



Thank you, Mr. Chairman. | commend you for scheduling this
hearing and | fook forward to the testimony. As a result of this proceeding,
our Committee should have a better understanding of the current health
status of Persian Gulf veterans - the care they are now receiving and the
care they still need to receive. We shoulid also better understand the
research being conducted to help answer vexing questions about the
cause and treatment of persistent Gulf War veteran illnesses and VA's
response to the claims for compensation filed by Persian Gulf War
veterans.

When our Committee first examined the health care problems and
concerns of Gulf War veterans, VA was literally denying care to Persian
Gulf veterans. VA's response to claims for service-connected disability
compensation, if possible, was worse.

While our Committee has not sought the spotlight, it has responded
to legitimate concerns and problems of Persian Gulf veterans. We have
enacted legislation and authorized VA health care for Persian Gulf
veterans. Research is being conducted to seek answers to the many
questions which remain concerning Persian Gulf War veterans’ illnesses
and effective treatment. A presumptive period was established for service-
connected disability compensation claims for Persian Gulf War veterans
with undiagnosed ilinesses. This progress is important, but more - much
more - needs to be done. | trust this Committee will stay the course and
continue to enact needed legislation.

Undiagnosed illnesses, lack of effective treatment and compensation
for service-connected disabilities are clearly among the most disturbing
problems related to Gulf War service.



Why are these problems so difficult and frustrating? To begin with,
there is a potentially bewildering array of exposures and manifestations of
disease and disabilities which could be linked to establish service-
connection. Specifically, VA references about 80 different hazards and
270 various disabilities, it presently deems “acceptable” as a basis for
adjudicating service-connected disability compensation claims made by
veterans who served in the Persian Gulf theater. Given the currently
identified number of hazards and disabilities, without considering possible
synergistic effects, it could well be years, and more likely decades if then,
before science can provide definitive, indisputable explanations.

Former Secretary Jesse Brown recommended that the presumptive
period for compensation for Gulf War veterans with undiagnosed ilinesses
be extended on March 7, 1997, President Clinton approved the
recommendation and extended the presumptive period through December
31, 20001. In doing so, the President stated, “Gulf War veterans who fell ill
as a result of service to their country should receive the compensation they
eamed, even if science cannot yet pinpoint the cause of their ilinesses.”
Similarly, then Secretary Brown stated, “Gulf War veterans served
honorably, and some are now suffering. It will take time for us to find all
the answers, but until we do, we must provide them with the disability
compensation they deserve.” | cannot agree more strongly.

Recognizing that the termination date of the current presumptive
period is approaching, | am now preparing legislation to provide a basis for
granting claims for sefvice-connected disability to those who served in the
Persian Gulf theatre as well as those who were prepared to be deployed.
While a number of details are now being finalized, | expect to introduce this
measure in the very near future. Prior to introduction, 1 will invite all
members of our Committee to become original cosponsors of this
measure.

In general, this legislation will provide a scientific basis for Persian
Gulf compensation, but it does not presume that answers exist today to all
the questions veterans still have about why they are sick. We cannot
demand or mandate that science provide definitive, unequivocal answers
to cause and effect questions within six, eight, ten or twenty years. How



long has it taken to learn about the consequences of human exposure to
ionizing radiation? It has taken decades and there are still important
questions to be answered. In some cases, available science can make
clear links to exposures. In other cases the evidence linking specific
causes to specific conditions is more controversial and in still other cases
there is little or no available science. In addition, some scientists have
indicated that some agents may combine to create synergies that produce
adverse health effects. To further complicate matters, existing data may
not allow inferences about causality to be made.

As time passes, additional information may become available. For
example, in 1997, six years after the war, the government publicly
acknowledged nearly 100,000 U.S. ground troops may have been exposed
to low level chemical warfare agents when.an Iragi munitions bunker was
destroyed after the ground war had ended. What does this exposure
mean? How long will it take to learn what it means?

Whereas, the science does not always exist to link specific
exposures to specific symptoms or medical conditions, an independent
scientific entity should identify those symptoms or conditions that are more
prevalent in the population of veterans who served in or prepared to be
deployed to the Persian Gulf theatre than in a matched group of their
veteran peers who were neither deployed or prepared to be deployed.
Those symptoms or medical conditions, found to be more prevalent in the
Persian Gulf veteran population should be presumed “service-connected”
This does not necessitate a definitive link between a specific agent and the
symptoms or diagnosis, but does provide a firm grounding in science. No
less important, it also will provide Gulf War veterans who are suffering
today - years after their service, the benefit of the doubt - a benefit which
they have earned.

Thark you, Mr. Chairman. | look forward to hearing from the
witnesses before us today.
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1. . I and members of the Persian Gulf War Exa Veterans appreciated
I.upreunnr.ivc Tierney hard work and support of issues that effects us.
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2. We ask that you add my attached remarks as testimony at the House
Committee on Veterans Affairs Meeting on Qulf War Illness scheduled
currently for Pehf58. 10 AM, 334 Cannon Bl14g.
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MOVE GULTF NLINESS STUDIES OUTSIDE OF DENTAGON

105¢h Congress, lst Session House Report 105-388
GULF WAR VETERANS' ILLNESSES: VA, DOD CONTINUE TO RESIST STRONG
BUVIDEMCRE LINKING TOXIC CAUSES TO CHMRONIC HEALTH EFFECTS

SECOND REPORT November 7, 1997

'‘We find those efforts hobbled by institutional inertia chat
mistakes motion for progress. Wa f£ind chose efforts plagued by
srrogant incuriocsity and a pervasive myopia that sees a lack of
evidpnce a8 proof. As a resule, we find current approaches to
reseaxch, diagnosis and treatment unlikely to yield answers

to veterans' life-or-death questions in the foreseeable. or even
far distant, future."

1. Congress should enact & Gulf War Toxic Exposure Act.

2. The VA should contract with an independent scientific body

4 of nor scientific experts like MNational
Environmental )ud:.cino Center, Maryland and the center for Disease
Conrol and Pravention, Gaerogia

3. The VA Gulf war Ragistry and the DOD Comprehensive Clinical
Bvaluation Program should be re-avaluated by an independent
scientific body.

. 4. Tha VA should refer all rPhase II Registry examinations to Gulf
wWar Referzal Cencers.

S. Tha VA should add toxicological and environmental medicine
expartise to the staff resources dedicated to Gulf War illnesses.

€. VA and DOD cliniclans should be encouraged to pursus. and be
trxained in. new treatment approsches to suspacted neurotoxic
axposure effects.

7. The diagnoses fox somatoform disorders and Post Traumatic Stress
Disorder ([PTSD]) should berefined to insure that phyuologxeal
causes are not overlooked.

Compensation

8. Denials of Gulf wWer veterans' compensation claims attributable
in any way to missing medical records should be raviewed end
veterans given the benefit of any doubt regarding the presumptive
role of toxic aexposures in causing post-wvar illneasses and

disability.
9. Por purposes of tion 4 inations, disabllities
associated with 4a as should daemed

servica-connected vxthout any limitation as to timae.

10. We GULF WAR VETERANS support all of oth dation made in
this COMMITTE session.

$5:\latters\gwi2l.wp
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OPENING STATEMENT OF
REP. CHRIS SMITH (R-NJ)

HOUSE COMMITTEE ON VETERANS' AFFAIRS

FULL COMMITTEE HEARING ON RESEARCH RELATING TO
PERSIAN GULF WAR VETERANS' ILLNESSES

February 35, 1998

For more than six years, there have been questions about the health conditions of
Persian Guif War veterans. The Committee on Veterans' Affairs has been diligent in
investigating these concerns. In fact, today marks the 15* time this Committee has heard
testimony on this matter, and I expect that with the vigorous leadership of our Chairman,

Bob Stump, it will not be the last.

This Committee has also been at the forefront in formulating legislation designed
to assist Persian Gulf veterans. For example, through the work of this Committee, any
Persian Guif veteran — whether sick or not — can now go to a VA facility for an
examination and counseling. Also, a veteran who exhibits any condition which may be
associated with the veteran's service in the Gulf is now eligible for priority care through
the VA. Last year, Veterans Benefits Act of 1997 ~ signed into law in November -
created a $5 million competitive grant program under which up to ten VA facilities would
establish demonstration projects to test ncw approaches to treating, and improving the

satisfaction of Persian Gulf veterans suffering from undiagnosed illnesses.

As Vice Chairman of the National Security Committee, Chairman Stump felt an
obligation to attend the DoD budget hearing at which Secretary Cohen is testifying.
Chairman Stump wanted this important hearing to go forward, however, and has asked
that I open the proceedings.
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About this time last year, the Committee held a hearing to examine the progress of
Persian Guif illness-related rescarch. Today, we follow up on that issue by bringing in
goverament officials, academicians, and scientists to provide us an update on what we
hope is significant progress over the past year.

Persian Gulf vetcrans' ilinesses have raised difficult scientific questions. It is vital,
accordingly, that we gain the benefit of the insight of scientific and other experts who
have studied these questions.

‘We realize that many important rescarch studies are still underway and that our
state of knowledge remains incomplete; however, real and accurate answers do not come

ovemight.

Residents from across my district answered the call and served in the Persian Guif.
Through my continued contacts with them, I know first hand that many still suffer from
undiagnosed, service-connected illnesses. For instance, Mark Panzara, who my office has
worked with closely, still has undefined, non-compensated medical problems with his
kidneys, lungs, and liver. He still awaits answers to his grave concems over depleted
uranium exposure. I ask the witnesses on the pancls here today to address for my
constituent, and the many others like him, what the government has learned in the past six

years — and especially the past year — with respect to exposure to uranium.

Along with Mark Panzara, thousands of veterans are still suffering from illnesses
that in many cases have no name or diagnosis. These veterans deserve to know that their
govemment is doing its best to help them, and I hope that this hearing serve} to
underscore that this Committee will continue to provide aggressive oversight - and

initiate appropriate legislation — relating to this serious matter.
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1 thank our witnesses for their testimony, and particularly want to thank those of
you from the academic community, who have given generously of your time as members

of expert panels to help answer the pressing questions that have brought us here today.

In deference to our witnesses, some of whom have tight travel schedules, I would
like to avoid interrupting this hearing to the extent possible, and would ask members’
indulgence in the event there are votes this For the same reason, I ask that
members refrain from making opening statements. | Without objection, any opening
statements will be made a part of the record. Before calling our first panel, however, I do

warit to call on our ranking member for any opening remarks he may wish to make.
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Statement by Rep. Luis V. Gutierrez
Committee on Veterans’ Affairs
U.S. House Of Representatives

February 5, 1998

Thank you Mr. Chairman.

Your commitment to ensuring that this committee
continues to honor its responsibilities to Gulf War veterans is
commendable.

| entered Congress in 1993. Since my tenure began on this
committee that year, we have been listening to and addressing
the concerns of Guif War veterans.

It has been five years.

In this time, we have conducted an average of two hearings on
this issue per year. We have heard from the Defense
Department, the VA, even the CIA, and of course the President’s
Advisory Committee.

Nor are we alone in this institution in pursuing a resolution to
what can only be called a crisis of governmental inertia.

Five years. Lots of studies, lots of paper, lots of questions.

We have passed legislation to authorize the VA to provide
compensation and priority medical care to the men and women
who served in Desert Storm.

We have expanded the qualification period for these benefits
from two to ten years.

These are very positive steps. These are signs of progress.

But is has been five years and we are still left without an
adequate ability and procedure to research these illnesses and
provide presumptive compensation and quality care to all the
veterans who came back from the Guif sicker then when they
left to defend our nation.

For too many'veterans the Gulf War still has not ended.

We must respond now.
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A little more than a year ago | challenged the members of this
committee to seek a comprehensive approach to the treatment
and compensation of the victims of Persian Gulf War Syndrome.

| asked my colleagues to pass legislation that would give the
benefit of doubt to our veterans based on statistical evidence
suggesting a link between environmental risk factors and the
illnesses suffered by these brave men and women.

The statistical evidence is mounting, the clock is ticking and our
veterans remain in need.

| challenge this committee again to achieve this goal.

We should authorize and fund a program that will guarantee the
presumption of service connection for all Gulf War veterans for
injuries and ailments related to chronic neurolgical and
immunological diseases.

We should fund an independent study into the causes and
consequences of the multiple possible causes of these illnesses.

We should ensure that epidemiological studies that fully consider
the statistical connections between service in the Guif and these
ilinesses are used to guide our policy.

The VA has contracted with the institute of Medicine to conduct
epidemiological research. But this research must be used to
expand our care and compensation for veterans and not solely
the knowledge of their suffering.

These are the next steps we shouid take.

We must end the waiting and rebuild trust.

| believe one of the most important recommemendations issued
by the Presidential Advisory Cornmittee in their supplemental
report regarded trust.

Trust.

The people of this nation simply do not trust that our

government is doing all we can to inform and assist the veterans
of Desert Shield and Desert Storm.
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Without the trust of the American people we cannot resolve this
crisis.

We must regain the confidence of our veterans and all
Americans. Only dramatic wholesale change of our response to
Gulf War syndrome will achieve this goal.

The Presidential Advisory Committee finds fault with the manner

in which the Pentagon conducted their investigations of the Gulf
War.

They have joined others in calling for these investigations to be
taken out of the Pentagon’s hands.

If this is what is required to move this issue forward and regain
the trust of the veterans of America than let us not hesitate to
move in this direction and do so quickly.

| am hopeful that this will finally be a year of action.

Thank you Mr. Chairman.



Statement of Rep. Corrine Brown
P\;l} Committee Hearing/Persian Gulf Veterans Illnesses
2/5/98

Mr. Chairman | wish we could say that
we have made some progress in treating
the illnesses affecting many Gulf War
Veterans, but | cannot. Just a few
evenings ago, | heard yet another story
of a Veteran, who just a few years ago,
was in marathon shape, and who now
has a body that’s failing him in virtually

all functions.

| am glad that last year we were able to
increase funding for research into Gulf
War Veterans ilinesses, but | also want to

hear about the treatment. | am anxious



67

to hear from our invited guests, how the
research will help the veterans, especially
with becoming healthy enough to

conduct normal every day lives.

| also would like to find out about how
coordinated our Federal efforts are in the
research. | know that VA and DOD have
several research initiatives, and | would
like to get a sense that this is a

coordinated research approach.

One very important issue also of concern
is how the VA is doing in processing and
granting claims for Gulf War illness. |

know that this was a very important



priority of former Secretary Jesse Brown,
and | would look forward to GAO'’s data

about how these claims are coming along.

| know that this is a complex issue, and
| know that the this Congress and this
Administration have listened to the
veterans when they say that they are
really sick. | believe they are really sick,
and | will continue to charge VA and

DOD with caring for them adequately.



REMARKS BY CONGRESSMAN FRANK MASCARA
HEARING ON PERSIAN GULF VETERANS’ ILLNESSES

FEBRUARY 5, 1998

MR. CHAIRMAN, THANK YOU FOR GRANTING ME
PERMISSION TO INSERT MY REMARKS IN THE

RECORD.

I REGRET I AM UNABLE TO ATTEND THIS
IMPORTANT HEARING IN PERSON. SADLY, MY
BROTHER AUGUST DIED YESTERDAY MORNING AND I

MUST TEND TO FAMILY MATTERS.

AS MANY OF YOU KNOW, A NUMBER OF MY
CONSTITUENTS SERVED IN THE PERSIAN GULF

CONFLICT AND SUFFER FROM GULF WAR ILLNESSES.

ON SEVERAL OCCASIONS, | HAVE PERSONALLY
GONE TO BAT FOR THEM, WINNING TWO WOMEN
SOLDIERS SOME OF THE FIRST GULF WAR BENEFITS

AWARDED BY THE VA.
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LIKE MY COLLEAGUES, I HAVE BEEN TERRIBLY
DISTURBED BY THE LACK OF DOD CANDOR ABOUT
THIS MATTER. WHILE SOME PROGRESS HAS BEEN
MADE, I THINK BOTH VA AND DOD OFFICIALS STILL
MUST DO A GREAT DEAL MORE TO ENSURE
ADEQUATE, COMPETENT RESEARCH IS BEING

CONDUCTED.

OUR GOAL MUST BE TO GET TO THE BOTTOM OF
THESE ILLNESSES AND START OFFERING OUR
VETERANS SOME SOUND TREATMENT AND HOPE FOR

A HEALTHIER TOMORROW.

I HAD AN OPPORTUNITY TO LOOK OVER SOME OF
THE TESTIMONY AND I THINK DOCTOR CAPLAN’S
RECOMMENDATION THAT AN INDEPENDENT AGENCY
BE CHARGED WITH COORDINATING AND
OVERSEEING RESEARCH INTO GULF WAR ILLNESSES

IS A SOUND ONE THAT SHOULD BE ADOPTED.
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HE IS A WELL RESPECTED AND RENOWNED
MEDICAL ETHICIST CURRENTLY WORKING AT THE
UNIVERSITY OF PENNSYLVANIA AND FOR THE SAKE
OF OUR VETERANS I THINK WE OUGHT TO HEED HIS

CONCERNS ABOUT LAPSES IN DOD’S INVESTIGATION.

IMUST SAY 1 AM PLEASED WE ARE APPARENTLY
GOING TO BE CONDUCTING A SERIES OF FOLLOW-UP
HEARINGS THIS YEAR. IT IS OUR JOB TO KEEP ON TOP
OF THIS MATTER AND TO MAKE SURE OUR VETERANS
WHO SERVED SO ABLY IN THE GULF CONFLICT
RECEIVE THE HEALTH CARE BENEFITS AND

COMPENSATION THEY CERTAINLY HAVE EARNED.

FOR THE SAKE OF ALL THOSE YOUNG PEOPLE
FROM MY DISTRICT WHO SO WILLING HELPED OUR
COUNTRY IN ITS TIME OF NEED, LEAVING BEHIND

SMALL CHILDREN AND SPOUSES, WE MUST NOT
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BACK DOWN FROM OUR DEMAND THAT BOTH DOD
AND VA OFFICIALS TRULY PUT THEIR INTERESTS
AND NEEDS FIRST. I, FOR ONE, INTEND TO KEEP

FIGHTING TO SEE THAT IS THE CASE!

AGAIN, THANK YOU MR. CHAIRMAN FOR

LETTING ME SUBMIT MY REMARKS.

--THE END--
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Statement of Representative Helen Chenoweth
Commiittee on Veterans Affairs
334 Cannon House Office Building
February 5, 1998

Thank you Mr. Chairman. I would like to commend the
committee for holding this hearing on this important topic.

I would like to thank the various members of the panels for
their participation in this hearing and for their insight into this
issue which is so important to our Persian Gulf veterans.

In light of the current situation in the Middle East and the
continued involvement of American soldiers in Bosnia, it is
more important than ever that our nation firm up its commitment
to our men and women in uniform who make the sacrifices that
guarantee freedom and democracy in places where it is
threatened.

It is important that we continue to investigate the possible
and resulting symptoms of the conditions that our soldiers were
subject to in the Middle East. The issue of Gulf War Illness
should not be swept aside or forgotten, especially when we
consider that American troops could again be subjected to
unfamiliar conditions in the future.

It is my hope that the VA, led by Dr. Kizer and Dr.
Rostker, will continue to lead the way in determining the fairest
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and most efficient ways for the VA health system to diagnose
and treat veterans of the Persian Gulf. This includes the public
availability of facts and a continual process of comment and
input by the veterans themselves. I am disturbed by reports
from my constituents that active duty personnel are not given the
same opportunities as others to participate in the various Town
Hall Meetings being held in various parts of the country.

I would like to commend Dr. Caplan and the Presidential
Advisory Committee, Under Secretary Kizer and Dr. Rostker,
for their efforts to ensure that our veterans receive proper
treatment and are rewarded for the sacrifices that they have
made. I hope, Mr. Chairman, that the Advisory Committee, the
Department of Defense, and the VA will continue to work
together to come up with fair and just solutions for the health
care of our veterans. Additionally, I am confident that research
and investigation will continue so that we will learn more about
Gulf War Ilinesses and other disorders which affect veterans.

Thank you Mr. Chairman, and thank you to the panelists,
for your efforts on behalf of our Persian Guif veterans. Please
keep this committee informed as to how we can continue to

provide quality care for our veterans.
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Testimony of Arthur L. Caplan
Trustee Professor and Director, Center for Bioethics
University of Pennsylvania

Philadelphia, PA

It is an honor to have the opportunity to offer testimony to this committee.
My name is Arthur Caplan and I am a professor at the University of
Pennsylvania in Philadelphia. My field is ethics, specifically ethical issues
in medicine and the life sciences. But, more importantly for this
committee, I was a member of the Presidential Advisory Committee on
Gulf War Veterans’ Illnesses which completed its work last October 31st.

I want to be clear that the testimony I am presenting, while based on my
service on the Presidential Advisory Committee only represents my own
views and opinions. I would not presume to speak for my fellow

committee members.

I am very, very proud of the work that this committee did and of the
devotion those who served with me on the committee showed in their
efforts to examine why some veterans returned from their service in the
Persian Gulf conflict with health problems, what might have caused those
problems, whiat could be done to help these veterans, whether it was
possible to determine a cause or causes for their illnesses and, what lessons

the health and medical problems those who served in the Gulf can teach
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about future conflicts and deployments in an age of technological warfare
fought in distant battlefields.

I would like to offer my opinions to you about a number of issues your
committee must address. What needs to be done to find answers to
questions about Gulf War Illness, what needs to be done to attend to the
health problems of veterans from the Gulf War and what lessons must be
learned and zealously applied to future possible deployments in the Gulf
or other areas of the world where American military personnel and support

personnel might go.

Mr. Chairman I feel obligated to begin my testimony to you by reaffirming
something that our committee noted in its interim report, final report, and
when our tenure was extended in January of 1997 for another nine months,
a special report. There should be no doubt that some veterans returned
home from the Persian Gulf War ill. Some of these illnesses are clearly

service-connected.

The questions of what exactly Gulf War Illness is has proven to be a most

vexing one. No single set of symptoms, no classic presentation of

complaints has emerged which encompasses all of the health problems that
veterans told us about in an extensive period of public hearings and that
have been amply documented in numerous scientific studies and
assessments. This has led to repeated pronouncements over the years, to
our comumittee and in the media that there is no such entity or disease as

Gulf War Illness. But, the lack of a clearcut set of criteria that permits easy
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diagnosis or a single clearcut disease shared by all with complaints and
ailments should not obscure or detract from the fact that some veterans
became sick and some remain sick as a consequence of service in the
deployment and conflict that constituted the Persian Gulf War. Gulf War
illness is a very real phenomena. No one on this committee should doubt

that for a moment.

The obvious question which follows is why did some veterans become
sick. Mr. Chairman I spent many long hours reviewing scientific studies
and overviews provided to us by a most competent staff. I listened to hours
and hours of testimony from dozens of experts. I have had the opportunity
to question many of those who served in the war and who came home with
various medical problems about what they thought had made them sick.
And I have heard testimony from representatives of scientific and medical
professional societies, veterans organizations, scholars, researchers and
experts in our armed forces and department of veterans affairs. While
many have advanced hypothesis about this or that agent as being the factor
responsible for Persian Gulf veterans’ illnesses including, pesticides,
chemical warfare agents, biological warfare agents, vaccines and pills that
some troops received to protect them against biological and chemical
weapons, depleted uranium, oil fires, silica dust, fleas, cleaning agents, bad
water, microbial infections and stress, my own view is that none of these
factors individually was or could have been responsible for the scope or
variety of illness complaints that veterans have reported.
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The range of complaints and ailments, differences in the degree to which
military personnel exposed to the same agents were effected by them, an
absence of obvious patterns in the overall distribution of illness complaints
makes it most unlikely that any single agent or cause was responsible. My
own opinion is that Gulf War Illness may actually constitute more then
one illness which may have more then one cause and may also include
illnesses brought on by exposure to multiple factors in the Gulf War

environment.

One factor on my list is worthy of special note—stress. Our cormittee
called special attention to the role of stress as an important contributing
factor to the problems that beset those who were in the Gulf. The
identification of stress has led some to conclude that our committee felt that
Gulf War Ilness is all in the minds of veterans, that some veterans must be
making up their symptoms or that only those too weak, or frail or unfit for
service would succumb to the psychological impact of deployment in an
alien environment and exposure to combat fought with terrible
technological weapons. I want to state to this committee that I find these
reactions to the citing of stress as a contributing factor to Gulf War Illness

absurd and at times offensive.

Stress can effect health. This is a well documented fact from both studies
of animals and studies of human beings who work or live in stressful
environments. To pretend that stress is something that influences our

health in peacetime but not in war is patently silly.
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That said it is my opinion that stress is one of a number of factors that
probably contributed to the illness symptoms and disabilities that affected
and still afflict many veterans. It is not the sole cause of Gulf War Iliness.

Nor is it even the primary contributing cause. It is simply one of a number
of factors that probably was at work in bringing about ill health in some of
those who served in the Persian Gulf War.

The obvious question that arises is what can be done then to determine
answers to the questions of causation. Many of my colleagues on the
Presidential Advisory Committee were and remain optimistic that focused,
carefully conducted, peer reviewed research will lead us to answers. The
Department of Veterans Affairs, the Department of Defense, the
Department of Health and Human Services, the President and this
Congress have all been urged to review all available data and literature on
the health status of veterans and to pursue clinical and basic science
investigations into the causes of Gulf War Illnesses. These are noble

efforts. I am not sure they will give the answers that are sought.

The Gulf War was fought under unusual circumstances. Large numbers of
reservists were called into action at a rapid pace. For the first time many
women served at or near the front lines. The war itself was prosecuted with
lightning speed. Technology was deployed during this war that thankfully
kept American casualties to an absolute minimum while causing great
devastation to our enemy. Environmental hazards were omnipresent on
the battlefield--some endemic to the desert environment, some brought



there as a necessary component of modem technological warfare, some
deliberately released into the environment in acts of ecological terrorism
by our enemy and some through accident or the nature of warfare when
chemical weapons were put into the environment through their inadvertent
destruction and release both in combat and in the effort to disarm the
enemy after the most active part of the conflict had ended.

American military personnel entered into this new form of warfare with
relatively little information having been obtained about their health prior to
deployment. Moreover, specific information on which individuals were
exposed to particular hazards is almost impossible to obtain.

To think that it is possible to pinpoint the causes of illnesses, note the
‘plurals in both cause and illness, is in my view optimistic. To believe that
simple answers will be obtained whatever the effort given the passage or

time is in my view exceedingly optimistic.

The definitive answer to the question of why did some veterans become
sick may never be forthcoming. What should be forthcoming however is a
an unwavering commitment from this Congress and this administration to
provide the health and disability benefits to all those who became sick
when they came back from the Gulf. In the face of uncertainly doubt must

be resolved in favor of the veteran.
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Should the hunt for causes then be abandoned? Is the mystery of Gulf
War Illness a harsh reality to which this Congress and the American
people must simply resign themselves? No.

The Gulf War has a lesson to teach us. As the Presidential Advisory
Committee noted in its final and special reports and as I will say to you
evenmoreﬁrmlytoday,ﬂlesinglemostimponantlassonoftheGulfWar
is that the only way to prevent another tragedy is to redouble our efforts
into research to establish the health effects of the ageats and factors that
were in play in the Persian Gulf Theater. We must study the long-term
health effects of exposurctop&sﬁcic.bs and chemical warfare agents and oil
fires. It is essential to understand more about the effect of stress and
depleted uranium and pyridostigmine bromide pills on the human body.

Just as important it is vital that Congress insist that the armed services and
the Department of Defense make a concerted effort to establish uniform
standardized policies for predeployment in depth health assessments as
well as demobilization policies. These did not exist at all in Desert Storm
and Desert Shield. Despite the injunction that health monitoring and
assessment receive a top priority from the military in an era of
technological wars fought rapidly in alien environments in all of the reports
issues by the Presidential Advisory Committee this has not happened.
There still is insufficient attention to issues of adequate physicals, in depth
health assessments for a sample of active and reserve troops,
comprehensive and usable records, standardization of medical information,
storage of tissue samples for assessment pre and post a conflict, adequate

monitoring of vaccine use and other preventive measures for deployed



troops, environmental monitoring and sampling of the battlefield and
deployment areas, or standardized follow up assessment for demobilized
forces and personnel. The experience in Bosnia should alert anyone who
cares that the steps needed to avoid the need to create another commission
and to convene another set of hearings about yet another spate of
mysterious illnesses post a conflict in the Persian Gulf or other combat

theater have not been taken.

It is also the case that chemical warfare detection equipment deployed in
the Gulf War did not work as expected. An thorough investigation of why
this was so and what is being done to improve monitoring and surveillance
in this crucial area is a crucial responsibility for this committee and

Congress.

There is little glamour or glory in epidemiology. No one has ever been
awarded a medal for coming up with a useful system for recording that
health status of soldiers pre and post a conflict. But that is partly because
no nation has faced the prospect of war using the kinds of weapons at our
disposal deployed at a pace and with a fury unrivaled in human history.
Modern warfare requires that every effort be made to assess the cost of
conflict after the actual battle is fought. Until that lesson is learned, until
Congress insists that the lesson be applied, the danger continues to exist
the questions why some who serve in contemporary conflicts return sick,
ill or disabled and what might be done to prevent their illnesses will remain

unanswerable.
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Statement of Donald Mattisen, MLD.
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February 5, 1998

Mr. Chairman, members of the committee, my name is Donald Mattison. I am
Dean of the Graduate School of Public Health of the University of Pittsburgh and Chair
of the Institute of Medicine’s Board on Health Promotion and Disease Prevention. I am
accompanied today by Dr. Dan Blazer who is Dean of Medical Education at Duke
University Medical Center and Chair of the IOM Committee on the Evaluation of the
Comprehensive Clinical Evaluation Program for Persian Gulf veterans. We appreciate
the opportunity to provide testimony to you regarding a new 10M study. This study will
evaluate the available scientific and medical literature regarding an association between
exposures during the Gulf War and potential health effects as experienced by Persian
Gulf veterans. As requested, I will also briefly review the findings of the recent IOM
report which examined the adequacy of the Department of Defense’s (DoD)
Comprehensive Clinical Evaluation Program (CCEP),-and how those findings relate to
similar programs administered by the Depertment of Veterans’ Affairs (DVA). Dr.
Kenneth Shine, President of the IOM, regrets that he is unable to attend this hearing,
however, he will make himself, members of the Institute, and staff available to provide

information and testimony to the committee as necessary.



84

The DVA has requested that IOM conduct a comprehensive review of the
available scientific and medieal literature regarding the association between exposures
during the Persian Gulf War and adverse health effects experienced by Persian Gulf War
Veterans. This study will be conducted by a committee of experts drawn from a broad
range of public health, scientific, and medical fields. Based on its review and findings, the
committee will-udso make recommendativms-furwhlitionut scientifiv-studies to resolve

arcas of continued scientific uncertainty related to health consequences.

The IOM plans to conduct the study in three phases. During the first phase, the
committee will develop criteria by which specific exposures and adverse health outcomes
are to be chosen for study. The committee will review different types of research
findings in the scientific and edical literature, for example, data from animal studies,
occupational exposures, and epidemiologic studies. They will conduct a review of the
literature regarding prototypic exposures in order to develop methods for analysis and
synthesis of findings. Scientific evidence concerning association of exposures and health
effects will be examined. The committee will consider the strength of the scientific
evidence and the appropriateness of the methods used to identify associations; the
expoamlwelsofﬂ:esmdypop\ﬂnﬁms.inwmparisonmﬁeGulanexposm;md
whether there exists a plausible biological mechanism for a causal relationship between

the exposure and the manifestation of a health effect.
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During the second phase of the study, the remaining exposures will be subject to
review and analysis. The final phase, to be conducted every two to three years, will
exposures and adverse health outcomes. It is assumed that the IOM will begin this

project in the Spring of 1998 and complete the first phase by Spring of 2000.

I would like to focus now on the findings of the recently released IOM report
evaluating the adequacy of the Comprehensive Clinical Evaluation Program (the CCEP)
administered by the Department of Defense, and how the report findings relate to similar
programs administered by the DVA. I have appended a complete set of recommendations
of the committee to iy testimony but would like to summarize some of the findings for
you. The charge to the IOM committee conducting the evaluation was to examine the
adequacy of the CCEP diagnostic protocol as it relates to ill-defined and difficult-to-
diagnose conditions, and 10 stress and peychistric disorders.

The committee chose, based upon an examination of the conditions described as
difficult-to-diagnose or ill-defined, to refer to this spectrum of illnesses as medically
unexplained symptom syndromes. Medically unexplained symptom syndromes are often
associated with depression and anxiety, yet this does not imply that the syndromes are
psychiatric disorders. In addition, stress is a major issue in the lives of patients within
this spectrum of illness and is a component of the patient’s condition that can not be

ignored. With medically unexplained symptom syndromes, the potential for stress
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proliferation is great among both the person deployed to the Persian Gulf and the family
members.

substance abuse, and various physical health problems. Those deployed to.the Gulf were
exposed to a vast array of different stressors that carry with them their own potential
health consequences. It was the conclusion-of-the committes-that, “in cases where a
diagnosis cannot be identified, treatment should be targeted to specific symptoms or
syndromes (e.g., fatigue, pain, depression).” The committee also recommended that
“providers acknowledge stressors as a legitimate but not necessarily the sole cause of
physical symptoms and conditions” and that providers should-be educated to the fact that
“conditions related to stress are not necessarily. psychiatric conditions.”

There is another commiittee of the IOM that is currently completing its evaluation
of the DVA Persian Gulf Registry and Uniform Case Assessment Protocol for Persian
Gulf veterans. Dr. Blazer is a member of that committee whose charge is much broader
than that of the CCEP committee because it includes an examination of the adequacy of
(1) the protocol, (2) its implementation and administration, (3) outreach efforts to inform
veterans of available services, and (4) education of providers. The final report is due to
be released in March of this year. We would be pleased to share copies of the report with

you as soon as it is available.

Thank you for this opportunity to address the committee. Dr. Blazer and I would

be pleased to answer any questions you may have.
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Institute of Medicine
Federal Contracts Related to Testimeny Subject Matter

The Institute of Medicine, Division of Health Promotion and Disease Prevention has held
two federal contracts during the current and previous two fiscal years related to the
subject of the testimony. The first was a contract from the Department of Defease for the
purpose of evaluating the Comprehensive Clinical Evalustion Program for Persian Guif
veterans as regards the adequacy of its diagnostic evaluation for (1) difficult-to diagnose
and ill-defined conditions, (2) stress and psychiatric disorders, and (3) health problems of
veterans who may have been exposed to-low levels of nerve agents. The total amount of
the contract was $475,000. The second contract was from the Department of Veterans
Affairs for the purpose of evaluating the Persian Gulf Registry and Uniform Case
Assessment Protocol. The total award was $280,815.
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Executive Summary

On August 2, 1990, Iraq invaded Kuwait. Within 5 days the United States
had begun to deploy troops to the Persian Gulf in Operation Desert Shield. In
January 1991, UN coalition forces began intense air attacks against the Iraqgi
forces (Operation Desert Storm), on February 24, a ground attack was launched
and within 4 days, Iraqgi resistance crumbled. Almost 700,000 US troops
participated in the Persian Gulf War. Following the fighting, the number of US
personnel began to decline rapidly.

Most troops returned home and resumed their normal activities. Within a
relatively short time, a number of those who had been deployed to the Persian
Gulf began to report health problems they believed to be connected to their
deployment. These problems included the symptoms of fatigue, memory loss,
severe headaches, muscle and joint pain, and rashes.

In 1992 the Department of Veterans Affairs (VA) developed a Persian Gulf
Registry to assist in addressing questions about health concerns of Persian Gulf
veterans. Exposures, particularly those associated with oil well fires, were
included as part of the history taking. By 1994, with continuing concern about
potential health consequences of service in the Persian Gulf, the Department of
Defense (DoD) implemented a clinical evaluation program similar to the VA’s
and named it the Comprehensive Clinical Evaluation Program (CCEP).

Also in 1994, DoD asked the Institute of Medicine (IOM) to assemble a
group of medical and public health experts to evaluate the adequacy of the
CCEP. This committee concluded that although overall “the CCEP is a
comprehensive effort to address the clinical needs of the thousands of active-
duty personnel who served in the Gulf War,” specific recommended changes in
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the protocol would help to increase its diagnostic yield. (See Appendix D for a
complete set of recommendations.)

Late in 1995, DoD asked the IOM to continue its evaluation of the CCEP
with special attention to the adequacy of the protocol as it related to (1)
difficult-to-diagnose individuals and those with ill-defined conditions; (2) the
diagnosis and treatment of patients with stress and psychiatric conditions; and
(3) assessment of the health problems of those who may have been exposed to
low levels of nerve agents. It is important to note what was not included in the
committee charge. It was not the committee’s charge to determine whether or
not there is such an entity (or eutities) as “Persian Gulf Iliness” nor was it this
committee’s charge to determine whether or not there are long-term health
effects from low-level exposure to nerve agents. These questions arc more
properly the subject for extensive scientific research.

Given the urgency surrounding the last question—the health problems of
individuals with possible exposure to low levels of nerve agents—the committee
addressed this issue first and separately, releasing its report, Adeguacy of the
Comprehensive Clinical Evaluation Program: Nerve Agents, in April 1997.
The committee concluded that although the CCEP continues to provide an
appropriate screening approach to the diagnosis of disease, certain refinements
would enhance its value. A complete set of recommendations is found in
Appendix F.

To complete the remaining portions of its charge, the committee convened
two workshops on the relevant topics, heard presentations, reviewed written
material, and received comments from leading scientific and clinical experts,
representatives of DoD and the VA, the Presidential Advisory Committee, the
General Accounting Office, and representatives of veterans groups.

A great deal of time and effort has been expended evalusting DoD’s
Comprehensive Clinical Evaluation Program. It has been reviewed by the
President’s Advisory Committee, the General Accounting Office, the Office of
Technology Assessment, the Institute of Medicine, and many other
organizations. As more is learned, it becomes easier to focus on the kinds of
questions the CCEP should be asking. As Dr. Penclope Keyl said in her
workshop presentation on the development of good screening instruments,
progress made over time will necessitate new generations of screening
instruments. This does not imply that the first instrument developed is bad, but
rather that time leads to new knowledge, which leads to the ability to improve
the instrument.

Such is the case with the CCEP. Over time, the CCEP and other programs
have generated information that has increased our understanding and led us to
focus on areas of importance for those concerned about the health consequences
of Persian Gulf deployment. This information has enabled us to take a closer
look, to make a more thorough examination of the system, and to identify areas
in which change will be of benefit. The committee believes that such change is
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healthy, that it reflects growth, and that it should be a natural part of any system
having as one of its goals the delivery of high-quality health care services.

Change also occurs with individuals. It may be that as time passes or new
information is released, some of those who have already participated in the
CCEP will develop new concemns or problems. The committee hopes that DoD
will encourage these individuals to return to the CCEP for further evaluation
and diagnosis if they so desire.

CONCLUSIONS AND RECOMMENDATIONS

Medically Unexplained Symptom Syndromes

The committee spent time deliberating on the precise meaning of “difficult
to diagnose™ or “ill defined” as a description of a category of conditions.
Difficult to diagnose is generally used to describe a condition for which special
expertise is required to arrive at a diagnosis, but some of the conditions under
consideration do not require such expertise. Chronic fatigue syndrome (CFS),
fibromyalgia, and multiple chemical sensitivity are symptom complexes that
have a great deal of overlap in the symptoms present in each condition. They
are symptom-based, without objective findings. However, they are actually
fairly well defined by operational criteria, even if they are medically
unexplained. Despite the fact that they are medically unexplained, they may
through time (i.e., adequate evaluation of these disorders requires a longitudinal
perspective that includes knowledge of previous services and responses to
treatment). The committee decided, therefore, to refer to this spectrum of
illnesses as medically unexplained symptom syndromes. This spectrum of
illnesses may include those which are etiologically unexplained, lack currently
detectable pathophysiological changes, and/or cannot currently be diagnostically
labeled.

Medically unexplained symptom syndromes arc often associated with
depression and anxiety, yet this does not imply that the syndromes are
psychiatric disorders. There remains a debate about how to distinguish these
syndromes from psychiatric diagnoses. However, since most of the
recommended treatments for medically unexplained symptom syndromes
overlap with the pharmacological and behavioral treatments for psychiatric
diagnoses, the committee believes that it is important to identify and evaluate
the symptoms associated with these conditions and then treat those symptoms.

¢ The committee recommends that when patients presenting with
medically unexplained symptom syndromes are evaluated, the provider
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must have access to the full and complete medical record, inciuding
previous use of services.

In the area of medically unexplained symptom syndromes, it is sometimes
not possible to arrive at a definitive diagnosis. It may be possible, however, to
treat the presenting complaints or symptoms.

o The committee recommends that in cases where a diagnosis cannot
be ideatified, treatment should be targeted to specific symptoms or
syndromes (¢.g., fatigue, pain, depression). ‘

o The committee recommends that the CCEP be encouraged to ideatify
patients in this spectrum of illnesses carly in the process of their disease. In
addition, primary care providers should identify the patients’ functional
impairmeats 50 as to be able to suggest treatments that will assist in
improving these disabilities.

Stress

Stress is a major issue in the lives of patients within this spectrum of illness.
Stress need not be looked at so much as a causative agent, but rather as a part of
the condition of the patient that cannot be ignored. With medically unexplained
symptom syndromes, the potential for stress proliferation is great among both
the person deployed to the Persian Gulf and the family members.

Research has shown that stressors have been associated with major
depression, substance abuse, and various physical health problems. Those
deployed to the Gulf were exposed to a vast array of different stressors that
carry with them their own potential health consequences. The current collection
of exposure information does not adequately address an investigation of
traumatic events to which the deployed soldier may have been exposed. In
addition, media sitention and reports by the military to Gulf War veterans that
toxic exposure could have occurred are very stressful events. The stress
associated with these reports needs to be recognized and addressed.

o The committee recommends that the CCEP contain questions on
traumatic eveat exposures in additiom to the exposure informatiom
curreatly being collected. This wouild include the addition of open-ended
questions that ask the patient to list the events that were most upsetting to
him or her while deployed. Positive responses to questions regarding such
eveats, as well as to other exposure questions, should be pursued with a
narrative ingquiry, which would address such items as the specific nature of
the exposure; the duratiom; the frequeacy of repetition; the dose or
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intensity (if appropriate); whether the patient was taking protective
measures and, if so, what these measures were; and the symptoms
manifested.

o The committee recommenads that DoD providers acknowiedge
stressors as a legitimate but not necessarily sole cause of physical symptoms
and conditions.

Every soldier who goes to war will be subjected to major disturbing events
since war involves death and destruction. There are certain jobs undertaken in
the midst of war that, by their very nature, resuit in high stress (e.g., grave
registration duty). The effect of stress associated with these jobs can be
mitigated if approached properly. Such efforts, however, require time for the
provider and the patient to interact. It is not possible to hand the patient a
pamphlet or a questionnaire and expect that all necessary information will be
revealed or understood.

¢ The committee recommends that DoD provide special training and
debriefing for those who are engaged im high-risk jobs such as jobs
associated with the Persian Gulf experience.

o The committee recommends that DoD provide to each about-to-be
deployed soldier, risk or hazard communication that is well developed and
designed to provide information regarding what the individual can expect
and the potentially traumatic events to which he or she might be exposed.

o The committee recommends that adequate time must be provided
during initial interactions with patients in the CCEP in order to insure that
all pertinent information is forthcoming.

Screening

Depression is a condition that is common in primary care. Most individuals
who experience depression continue to function, but if they are left untreated,
their condition may deteriorate. Unlike many of the medically unexplained
symptom syndromes, there are accepted and effective treatments for depression.

o The committee recommends that there be increased screening at the
primary care level for depression. -

o Every primary care physician should have a simple standardized
screen for depression. If a patient scores in the significant ramge, this
person should be referred to a qualified mental health professional for
farther evaluation and treatment.

o If depression is idemtified, there has to be more questioning on
exposure to traumatic situations.
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e The committee recommends that any individnal who reports amy
significant symptoms of posttraumatic stress disorder (PTSD) and/or a
significant traumatic stressor should be referred to a qualified mental
health professional for further evaluation and treatment.

Substance abuse or misuse problems arc prevalent in primary care. In
addition, individuals under stress and/or with uritfeated dépression or medically
unexplained symptom syndromes may be at increased risk for substance abuse.

¢ The committee recommends that every primary care physician have
a simple, standardized screea for substance abuse. Every individnal who
screens positive should be referred for further evaluation and treatmeat.

There are certain areas in which baseline assessmonts are of immense value
in the clinical evaluation of an individual patient’s status (e.g., pulmonary
function and neurobehavioral testing). Changes in neurocognitive and
peripheral nerve function are measured by comparing the individual’s current
status to a baseline measure. Individual baseline information is necessary
because the variability across individuals is too great to identify a generalized
“normal” screening level.

¢ The committee recommends that DoD explore the possibility of using
neurobehavioral testing at entry into the military to determine whether it is
feasible to use such tests to predict change in functioning or track change in
function during a soldier’s military career.

Program Evaluation

Most patients in the CCEP receive a diagnosis after completing a Phase 1
examination; some are referred to Phase 11 for evaluation; and a few have gone
on to participate in the program at the Specialized Care Center (SCC).
Information presented to the committee indicates that there is great variation
across regions in the percentage of patients who are diagnosed with primary
psychiatric diagnoses and medically unexplained symptom syndromes. A
determination should be made as to why this variation exists. Although there
may be many reasons, one explanation could relate to the consistency with
which procedures for diagnosis and referral are implemented from facility to

o The committee recommends that am evaluation be comducted to
examine (1) the consistency with which Phase I examinations are conducted
across facilities; (2) the patterns of referral from Phase I to Phase II; and
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(3) the adequacy of treatment provided to certain categories of patients
where there is the potential for great impact on patient outcomes when
effective treatment is rendered (e.g., depression).

The SCC has provided evalustion and treatment to 78 patients since it was
begun. A grest deal of effort and thought has gone into the development of a
program designed to help the patient understand his or her conditions and
engage in behaviors most likely to result in improvement. The committee was
asked to assess the effectiveness of this center, but realized that such an
assessment depended on a number of factors that have not been well defined.
What is the goal of the center—is it treatment, research, or education? Should a
major consideration in the center’s evaluation be cost-effectiveness? Should the
numbers of those receiving care be taken into consideration and, if so, what are
the barriers to patients accessing this level of care? What is the triage process
by which individuals get referred to the SCC?

¢ The committee recommends that a short-term (perhaps 5-ycar) plan
be developed for the Specialized Care Center that would specify goals and

expected outcomes.

Coordination with the VA

Given that many now receiving services in the DoD health care system will
eventually move to the VA health care system, it is important for there to be
g'ood communication betweea DoD and the VA. This may be particularly true
in the areas of medically unexplained symptom syndromes and psychiatric
disorders, where accurate diagnosis and/or assessment of response to treatment

is important for positive patient outcomes.

¢ The committee recommends that DoD explore ways to increase
communication with the VA, particularly as it relates to the ongoing
treatment of patients.

Both providers and patients would benefit from increased educational
activity regarding Persian Gulf health issues. Provider turnover within DoD is a
factor that must be taken into consideration when examining the special health
needs and concerns of active-duty personnel who were deployed to the Persian
Gulf. Ailthough efforts to educate providers were extensive at the time the
CCEP was implemented, 3 years have passed and many new providers have
entered the system. These individuals should be oriented to the special needs,
concemns, and procedures involved, and all providers should be updated
regularly. '
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The VA has developed a number of approaches to provider education
which could serve as useful models. Interactive satellite teleconferences are
available for medical center staff to discuss particular issues of concern. The
VA conducts quarterly national telephone conference calls, directs periodic
educational mailings to Persian Gulf Registry providers in each health facility,
and conducts an annual conference on the health consequences of Persian Gulf
service.

In addition to providers, there is a great need for education of and
communication with individuals (and their families) who were deployed to the
Gulf. These individuals are concerned about the potential impact of Persian
Gulif deployment on their health, whether or not their health concerns will affect
their military careers, their ability to obtain health insurance once they leave the
service, and a number of other issues that need to be addressed.

o The committee recommends that DoD examine the activities and
materials for provider education developed by the VA to determine if some
of the items might be used as educational approaches for DoD providers.

e The committee recommends that DoD mount an effort designed to
educate providers to the fact that conditions related to stress are mot
necessarily psychiatric conditions. The committee recommends that
depression be a topic of education for all primary care providers, with
emphasis on the facts that depression is common, it is treatable, and
individuals who experience depression can continue to function.

¢ The committee recommends that CCEP information be used to
develop case studies that will help educate providers about Perslan Gulf
health problems.

e The committee recommends that DoD deveiop approaches to
communication and education that address the concerns of individuals
depioyed to the Persian Gulf and their families.

Determining the etiology(ies) of health problems experienced by those
deployed to the Persian Gulf War may not always be possible. However, it is
possible that treatment can be provided for many of the symptoms or conditions
associated with some of these problems. The committee wishes, therefore, to
emphasize the importance of adequate assessment of medically unexplained
symptom syndromes and of traumatic event exposure, as well as screening for
depression and for substance abuse. Such additions to the CCEP will enhance
its ability to identify and, ultimately, treat the heaith problems being
experienced by those who served in the Pergian Gulf War.

Table 1 provides a summary of the committee’s recommendations.
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TABLE 1 Summary of Committee Recommendations

_Topic _

Recommendaton

Medically unexplained
symptom syndromes

@ The provider evaluating thesc paticnts must have access
to the complete medical record including prior trestment.

o Rather than attempting to fit a treatment to a diagnosis,
treatment should target specific symptoms or syndromes
(e-g., pain, fatigue, depression).

e A patient’s functional impairments should be identified
carly to facilitate treatment.

o The initial CCEP examination should include questions

regarding traumatic event exposure. Any positive response

should be followed up with a narrative inquiry.

o Stressors must be acknowledged as a legitimate but not

necessarily sole csuse of physical symptoms and
Jiti

e DoD should provide special training and debricfing for
those engaged in high-risk jobs during deployment, ¢.g.,
graves registration.

o DoD should provide risk or hazard communication to
cach about-to-be deployed soldier.

o Adequate time must be provided for provider/patient
interaction during CCEP examinations.

o There should be increased screening for depression at the
primary care level.

o Every physician should employ a simple, standardized
screen for depression (e.g, BDI, Zung Scale, CES-D,
IDD).

o Patients who screen positive for depression should be
referred for screening, further evaluation, and treatment.

o Patients  diagnosed with depression should be
o Patients identified with any significsnt PTSD symptoms
and/or a significant traumatic stressor should be referred to
a qualified mental health professional for further
evaluation and treatment.

o Every physician should employ a simple standardized
screen for substance abuse (e.g., CAGE, brief MAST, T-
ACE, TWEAK, AUDIT).

o Every patient who screens positive for substance abuse
should be referred for further evaluation and treatment.
eDoD should explore feasibility of neurobehavioral
testing at entry into military for usefulness in measuring
change in function.

Continued
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Topi

o

Recommendation

Program evaluation

Education

o An cvaluation should be conducted to examine: (1) the
consistency of Phase I examinations across facilities; (2)
the patterns of referral program from Phase I to Phase II;
and (3) the adequacy of treatment provided to certain
categories of patients where the potential for positive
impact is great (¢.g., depression).

eDoD should develop a short-term plan for the
Specialized Care Center that specifies goals and expected
outcomes.

e DoD should explore ways to increase communication:
with the VA, particularly as it relates to the ongoing
treatment of patients.

¢ DoD should examine the provider education materials
and programs developed by the VA to determine if they
might serve as models for DoD approaches.

e Education is needed to emphasize that conditions related
to stress are not necessarily psychiatric conditions.

¢ Education should emphasize that depression is common
and treatable, and that patients with depression can
continue to function.

o CCEP information should be used to develop case
studies which will help educate providers about Persian
Gulf health problems.

¢ DoD educational efforts should also address the concemns
of Persian Gulf-deployed individuals and their familics.
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Under Secretary for Health
Department of Veterans Affairs
Before the
Committee on Veterans’ Affalrs
U. S. House of Representatives
regarding
Gulf War Veterans Programs

February 3, 1998

Mr. Chairman and members of the Commitiee, thank you for this
opportunity to discuss VA's response to the health problems of Gulf War
veterans and to comment on recent reports that assess our efforts.

Before discussing our current healthcare and research efforts, | will
provide background information about VHA's overall response to Guif War
veterans' healthcare needs.

BACKGROUND

On August 2, 1990, Saddam Hussein invaded Kuwait, and American
military personnel were deployed to Southwest Asia soon thereafter. Ultimately,
nearly 700,000 U.S. troops were deployed to the Persian Gulf in Operations
Desert Shield and Desert Storm. It was clear to the military leaders planning this
action that military personnel engaged in these actions would be exposed to a
variety of risks, including the possible exposure to chemical and biological
warfare agents. A number of preventive measures were taken to provide
potential protection for military personnel against these agents, inciuding the
administration of a licensed vaccine, an experimental drug, and an experimental
vaccine.

After months of tense military build-up in a foreign desert environment,
coalition military forces fought a successful air war, followed by a four-day
ground war. For some Gulf War military personnel, however, the trauma and
pain of war did not end with the cease-fire. Veterans retumed home, and began
to come to VA for heip with a variety of symptoms and #inesses. They reported a
long list of environmental exposures that occurred during their service in the Guilf
War. We listened to the veterans' concems and utilized the increasing
knowledge gained to design and implement special healthcare programs to
serve their needs. These special Gulf War programs are a supplement to the
full-range of healthcare services VA provides for the nation's veterans of other
conflicts.
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VA's Persian Guif Registry Health Examination Program was the first
component of VA's comprehensive Gulf War response. VA developed the
Registry in 1991, and implemented it in 1992. The Gulf War Registry was
established primarily to assist Gulf War veterans to gain entry into the continuum
of VA health care services by providing them with a free, complete physical
examination with basic laboratory studies; and to act as a health screening
database. As such, VA staff are instructed to encourage all Gulf War veterans,
symptomatic or not, to get a Registry examination. The Registry’s database,
which in addition to allowing VA to communicate with Gulf War veterans via
periodic newsletters, provides a mechanism to catalogue prominent symptoms
and report exposures and diagnoses. This record of symptoms, diagnoses and
exposures makes the Registry valuable for health surveillance purposes;
however, the voluntary, seif-selected nature of the database means that the
experiences, ilinesses and health profile of those in the Registry cannot be
generalized to represent those of all Gulf War veterans. The Registry was neither
designed nor intended to be a research tool. it was also not envisioned to be a
"stand-alone” healthcare program, nor a mechanism to monitor the health
outcomes of Gulf War veterans through longitudinal follow-up. Another
significant limitation is that it records the results of a single evaluation of veterans
examined over a variable time period since their Gulf War service.

Since the Registry examination program was initiated, VHA's Gulf War
programs have grown to encompass a comprehensive approach to health
services, addressing relevant medical care, research, outreach and educational
issues. In 1993, at the request of VA, Congress passed legislation later enacted
as Public Law 103-210, giving Gulf War veterans special eligibility (priority care)
for VA healthcare. This law gave VA the authority it requested to treat Gulf War
veterans who have health problems which may have resulted from exposure to a
toxic substance or environmental hazard during Gulf War service. We are also
pleased that Congress passed legislation subsequently enacted as P.L. 105-
114, which expands Gulf War veteran's eligibility for health care for any condition
that might be associated with the veteran's service in the Gulf War. VA now
provides Gulf War Registry health examinations and hospital and outpatient
follow-up care at its medical facilities nationwide, specialized evaluations at four
regional Referral Centers, and readjustment and sexual trauma counseling at
Vet Centers and VA Medical facilities nationwide to Guif War veterans. To date,
almost 65,000 Guif War veterans have completed Registry examinations; more
than 2.5 million ambulatory care visits have been provided to 221,225 veterans;
more than 22,000 veterans have been hospitalized at VA medical facilities; over
470 veterans have received specialized Referral Center evaluations; and more
than 83,000 Guif War veterans have been counseled at VA's Vet Centers.
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REGISTRY EXAMINATIONS

Gulf War veterans participating in the Registry examination program have
commonly reported that they suffer from a diverse array of symptoms, including
fatigue, skin rash, headache, muscle and joint pain, memory problems,
shortness of breath, sleep disturbances, gastrointestinal symptoms, and chest
pain. Veterans experiencing these multi-system symptoms have been treated
seriously, and veteran patients have received medical evaluations, as
appropriate. Of note, 12 percent of the VA Registry examination participants
have had no specific health complaints but have wished to participate in the
examination because they were concemed that their future health might be
affected as a consequence of their service in the Gulf War. Overall, while 26
percent of the Registry participants rated their health as poor, 73 percent
receiving this examination reported their health as all right to good.

An examination of all the diagnoses of Registry participants indicates that
they do not cluster in one organ system or disease category. Instead, the
diagnoses span a wide range of ilinesses and diagnostic categories. A large
majority of symptomatic Gulf War veterans evaluated in the VA Registry suffer
from symptoms or ilinesses that have been successfully diagnosed. Depending
on the particular nomenclature used, between 10 and 25 percent of veterans
from the Registry who have been examined have unexplained ilinesses. While
some symptoms of Gulf War veterans are difficult to diagnose and remain
unexplained, there is consensus among govemment and non-govemnment
physicians and scientists alike that current evidence does not support the
conclusion that these ilinesses represent a single, unique #iness that can explain
every Gulf War veteran's symptoms. As such, the unexplained ilinesses of Gulf
War veterans do not meet the clinical definition of a medical syndrome, per se.

As previously stated, the majority of Gulf War veterans have a wide
spectrum of diagnosed medical conditions, spanning the range of known medical
conditions. We agree with the consensus of the scientific community, including
prior findings of the Institute of Medicine, that Gulf War veterans' ilinesses
appear to be a heterogeneous group of disorders, exhibiting widely varying
manifestations and not amenabile to a single unifying case definition. The overall
frequency of unexplained symptoms among Guif War veterans appears to be
about the same as in a general medical practice (i.e., a non-VA or non-military
general medical practice). However, medical scientists have not completed their
study of these unexplained conditions and much is uncertain about their
character, natural history and potential causes. VA is working hard to better
understand these important health problems and develop effective treatments for
the symptomatic veterans receiving care at VA facilities.

We recognize that the wide variety of medical conditions diagnosed in
Gulf War veterans and the lack of a unique set of characteristics representing a
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single iliness or “Gulf War Syndrome" per se has created significant challenges
for VA clinicians. We believe that Gulf War veterans who seek care from VA are
suffering from genuine ilinesses and, as indicated already, we are providing a
substantial amount of heaithcare and treatment for these veterans.

HEALTH STATUS OF GULF WAR VETERANS

At present, we do not have a valid mechanism to determine the heaith
outcomes of all Gulf War veterans from VA, DOD, or other existing heaith care
databases. However, we are commiitted to developing a better understanding of
the natural history of Gulf War veterans’ ilinesses and in overcoming the barriers
that have preciuded this ability to date.

In the meantime, as a surmogate, we have looked at our existing systems
to get a snapshot of Gulf War veterans health status over time. First, we looked
at the self-reported health status of 18,938 Gulf War veterans on their original
Registry exam and on a later survey response. The characteristics of those Guif
War veterans who responded to the survey were somewhat different from the
overall VA Registry participants. Relatively more Reserve and National Guard
unit members (44.2% vs. 39.2%), whites (66.8% vs. 64.3%) and older veterans
(32.5 vs 30.4, mean age as of 1991) responded to the 1996 survey. At the time
they participated in the Registry examination, the self-reported health status of
those Guif War veterans who responded to the survey was similar to that of the
overall Registry examination participants. Among the 18,938 Gulf War veterans
who participated in the Registry and subsequently responded to the 1996 follow-
up survey, self-reported health status was unchanged for 8443 (45%), better for
3589(19%) veterans and worse for 6906 (36%) veterans. As the time interval
increased between the Registry exam and the follow-up survey response dates,
a greater proportion of veterans reported worsening health status. This data is
limited by a poor response rate (less than 50%) and by inability to assess the
contribution of other confounding factors. However, we feel that the results merit
further assessment. in this regard, we intend to look at seif-reported health
status longitudinally on our annual customer satisfaction survey. This additional
report shouid be available in April 1998.

CASE MANAGEMENT AND DEMONSTRATION PROJECTS

in response to Public Law 105-114, VA will initiate clinical demonstration
projects for case management and multidisciplinary clinical care for Guif War
veterans.

Last year, | implemented a new case management initiative aimed at
improving services 10 veterans with complex medical problems. In their Special
Report, tha Presidential Advisory Committee on Guif War Veterans linesses
supported our efforts to implement case management. Significant progress has
already been made. Case management as a routine clinical strategy for Gulf War
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Veterans has aiready been implemented at nearly 20 VA medical centers. In
addition, performance measures for the Network Directors have been
established to ensure that the appropriate resources are devoted to these efforts
at ali facilities.

The demonstration projects are an important component of this effort. The
projects will use objective outcome measures to assess whether healith care for
Gulf War veterans is improved by multidisciplinary clinics or case ma
approaches. Awards for the demonstration projects will be made before the end
of this fiscal year. These projects will be funded as two-year studies. We look
forward to reviewing their conclusions.

" COMPENSATION AND PENSION EXAMINATIONS

VHA is commiitied to providing quality compensation and pension
examinations for all veterans. | have recently appointed a Director of Forensic
Medicine to spearhead these efforts within VHA. Of particular concem is
assuring improvement in examinations of Gulf War veterans with undiagnosed
illnesses. We recognize that there have been problems in this area and have
worked cooperatively with VBA to develop clearer guidelines to the physicians
performing these examinations. These guidelines will be supplemented by a
focused training program for regional office and medical center staff who are
invoived in working Gulf War veterans’ compensation cases. A copy of these
enhanced guidelines has been provided to the Commiittee.

INFORMATION MANAGEMENT

In response to congressional concems about Gulf War information
management issues, the Department has taken the following steps: First, the
Acting Secretary has designated the Assistant Secretary for Policy and Planning
to serve as the Department's focal point and responsible official for coordination
and release of all departmental data pertaining to Gulf War veterans issues.
Secondly, the Assistant Secretary has been charged with assessing and
evaluating all current data sources relative to Gulf War veterans and to
determine any associated data gaps or vuinerabilities. As a result, an electronic
match of disparate data sets maintained by Veterans Benefits Administration
(VBA), Veterans Health Administration (VHA) and the Department of Defense
(DoD) will be accomplished and a Guif War Management Information System will
be established as part of the Department's Corporate Information Repository. it
is hoped that these efforts will provide a mechanism for more consistently
recording and reporting accurate information regarding the VA healthcare and
benefits statistics regarding Guif War veterans.

EDUCATION

in order to maintain the quality of health care provided to Guif War
veterans and keep our healthcare providers informed about the latest
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developments related to Gulf War veterans’ health, VHA has utilized a wide array
of communication methods, including periodic nationwide conference calls,
mailings, satellite video-teleconferences and annual on-site continuing medical
education (CME) conferences. In 1995 and 1996, we broadcast teleconferences
on undiagnosed ilinesses and on the evaluation and management of chronic
fatigue syndrome. A 1996 CME conference was comprised of workshops
focused on evaluation and management of common symptoms and medical
conditions identified in Gulf War veterans. The most recent national training
program, Gulf War CME Conference, was held on June 3-4, 1997, in Long
Beach, California.

VA's past internal educational efforts have been primarily aimed at
developing a cadre of wellinformed Registry physicians and staff, who in tum
provide a source of education and consultation to other healthcare providers at
their facilities. However, with the universal implementation of primary care and
the growing recognition that the health problems of Gulf War veterans span all
medical subspecialties, we are expanding our educational programs to
encompass other medical personnel. Our goal is that ail VA healthcare
providers will have a working understanding of Guif War exposures and health
issues and will be able to discuss with their Gulf War patients how these issues
could impact on their current or future health status. The Presidential Advisory
Committee also concluded that we needed to expand our educational efforts to
all direct care providers. As a first step to meet this challenge, the Veterans
Health Administration is publishing a self-study Guif War CME program in March
of 1998 that will then be distributed to every VA physician. We will make this
educational tool available fo non-VA physicians, at cost, as well.

STATUS OF GULF WAR RESEARCH

In order to get the best assessment of the health status of Guif War
veterans, a carefully designed and well-executed research program is
necessary. VA, as lead agent for federally sponsored Guif War research, has
laid the foundation for such a program. Under the auspices of the Persian Guif
Veterans Coordinating Board Research Working Group, VA has developed a
structured research portfolio to address the currently recognized, highest priority
medical and scientific issues. Over 120 federally sponsored research projects
are pending, underway or have been completed. VA's own research programs
related to llinesses of Gulf War veterans include more than 40 research projects
amounting to a cumulative expenditure of research dollars projected from FY
1994 through FY 1998 of approximately $27 million. Federalty funded
researchers have, to date, published approximately 60 papers in the peer
reviewed literature, including nearty 40 from VA investigators alone. The
research portfolio of VA encompasses a variety of research approaches,
including epidemiology, basic research, clinical research, and applied research,
applied to a vast aray of potential exposures and heaith outcomes. Issues
studied by VA researchers include epidemiology surveys, mortality studies,
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studles of the health effects of exposure to petroleum products, including the oil
well fires, pesticides, the parasitic infection Leishmaniasis, and chemical warfare
agents. In addition, VA research is embarking on some important steps toward
the assessment of effective treatments for Gulf War veterans' linesses.

The Research Working Group is preparing its Annual Report to Congress
for federally sponsored research on Gulf War veterans’ ilinesses. This report will
provide significant detail about the research efforts of VA and the other
participating federal departments. There has been significant progress on a
number of key VA research studies. The Office of Research and Development
has awarded funding for Phase |i| of the National Health Survey of Persian Gulf
Veterans and preliminary site selection has begun. It is expected that physical
examinations will begin in the near future. As you may recall, the National
Survey is designed to determine the prevalence of symptoms and illnesses
among a random sampling of Persian Gulf veterans across the nation. The
Survey is being conducted in three phases. Phase | was a population-based
mail survey of the health of 30,000 randomly selected veterans from the Persian
Guif era (15,000 Persian Gulf veterans and 15,000 non-Persian Gulf veterans,
males and females). The data collection phase is complete and analysis of the
data continues. Phase |l consisted of a telephone interview of 2,000 non-
respondents from Phase | (1,000 from each group) to determine if there are any
response differences between respondents and non-respondents. Additionally,
1,000 veterans from each group will be selected for a telephone interview to
validate their responses from the mail survey. Phase Il is nearing completion. In
Phase |l the 2,000 veterans who responded to the postal survey and underwent
a telephone interview will be invited, along with their family members, to
participate in a comprehensive physical examination protocol. These
examinations will be conducted at 18 VA medical centers nationwide and involve
specialized examinations including neurological, rheumatological, psychological,
and pulmonary evaluations. Completion of data collection is anticipated around
mid-1999. When the National Survey is complete we will have a much clearer
picture of the prevalence of symptoms and illnesses among Gulf War veterans.

The VA Office of Research and Development has initiated the planning
stages for a multi-site randomized clinical trial to assess the effectiveness of
treatments for Chronic Fatigue Syndrome (CFS) and Fibromyalgia (FM) in Gulf
War veterans. These conditions appear to significantly overiap with the types of
symptoms and ilnesses reported by many Gulf War veterans. Such a study is
possible because these conditions have clearly defined case definitions along
with proposed treatments that have undergone preliminary evaluation. This study
will be carried out in collaboration with the Department of Defense and
conducted at multiple VA and DoD health care facilities. VA and DoD are
investing up to $5 million each to conduct this trial. Because of its experience
and research on the characteristics of these diseases, we plan to consuit with
NiH in the development of these research protocols. In addition, the VA Office of
Research and Development has issued a Program Announcement, or general
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invitation to VA dlinicians/scientists, to propose additional multi-site trials to
evaluate the effectiveness of different treatment strategies. The planned
treatment trial, along with any trials proposed in response to the Program
Announcement, will undergo rigorous scientific peer review by VA’s federally
chartered Cooperative Studies Evaluation Committee.

VA has been concemed about the adequacy of research on the
neurobiological effects of stressors. The Office of Research and Development
has taken some new steps to address this issue.

VA and DoD have issued a request for intramural proposals valued at $5
miltion for research on the neurobiology of stress and stress-related disorders.
Proposais will undergo scientific review by a joint VA/DoD appointed panel of
experts, and programmatic review by the Research Working Group. Proposals
will undergo peer review this spring, with the award and funding of projects
expected by July 1, 1998.

In June 1997, VA funded a multi-center cooperative study examining the
effectiveness of a computerized battery of neuropsychological tests that could
improve the accuracy of the diagnosis of PTSD by enabling the clinician to rule
out organic central nervous system dysfunction.

In July 1996 VA funded a new multi-center treatment trial investigating the
efficacy of trauma-based group therapy in the treatment of PTSD. In addition VA
issued a Program Announcement in August 1997 requesting proposals for
additional multi-center trials of PTSD treatment. Methodologies being sought
include new, non-pharmacologic approaches to treatment, and focus on targeted
subpopulations such as women and Persian Guilf veterans.

PAC SPECIAL REPORT

The PAC Special Report recommends that “All research on Guilf War
veterans' ilinesses that is funded by the government should be subjected to
external competition and independent peer review.” The Report acknowledges
the necessity for some rare exceptions, but the message is clear. VA agrees
with the PAC on this matter. The policy of VA's Office of Research and
Development is to fund only competitively peer-reviewed projects. It applies this
same concept in its coordination of its research portfolio for Guif War veterans’
inesses. The Research Working Group, chaired by VA, has always promoted
competitive peer review as a means for all member agencies to obtain the best
research. Indeed the Research Working Group has played a major role in the
selection process of peer reviewed, competitively funded research for all of the
member Departments or agencies. However, it must be emphasized that the
Research Working Group only makes funding recommendations to member
Departments. It does not direct them to fund particular projects.
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The PAC also recommended that “The White House and VA should work
with Congress to establish a permanent, statutory program for Guif War
veterans' ilinesses. The Committee envisions legislation that directs VA to
contract with an organization with the appropriate scientific expertise—e.g., the
National Academy of Sciences (NAS)- for a periodic review, for benefits and
future research purposes, of the available scientific evidence regarding
associations between ilinesses and Gulf War service. The object of such an
analysis would be to determine statistical association between service in the Guif
War and morbidity and mortality, while also considering whether a plausible
biological mechanism exists, whether research results are capable of replication
and of clinical significance, and whether the data withstand peer review." VA
agrees with this PAC recommendation. Gulf War vetarans who are suffering
with heaith problems deserve to know what happened to them in the Guif War
and whether evidence exists that their linesses could be related to service. VA
believes that this review by the NAS would ensure that the best scientific minds
would be brought to bear on the complex array of Gulf War veterans heaith
problems and that a consistent, continuous and equitable effort is sustained.
Earller this week | approved the NAS contract proposal and we have provided a
copy of the contract to the committee. | would welcome any input that the
Committee members have ragarding this effort.

OTHER REPORTS

Besides recommendations from the PAC, the Institute of Medicine, and
other panels of experts, there have been other reports on thé govemment’s
research programs for Guif War veterans’ #inesses. The Genera! Accounting
Office (GAO) has issued reports and is currently engaged in ongoing reviews of
issues centering on Gulf War veterans’ linesses including research. In June

1997, the GAO issued their report mmumwmm

prowded a detalled responsa to the GAO report whlch is oontalned |n the
report's appendix.

The House Appropriations Committee Report 105-175 states, “GAO
recently found that DoD and VA did not have a systematic approach to
monitoring the health of Gulf War veterans after their initial examination and
consequently could not provide information on the effectiveness of the treatment
they had received or whether they were better or worse than when first
examined.” The report goes on to say that “DoD and VA should develop and
implement a plan to provide: (1) data on the effectiveness of treatments
received by these veterans, and (2) longitudinal information on the health of
veterans who reported ilinesses after the war.” The review, according to the
report, should be “focused on resolving those conditions that have proven
intractable or resistant to current therapies.”

We agree that the goal of identifying improved therapies for veterans is an
important one. In the traditional view of treatment outcomes research such ill-
defined, symptom-based #inesses are not amenabie 0 outcomes research
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because one or all of the following requirements for a treatment trial are lacking:
a clearly defined definition of the disease, a measurable health outcome result,
and a single treatment aimed at a biologically plausible etiology. Treatment trials
are the foundation of evidence-based medicine, which is changing the way
clinicians carry out their mission by informing them of the best, most

approaches to treatment and care.

The issues raised by the GAO and House reports are not simple. Gulf
War veterans have experienced a wide variety of diagnosed and undiagnosed
medical conditions, which span the entire range of medical experience. The
methodology for evaluating health outcomes and treatment efficacy in such a
complex situation has not been developed by the heaith research community.
The task of designing a protocol for acquiring and analyzing longitudinal
information to provide an accurate assessment of hundreds of health outcomes
and the effectiveness of thousands of treatments in Gulf War veterans poses a
significant challenge. VA and DoD have asked the National Academy of
Sciences Institute of Medicine to conduct a workshop and provide us with advice
and recommendations on valid scientific methods to coliect this information.
Based on this advice, we will design a program to carry out this activity.

Em.wasmleasedlastfaubyMesteCammueeonGovmmmRmm
and Oversight. This report resulted from a series of hearings conducted by the
Subcommiittee.

The Committee’s report included several findings and recommendations.
Some of these findings and recommendations warrant a response on the part of
VA. There are strong negative assertions made in the report about the
management of the government's research on Gulf War veterans' ilinesses.
These are even reflected in title of the report. The title implies the existence of
two facts: (1) there is strong scientific evidence linking toxic causes to chronic
health effects; and (2) VA and DoD have resisted this strong evidence in setting
their research agendas. These assertions do not comport with the facts. VA has
not resisted the possibility that exposures to toxic agents in the Gulf War are
responsible for veterans’ ilinesses. VA and the Research Working Group are
committed to continuing the pursuit of the heaith effects of toxic exposures. The
combined efforts of all agencies have resulted in approximately $20 million alone
on research directly related to the potential heaith consequences of exposure to
toxic substances. These exposures include oil well fires, chemical warfare nerve
agents, pesticides, and pyridostigmine bromide. This figure does not include all
of the epidemiological heaith studies on Gulf War veterans that acquire self-
report exposure data in an attempt to identify potential links between toxic
exposure and outcome. One of VA's initial major investments in research on
Gulf War veterans' ilinesses was the three environmental hazards research
centers located at Boston VAMC, East Orange VAMC, and Portiand VAMC.

10
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This evidence clearly counters the notion that we have resisted exploring
potential linkages.

Evidence linking toxic exposures to chronic health effects in Guif War
veterans is incomplete at this time. However, VA, and the Research Working
Group which it chairs, has continued to pursue all leads with respect to potential
causes of Gulf War veterans’ linesses. However, at this time, research reports
claiming a causal relationship between toxic exposures and heaith outcomes in
Gulf War veterans are incomplete. We face two problems in this area of
causation: (1) quantitative exposure data, which are necessary ingredients for
establishment of causation, have been difficult to obtain beyond self-reported
exposures; (2) it is still too early in the research cycle to make definitive
research-based claims about causation.

In the Committee’s report itself, there are three research-related findings,
and five research-related recommendations. The findings contained in the report
restate the previous assertion that the federal research strategy has disregarded
evidence of causal links between toxic exposures and health outcomes. As
stated before, this is simply untrue.

The report findings also suggest that “institutional and methodological
constraints make it unlikely that the cumrent research structure will find the
causes and effective treatments for Guif War veterans' illnesses”. We
acknowledge the possibility that we may never definitively know the precise
cause, or causes, of Gulf War veterans’ iinesses. However, as discussed
before, the limitations to finding a cause are not due to constraints imposed on
research by the govemment, but are due, in part, for example, to the inherent
methodological problems imbedded in the difficult job of acquiring accurate,
quantitative exposure data that can be linked to health outcomes. Despite this,
we continue to strive to ascertain the cause or causes through innovative
methods of exposure ascertainment.

The notion put forward in the report that current research will not identify
effective treatments is also inaccurate. Much of the current research is directed
at establishing working case definitions for Gulf War ilinesses. Thisis a
prerequisite for conducting treatment trials. As stated earlier, the VA Office of
Research and Development is proceeding with planning for multi-site treatment
trials that will initially rely on standard case definitions for CFS and FM. When,
and if, better case criteria can be established, VA will be prepared to use those
in future trials.

The report recommends that Congress create or designate an agency
independent from VA and DoD to coordinate research and allocate research
funds. Panels of scientists and experts such as, the IOM, have commended the
Research Working Group on its research directions and processes for selecting
research. The direction of research should be based on accurate, expert, and

11
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independent assessments of existing data. We strongly disagree with this report
recommendation because it is inconsistent with other expert opinion and has no
basis.

The report recommends that research focus on evaluation and treatment
of disorders such as Chronic Fatigue Syndrome and Fibromyalgia. As noted
earlier, VA has undertaken efforts to develop effective treatment strategies for
these disorders. Included in the report’s recommendation, however, are
disorders identified as “Gulf War Syndrome” and “Multiple Chemical Sensitivity”.
As we have often stated before, there is no collection of signs and symptoms
manifested by Gulf War veterans that can be uniquely ascribed to a single novel
disease pathology that could be given a name as specific as "Gulf War
Syndrome®. We know Gulf War veterans are suffering, and we believe that their
illnesses are associated in some way with their service in the Gulf War.

Multiple Chemical Sensitivity is another condition that does not have an
accepted case definition. We in the medical and environmental health
community have long acknowledged that health consequences can arise from
exposures to chemicals alone or in combinations. These health consequences
are generally well described medically and include such conditions as peripherai
neuropathy, pulmonary fibrosis, occupational asthma, cancer, and many others.
The condition that goes by the name “Multiple Chemical Sensitivity”, however,
has eluded accurate case definition, which is a prerequisite to the development
of treatment trials. However, VA supports peer reviewed research on Muitiple
Chemical Sensitivity that is scientifically credible. In the curent government
research portfolio on Gulf War veterans' illnesses there are seven projects
examining different aspects of Multiple Chemical Sensitivity. Thus VA, as well as
other federal Departments and agencies, support research on Multiple Chemical
Sensitivity that meet criteria of scientific merit.

Another recommendation of the Committee’s report suggests that VA and
DoD medical systems augment their research and clinical capabilities with regard
to women’s health issues and the health effects of combat service in women.
We agree with this recommendation and will continue to encourage more
research on women’s health issues. The VA Office of Research and
Development has already identified women's health as a priority research area
within its program of Designated Research Areas. VA researchers are currently
carrying out nine research projects, valued at $1.3 million, specifically targeted at
the health consequences of the military experience of women. VA and other
federal agencies are sponsoring this research. The Health Services Research
Service in the VA Office of Research and Development has also issued a
Program Announcement inviting submissions of proposals to study the impact of
gender differences in health.

Finally, the report recommends that VA join with other federal agencies to
create an interdisciplinary research and clinical program on the prevention,

12
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intervention and treatment of environmental neuropathies. We agree with the
report that prevention, intervention, and treatment of environmentally induced
neuropathies is important. We also encourage the merging of research expertise
from different federal agencies to tackie vexing health problems. VA has done
this in a number of health areas already. Consequently, we will build on prior
efforts to work with other federal agencies in exploring the feasibility of creating
such an interdisciplinary program. In addition, VA will issue a request for
applications (RFA) within VA for research proposals on the prevention,
intervention, and treatment of environmental neuropathies.

IMPROVING CARE AND RESEARCH

VA has been a leader in the development of veterans' healthcare
programs, improvement of understanding conceming Gulf War health issues and
dissemination of knowledge on Gulf War-related health issues. As we have
previously testified, we believe that our programs have been well designed; we
also know that they are neither uniformly delivered nor perfect. We also
recognize that some veterans have not received the kind of reception or care at
VA medical facilities that we strive for. To both the Committee and those
veterans here today, | want you to know that the Veterans Health Administration
is working diligently to improve their satisfaction with our services. One of the
new initiatives aimed at improving services to veterans with complex medical
problems is implementation of case management.

VHA has also conducted Gulf War focus groups and developed a new
customer satisfaction survey, which includes a large sample of Gulf War
veterans. This national survey was sent to veterans in the fall of 1997. It will
provide us the specific opinions of Guif War veterans. The survey will produce
adequate statistical power from which to draw valid conclusions about these
data. These programs will allow us to collect data for quality improvement of VA
programs and support our goal of providing the highest quality care to veterans.
The analysis of the survey results will be available in March 1998. A final report
will be forwarded to the Committees at that time.

| have just described VA's extensive treatment and research efforts on
behalf of Gulf War veterans. You should know that we continue to take steps to
improve the program when weaknesses have been identified. We believe the
approaches being pioneered for these veterans will benefit others in the future.

Research related to the illnesses of Gulf War veterans is highly complex,
and this is equally true of outcomes research. VA is committed to meeting these
challenges and providing quality healthcare and the most effective treatments to
Guif War veterans. We will continue to solicit the advice of scientific experts,
oversight groups and this Committee to improve our programs for veterans. VA
healthcare providers are dedicated to providing compassionate care and

13
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answering important medical questions. President Clinton has made it clear that
no effort should be spared in this regard.

Mr. Chairman, that concludes my prepared statement. We welcome your
specific suggestions for how VA care can be improved and how VA can be more
responsive to those whom it serves. | will now be happy to respond to any
questions the Committee may have.

14
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Statement by Dr. Bernard Rostker, Special Assistant to
the Deputy Secretary of Defense for Gulf War Ilinesses
Before the House Committee on Veterans’ Affairs.

February 5, 1998

Thank you, Mr. Chairman, for the opportunity to appear before your Committee
today. In my two previous appearances before this Committee, I discussed my mission,
DoD’s resource commitment, our investigative methodology and our increased medical
research effort. Today, you have requested that I discuss the Special Report of the
Presidential Advisory Committee on Gulf War Veterans llinesses (PAC), the Second
Report by the Committee on Government Reform and Oversight, and the report by the
United States General Accounting Office: “Gulf War Ilinesses—Improved Monitoring
and Re-examination of Research Emphasis Needed.” Additionally, I will tell you our
direction for the coming year.

First, with respect to the PAC Special Report, the intergovernmental response is
in the final stages of coordination. As soon as the coordinated response is released, [ will
provide a copy to the Committee.

The PAC Special Report had a number of recommendations for the Department of
Defense which cover a wide range of topics. Many are health related and do not fall
under my purview. Therefore, I will only comment on the five specific recommendations
concerning: Technologies, Doctrine, Exposure Modeling of Khamisiyah Pit Demolition,
Bias in Fact Finding and Analysis, and Objective Standards.

First, in the area of technologies, we concur with the PAC’s recommendation to
pursue technological improvements for chemical warfare (CW) agent detection. For
example, the Department has approved production and fielding of the Automatic
Chemical Agent Detector and Alarm which will provide improved detection capabilities.
Our ongoing developmental programs are striving to lower detection limits and increase
the range of agents detected.

Second, we continue to review doctrine and policy. At this time, we do not
believe there is a need for doctrine concerning low-level chemical exposure. However, if
research indicates a need for modification, we will consider taking such action.

Third, as a result of our efforts on exposure modeling of the Khamisiyah pit
demolition, we notified more than 97,000 veterans of their potential exposure to low-
levels of chemical warfare agents. The PAC recommended that all other individuals
within a 300 mile radius of Khamisiyah be notified that they were not exposed. At this
time, we disagree. We conducted extensive, sophisticated modeling to ascertain the size
of the low-level chemical agent plume and the area of potential exposure and announced
the results last summer. These are our best estimates of the exposed area. However,
through ongoing efforts, we continue to refine our model and the unit location data base
to determine any health implications. As new information is developed, we will identify
and notify additional veterans as appropriate.

Fourth, the PAC suggested that independent oversight would dispel concerns
regarding bias in fact finding and analysis. We strongly agree. Our investigation has
been subject to full public accountability and independent oversight. We developed an
extensive case narrative and briefing process which involves both veterans and military



116

service organizations, Congressional staffs, the media and the public. All our case
narratives are interim reports as we continually solicit veterans to provide additional
factual information. Since this is a totally open process, we welcome independent
oversight and look forward to the anticipated appointment by President Clinton of a
special oversight board.

Finally, we agree with the PAC that an objective standard needs to be applied to
all investigations. We have developed a methodology, based on intemational protocols,
which is thorough in considering all information, evidence and data. Furthermore, the
analysts conducting the investigations operate freely within the construct of this
methodology. ‘We make an assessment for each case and provide our sources to allow
any other reader to make his/her own assessment. Our assessment is solely based on the
facts available, not on any presumptions, preconceptions or pre-judgments and is not
related to any potential determination of benefits or outside influence.

Although we have been disappointed with the characterizations of our
relationship, we recognize the PAC’s invaluable service to our veterans and the American
public by mobilizing the Government’s efforts. We appreciate the many constructive and
relevant recommendations they have made which have assisted us in fulfilling our
heartfelt responsibility to our Gulf War veterans.

As you may know, I have testified three times before the Committee on
Government Reform and Oversight Subcommittee on Human Resources and have
enclosed, for the record, our response to Chairman Shays. In those sessions, [ discussed
the whole spectrum of effort, from my mission to DoD’s expanded resource commitment.
1 explained our case narrative process, provided detailed information on our case
narratives, explained our outreach programs and interactions with veterans and their
involvement in the investigative process, and provided detailed answers to all questions
asked by the Subcommittee and met with the Subcommittee staff on numerous occasions.
Needless to say, in early November, when the Committee published its report, we were
disappointed that it contained little of the information we provided.

Let me be more specific. The DoD has published 13 case narratives and
information papers which are virtually ignored by this report. Several of these case
narratives deal directly with issues raised by the Committee and charges made by
witnesses called by the Committee. Our narratives were built upon the testimony of
scores of Gulf War veterans. By ignoring facts presented in the case narratives, I believe
that the Committee’s report is misleading about what happened in the Gulf.

" - The third report I was asked to discuss is the report by the United States General
Accounting Office.” Gulf War [linesses—Improved Monitoring and Re-examination of
Research Emphasis Needed”. I have also enclosed our response to this report for the
record. If this report had been published a year earlier, it would have been right on the
mark concerning the DoD. We are concemed, however, that this report did not provide a
timely or accurate status of the work being performed or progress made within the DoD
at the time it was published. Virtually ali of the facts and conclusions were previously
identified by other reviews from both inside and outside the government and were
addressed by a number of new programs not considered by the GAO in their report.
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For the record, a full accounting of the activities of my office is in my annual report to the
Deputy Secretary of Defense. 1 have enclosed this Annual Report and ask that it be made
part of the record.

This year we continue to investigate specific events concemning chemical agents
and will publish additional narratives on that subject. However, our main focus will be
on environmental issues. We will complete and publish separate environmental reports
on pesticides, depleted uranium and the oil well fires. We look forward to the challenges
ahead and welcome the opportunity to work with the Congress and oversight agencies.
We are responsible 1o our veterans to provide them with a full accounting of what went
on during and after the war. The investigations we undertake provide the information we
need to modify our doctrine, procedures, equipment and systems so that we can learn
from this experience. N o other agency can fulfill this responsibility.
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OFFICE OF THE SECRETARY OF DEFENSE
1000 DEPENSE PENTAGON
WASHINGTON, DC 20301-1000

S JAN 3 0 1998
BHES WAR W3, I ERIRE

Honorable Christopher Shays

Chairman, Subcommittee on Human Resources

Committee on Government Reform and Oversight

House of Representatives

Washington, D.C. 20515

Dear Mr. Chairman:

The Subcommittee on Human Resources report entitled Gulf War Veterans
Hlinesses: VA, DoD Continue to Resist Strong Evidence Linking Toxic Causes to Chronic
Health Effects, unfavorably compared my testimony regarding the occurrence of
Amyotrophic Lateral Sclerosis (ALS) in Gulf War veterans to a letter from
Dr. Robert H. Brown. [ believe that, when viewed in their proper context, my and
Dr. Brown's statements are both accurate and in complete agreement.

Testifying before your subcommittee, I stated since the Gulf War nine veterans
registered with the Comprehensive Clinical Evaluation Program and the VA Registry
have been identified as having ALS. Further, I noted that, given the size and age of the
deployed population, this ber is consi with the anticipated rate of occurrence.

Dr. Brown noted that the annual rate of new cases for the American population is
1 per 100,000. Since people under 40 years of age would constitute 20-25% of the total,
he believes that there would be between 1.4 and 1.7 new cases each year. Our research,
and my testimony, does not contradict Dr. Brown’s analysis. His estimate was based on a
single year’s projection, DoD was looking at a six year period. Multiplying Dr. Brown’s
rate by six yields a range of 8.4 t0 10.2 cases; DoD had confirmed ninc cascs of ALS in
the registries.

I hope this information is helpful and clears up any misunderstanding concerning

my testimony before your committee.
Sincerely,

Bernard Rostker

FEDERAL RECYCLING PROGARAM G PANTED ON RECYCLED PAPER
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OFFICE OF THE SECRETARY OF DEFENSE
1000 DEFENSE PENTAGON
WASHINGTON, OC 20301-1000

SPECIAL ASBRSTANT

The Honorable Christopher Shays

Chairman, Subcommittee on Human Resources
Committee on Government Reform and Oversight
House of Representatives

Washington, DC 20515-6143

Dear Mr. Chairman:

1 am pleased to respond to the Oversight Report of the Subcommittee on Human Resources
and the House Committee on Government Reform and Oversight. While I concur with many of
the findings and recommendations of the report, I disagree with the selective handling of facts on
several issues discussed in the report. Moreover, DoD has completed thirteen information papers
and case narratives which are ignored by this report. The scores of veterans that provided
testimony to us deserve to be heard just as much as those called by the Committee. As a result,
the report appears to be biased in its presentation.

By ignoring facts presented in the case narratives, [ believe the report is misleading about
what has or has not been done. or what is fact and what is presumption. The use of generalities.
but lack of factual and provable details, leads to many misleading conclusions. [n many
instances. the reported facts are true, but by failing to describe the circumstances or the follow-
up. the report again leads the reader to incorrect conclusions. Finally. several factual etrors and
misinterpretation of the facts presented misstate the intent, meaning, or truth of several issues.
Inclosed are specific examples of my concemns.

I want to emphasize that I have not ruled out any potential cause for our veterans’ illnesses,
nor have [ limited our investigation in any way. [ agree that it is important to seek a solution to
Gulf War illnesses and provide a dialogue and answers to our Gulf War veterans’ concerns and
health problems. To this end, we are conducting a comprehensive examination that includes:
investigations of more than 50 incidents regarding possible chemical exposure; a detailed
analysis of the Khamisiyah plume model; a thorough review of medical literature on
Pyridostigmine Bromide, depleted uranium, oil well fires, pesticides, and other related subjects;
and an extensive dialogue with veterans through outreach programs. There are more than 90
projects and clinical evaluations underway to find explanations for the symptoms reported by our
Gulf War veterans. In this work, we strive to identify and present all relevant facts, which we
then assess to present an interim conclusion subject to modification by additional facts. We
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welcome your review of our work and comments, as well as that of other interested committees
of the Congress and will continue to conduct as objective and thorough an investigation into
potential exposures during the Gulf War as is possible.

Sincerely,
e
Bemnard Rostker

Enclosure
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Comments on Oversight Report
Page 16 We are providing additional comments about ALS in a separate letter.

Page 18, para 7 (and at least 2 other references in the paper): Report alleges that the
Czech detections on January 19* occurred along the border “where hundreds of thousands
of U.S. troops were massed for the invasion.” Actually, there was only one U.S. unit
within 10km of Hafir Al Batin on January 19* when and where the detection was
reported. .

Page 21, para 3 CIA undertook a worst case analysis of the bombing campaign and
demonstrated that fall-out was unlikely. We are redoing this analysis with the expanded
model used in Khamisiyah

Page 23, para 1: MAJ Johnson testified that he did not know what happened to the tapes
he made at the Kuwaiti Girl's School. One copy of the tapes was returned to the United
States and evaluated by Edgewood. Another copy was provided to the British authorities.
The copy from Edgewood was lost, but the British provided DoD with a copy of theirs.
This copy of the Fox tapes from the Girls’ school incident is in the possession of
OSAGWI who is having it evaluated by independent agencies.

Page 23, para 3: GySgt Grass testified that the EOD team *...verbally acknowledged the
presence of chemicals weapons in the storage area.” The report ignores the letter written
to Congressman Shays by a member of the EOD team that denies (as have all EOD
members) the events as relayed by Grass. They stated strongly that no chemical
munitions were in that ASP. In addition. the report fails to acknowledge or account for
all information brought forward in the case narrative and it should be noted. that GySgt
Grass’ testimony was given without inviting DoD to testify on the same incidents.

Page 23, para 6: In paragraphs 3,4 and 5, GySgt Grass testifies about the chemical agent
detections he reported at ASP Orchard and Al Jaber Airfield. In fact, the Marine
Breaching narrative, cited in para 6, covers different events than ASP Orchard or Al
Jaber. Again, the report fails to even acknowledge the case narrative.

Page 24, para 4 The report treats Dr. Tucker as an expert but fails to subject his claims to
the same review it has given to DoD. This shows an anti-DoD bias.

Page 24. para 4: Dr Tucker states that “A declassified Marine report stated that 221
respondents (about 13%) reported some contact with or detection of Iraqi chemical
weapons during the ground war.” The declassified Marine report mentioned is probably
the Manley Report. The Manley Report survey question, “did you encounter chemical
munitions or agent threats?” is significantly different from Dr. Tucker’s reported
question. Nowhere in the Manley Report is there a survey question related to “Iraqi
chemical weapons™
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Page 25, para 1: Dr Tucker implies that a captured Iraqi document giving detailed
instructions on the destruction of 31 oil wells implies that chemicals would be released in
conjunction with the destruction. Iraqis were instructed to wear chemical protection gear
when setting the oil wells on fire. There is nothing in the instruction about the release of
chemical agents

Page 25, para 3: GySgt Grass reported that, while monitoring the oil well fires, the alarm
went off and detected S Mustard. The Committee failed to interview Fox MM1 experts
who could explain the Fox has difficulty on the initial pass in discriminating between the
multiple ion combinations possible in the oil well fires and could mistake them for
Mustard or several other CWAs. Only full spectrum analysis (and maybe a series
spectrum) would identify the actual chemical warfare agents present.

Page 25, para 4: Dr Morehouse states that metal cylinders were placed downwind of the
oil well fires to “...mask the plume from the canisters.” The author is careful not to state
what was in these “canisters or metal cylinders.” It is presented in such a way as to imply
chemical warfare agents, but without evidence or proof. The Committee fails to account
for the destructive nature of the heat of the oil well fires.

Page 27, para 2: The report accurately states the number of US troops possibly exposed,
but avoids the facts about general population limit exposure (not much more than daily
living).

Page 27, para 3: Fails to provide all the details of the warning received by “the Army”
from the CIA concemning the possibility of chemical weapons at Khamisiyah.

Page 27, para 5: Correctly reports UNSCOM's testimony to the PAC, but fails to report
that their testimony goes on to state that they found no evidence of chemical munitions
movement into Kuwait (or south of Khamisiyah).

Page 29, para 1 & 3: It appears that we take the [raqis at their word when “they admit the
existence” of a BW or CW program, but “Iraq’s denials ... should not be taken at face-
value.” By selectively choosing what we want to believe and what we don't, the report is
able to paint any picture it wants. The report fails to acknowledge the biological testing
of the Navy Forward Lab which tested for and found no biological agents.

Page 36, paragraph 1. The report notes that the first fires were set around 17 January,
1991. This is a true statement. The implication that large numbers of U.S. troops were
exposed to high levels of contaminants for an additional month is inaccurate. While
some exposure to oil fire smoke occurred as the result of the January fires. these fires
involved a limited number of wells (about 60) and the release of airbome contaminants
paled in comparison to the levels reached as the result of the destruction inflicted on over
900 wells, the vast majority of which occurred in the February 24 - 28, 1991 time-frame.
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Page 37, paragraph 1. Scott Russell states that U.S. troops were ill-equipped in terms of
personal protective equipment available to protect against exposure to oil fire smoke, but
that civilian contractors were well equipped. Military-issued personal protective
equipment other than MOPP was limited and varied, and there appeared to be no
consistent policy or directive on how and when to use the equipment that was available.
It is incorrect to suggest, however, that civilian contractors brought in to fight the fires
were any more protected than the troops. Conversations with numerous fire fighters who
fought the blazes in Kuwait indicated that while more specialized equipment may have
been available, the only protective equipment that was used included Nomex fire
retardant suits and hard hats. Fire-fighters did not, as general practice, wear “chemical”
suits nor did they use self-contained breathing apparatus because of its tendency to
obstruct the wearer’s vision when the lenses became coated with spraying oil, soot, and
other debris from the burning wells. [We have pictures available to substantiate this.]

Page 38 - 39. Statement by Mr. Craig Stead. Mr. Stead’s comments regarding the short-
comings of the USAEHA 1994 Final Report are correct. The health risk assessment
conducted was based on data collected from May to December 1991, and did not include
an assessment of risk for troops exposed during the period of February to April 1991
when the oil fires were at their peak and the climatic/atmospheric conditions the worst.
Furthermore, and this point was not noted in Mr. Craig’s commeats, the USAEHA report
only included a risk assessment for those troops stationed or located near the sites where
the air monitoring/sampling was conducted. These limitations in the USAEHA analysis
was known at the time of publication and were noted in the report. Mr. Craig’s
comments fail to note, however, that current investigations and analyses being performed
by this organization and supported by USCHPPM (U.S. Army Center for Health
Promotion and Preventive Medicine), formerly known as USEAHA, are addressing these
issues. Ongoing analyses will predict troop exposures and associated risks, based on
accepted modeling techniques, for the entire period in which troops were in Kuwait and
Saudi Arabia. In addition the investigation will include an estimate of risk for all troops
in theater, regardless of location, and not solely those who were in the vicinity the air
monitoring sampling locations.

Page 39, para 2. The USAEHA study did not conclude, as Mr. Stead suggests, that the oil
field fires presented no health hazards to the troops. The report states: “The results of
this HRA indicate the potential for significant long-term adverse health effects for the
exposed DOD troop or civilian employee populations is minimal.” Further, the
USAEHA report did not deny the fact that short-term acute health responses (c.g.,
coughing, sneezing, vomiting, black nasal discharges, etc.) to oil fire smoke did occur.

Page 39, para 3. The report states that the U.S. Army Intelligence Agency January 1991
study (correct citation: “Kuwait: Serious Oil fire, Gas and Smoke Dangers™, Applied
Technologies Branch, Science Division, FSTC Author, AST-2660Z-148-90, January 9,
1991) refutes the findings of the USAEHA report. The Army Intelligence Agency report
discusses the physical hazards associated with exposure to oil well fires. [t speaks to the
dangers of fire. heat. explosions. shock. and poisons associated with burning and
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damaged well heads. The USAEHA report, on the other hand, addresses the health
hazards from the inhalation, ingestion, and dermal adsorption of oil fire contaminants. It
predicts expected increases in the incidence of cancer cases and hazards to the body's
internal system (e.g., heart, respiratory, kidney, etc.). The subject matter of the two
reports are different and do not warrant direct comparison. In other words, the writer is
attempting “to compare apples and oranges”.

Page 75, para 3: The report states that DoD has focused on case narratives “...to disprove
specific chemical detection incidents reported by military specialists....” DoD has
focused its efforts on determining the facts associated with reported chemical incidents.
There is no preconceived outcome of our investigation. If the facts prove or disprove the
reported incidents, then that is what DoD reports. In addition, it is the Committee’s
report that has failed to account for all the information developed in the case narratives
and has even ignored letters from service members sent to the Committee when the
letters present new information that does not fit the bias of the Committee.

Page 87, para 4:. Report cites as proof of chemical weapons in Kuwait UNSCOM
testimony of the movement of chemical weapons to Khamisiyah. However, Khamisiyah
is not in Kuwait. In fact, UNSCOM reports that chemical weapons (122/155 mm) never
went south of Khamisiyah which implies that they were not in the Marine section.

Page 87, para 3: Report correctly reports GySgt Grass’s report of Fox chemical alerts.
There is nothing in GySgt Grass’ testimony that he “added any doubt he may have had as
to the accuracy of the readings was eradicated when he noticed the international symbol
for poison - the skull and crossbones - emblazoned on yellow tape, boxes of ammunition,
and posted signs.” In fact, his testimony is that he saw yellow tape with skull and
crossbones but, he never claimed to have linked the tape to “the international symbol for
poison.” he never stated that the skull and crossbones were on the boxes of ammunition,
only on the yellow tape, and he never doubted the accuracy of his readings.

Page 88, para 4-6: Mr Tuite claims that the 19 January, 1991, bombings resulted in
widespread exposure to U.S. Troops to chemical warfare agents. The possibility of a
chemical detection on 19 January, 1991, is addressed in OSAGWTI's Czech-French case
narrative (not yet released). We are aware of no “widespread exposure” because only one
U.S. unit was at Hafir Al Batin, where the detection was reported. The detection was for
a very low level of chemical for a very short period of time. There was nevera U.S.
confirmation with an M256 kit or any other detection. Additionally, OSAGWI is
investigating and will model the plumes resulting from the coalition bombing campaign,
including bombings on 19 January, 1991.

Page 93, para 8: Report states that “oxidized particles [of DU] are ... absorbed through
the skin.” DU is not absorbed through the skin. It must be ingested or enter as a result of
a wound.
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Page 129 last para - Page 130 first para: The proposals in the committee’s report would
provide a means for anyone to establish, and thereby automatically validate, his/her own
medical record of treatment and of vaccines received exclusive of any subsequent
documentation. Once established the veteran could then file for compensation citing as
proof the very records that he/she established. Medical records are never created de novo
several years after the fact.
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THE ASSISTANT SECRETARY OF DEFENSE

WASHINGTON. D. C. 203011200

du o 198)

NCALT™ AFFAIRS

Mr. Henry L. Hinton, Jr.

Assistant Comptroller General

National Security and Intemational Affairs Division
U.S. General Accounting Office

Washington, DC 20548

Dear Mr. Hinton:

This is the Department of Defense (DoD) response to the General Accounting Office
(GAO) draft report, “GULF WAR ILLNESS(sic): Improved Monitoring of Clinical Progress and
Re-examination of R ch Emphasis Needed,” dated May 19, 1997 (GAO Code 713002), OSD
Case 1364. The DoD only partially concurs with the draft report. While the thrust of some of
the recommendations has menit, the report suggests some misunderstanding of both DoD clinical
and research programs and the role thesc programs play in understanding Gulf War veterans’
illnesses. More importantly, the recommendations do not fuily take into account the complex set
of health outcomes related to the Gulf War and fail to recognize the significant accomplishments
of the Department as noted by the Institute of Medicine and Presidential Advisory Committee.

Preceding this GAO report, there have been several independent assessments of Gulf War
veterans' illnesses and the DoD and VA research and clinical programs. The Institute of
Medicine, in independent reviews, concluded that: “The DoD has made conscientious efforts to
build consistency and quality assurance into this program at the many medical treatment facilities
and regional medical centers across the country. This nationwide effort was implemented
relatively quickly. The committee commends the DoD for its efforts to provide high-quality
medical care in the Comprehensive Clinical Evaluation Program (CCEP) and the success it has
achieved to date in developing the infrastructure necessary to efficiently contact, schedule, refer
and track thousands of patients through the system.” *'...Signs and symptoms without diagnosis
or apparent cause are found in every medical practice; clinical medicine i is, neither perfect nor all-
knowing. Although physicians may [ail to provide a medical reason for some of these signs and
symptoms, the ilinesses and related disability have to be addressed as well as possible,
independent of efforts to understand causes. All of us in the health care and public health ficlds
are committed (0 using the scientific study methods available to us in an attempt to understand
and better explain what is presently known. Only in this way can we make progress in defining,
preventing and treating disease.”

Appointed by President Clinton, the Presidential Advisory Committee on Gulf War
Veterans' Iilnesses concluded that: *...the govemment is...providing appropriate medical care to
Gulf War veterans and has initisted research in the areas most likely to illuminate the causes of
their illnesses.” “...for the most part, the govemment has acted in good faith to address veterans’
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health concems.” *...the government's current research portfolio on Gulf War veterans® illnesses
is appropriately weighted toward epidemiologic studies and studies on stress-relsted disorders
that are more likely to improve our understanding of Gulf War veterans' ilinesses. For the most
part, the government’s prioritization process has worked.”

This report differs from these independently derived findings, upon which much of the
DoD and VA research and clinical programs are based, without having carried out the level of
careful and thoughtful assessments carried out by the Institute of Medicine Committees and the

The detailed DoD comments on the GAO recommendations are provided in the
enclosure. The DoD sppreciates the opportunity to comment on the GAO draft report.

Edward D. Martin, M.E.
Acting Assistant Secretary of Defense

Enclosure:
As stated
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GAO DRAFT REPORT - DATED MAY 19, 1997
OSD CASE 1364, GAO CODE 713002

“GULF WAR ILLNESS(sic): IMPROVED MONITORING OF CLINICAL
PROGRESS AND RE-EXAMINATION OF RESEARCH EMPHASIS NEEDED"

DEPARTMENT OF DEFENSE COMMENTS ON
THE GAO RECOMMENDATIONS

RECOMMENDATION 1: The GAO believes that efforts to monitor-Gulf War veterans’
clinical status are necessary to provide direction to the research agenda and to ensure that
veterans are receiving appropriate and effective treatments. Moreover, the Institute of
Medicine and at least one veterans’ service organization have also highlighted the
importance of monitoring the progress of Gulf War veterans. We agree with these
organizations and recommend that the Secretaries of Defense and Veterans A ffairs
develop and implement plans to monitor the clinical progress of veterans who have
participated in their postwar examination programs. (p.!3 / GAO Draft Report)

DoD RESPONSE: Partially concur. The DoD established the Comprehensive Clinical
Evaluation Program (CCEP) as a clinical rather than a research program to provide heaith
care to veterans who may be experiencing health problems possibly related to their
service in the Persian Gulf. The CCEP process has been reviewed by a series of
nationally recognized expert panels including the Presidential Advisory Committee and
groups from the Division of Health Promotion and Disease Prevention - Institute of
Medicine (IOM). Each of the panels included distinguished clinicians, scientists, and
scholars across multiple disciplines. The IOM committees specifically commended the
DoD for “its efforts to provide high quality medical care and success in developing the
infrastructure necessary to efficiently contact, schedule, refer and track thousands of
patients through the system.” The IOM further concluded that there is “no clinical
evidence in the CCEP for a previously unknown illness among Persian Guif veterans.” In
addition to the IOM Committees, the Final Report of the Presidential Advisory
Committee on Gulf War Veterans’ illnesses noted, “The committee agrees with the
IOM’s conclusion that the clinical evaluation programs of the DoD and VA are excellent
for the diagnosis and care of Guif War veterans’ ilinesses.” Therefore, the Department
continues to operate the CCEP and to actively collaborate with VA to share information
and to plan accordingly.

In keeping with the spirit of the GAO recommendation, in November 1996, the
DoD requested a draft feasibility proposal to evaluate the current health status of CCEP
participants. The proposal shall specifically address measures of health outcomes of
CCEP participants. A proposal has been received and is currently being reviewed. Our
goal is to find health outcome measures that can reflect current heaith status of Gulf War
vetmeompandwithGulthmvamundotheuppmpﬁuempcﬁmqom
Somie of the outcome messures may include sctive duty attrition rates, hospitalizations,

Enclosure
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ambulatory visits, medical and physical evaluation board rates, promotion rates, and
mortality rates.

Relative to the Gulf War, significant information is known regarding the nature of
veterans’ ilinesses. In April 1994, a non-Federal, independent panel of experts sponsored
by the National Institutes of Health concluded that veterans appeared to be “‘experiencing
no single disease or syndrome, but rather multiple ilinesses with various overlapping
symptoms and causes.” This conclusion is consistent with the subsequent clinical
experience of the DoD in providing systematic clinical examinations to veterans through
the Comprehensive Clinical Evaluation Program (Mil Med 1997; 162(3):149-155). Over
90,000 Gulf War veterans, approximately 13 percent of the deployed force, have elected
to participate in the medical programs conducted by the Departments of Defense and
Veterans Affairs.

The Department embraces the contemporary approaches to utilization
management, quality management, and risk management found in civilian health care and
applies these approaches to all DoD beneficiaries including Gulf War veterans. Such an
approach provides a more than adequate mechanism for the oversight of care provided.
Whatever uncertainties may exist about the causes of Gulf War vcterans illnesses,
veterans are receiving appropriate and effective treatment according to standards
currently in place for all patients within the DoD medical treatment facilities. The vast
majority of CCEP participants have the types of diagnoses commonly scen in military
and civilian primary care settings. Indeed, as in any clinical setting, the treatment of
veterans in the CCEP has been according to their clinical presentation as is typical of
medical practice. Finally, the fact that CCEP participants have multiple diagnoses and
may see muitiple providers is consistent with the experience of other health care
bencficianes. Gulf War veterans have been treated according to the same high standards
of care provided to all beneficiaries within the Military Health Services System.

Nonctheless, many conditions such as chronic fatigue syndrome or depression arc
chronic and do not lend themselves to time-limited resolution. Civilian as well as
military patients suffering from these conditions may have symptoms that persist for
years. It should be noted that the DoD provides intensive follow-up to those individuals
from the CCEP who require care beyond the CCEP evaluation. Specifically, at the
Walter Reed Army Medical Center’s Specialized Care Program, follow-up occurs at the
3, 6,9, and 12 month intervals upon completion of the program.

All military personnel are afforded high quality comprehensive heaith care and
follow-up in the Military Health Services System. This system of care and follow-up
ensures that quality care, based on the best available medical services, is provided. The
DoD has an established policy for the consolidation and expansion of centralized
databases which will assess health outcomes, health care utilization pattemns, and both
ambulatory visits and in-patieat trends. Furthermore, DoD is constructing an automated
information system to monitor any medical consequence and other health-related events
within individuals before, during, and after a deployment. This system will ensure
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targeted prevention and control programs for those at greatest risk of deployment-related
injuries or illnesses in future deployments.

The underlying theme of the GAO Report appears to be that there is a single or a
few large scale Gulf War-related illnesses for which there are specific correct treatments.
That conclusion is contrary to scientific evidence to date and the conclusions of at least

three independent, expert scientific panels.

RECOMMENDATION 2: The GAO recommended that the Secretary of Defense, in
conjunction with the Secretary of Veterans Affairs, give greater priority to research on
treatment for ill veterans and on low-level exposures to chemicals and their interactive
effects and less priority to further epidemiological studies. (p. 13-14 / Draft GAO Repont)

DoD RESPONSE: Partially concur. This recommendation appears to be inconsistent
with basic clinical and research principles. Research for effective treatment(s) or clinical
trials almost always follows rather than precedes the identification of illness and
epidemiological studies. Clinical and epidemiologic studies in the current research
portfolio have provided and shall continue to provide appropriate information for further
research that shail benefit the population in question. The Medical Follow-up Agency of
the IOM said specifically on page 25 of their final report, “Even when considering the
difficulties and cautions in interpreting research ag described above, the committee
believes that there is a sound basis for epidemiologic studies....”” The GAO fails to
acknowledge that research results thus far have provided accurate and conclusive results
regarding causes of mortality (JAMA 1996; 275 and NEJM 1996; 335), rates and causes
for hospitalizations (NEJM 1996; 335), rates and types of adverse birth outcomes (Mil
Med 1996; 161 and NEIM 1997; 336), as well as many other health outcomes. Well
designed clinical and epidemiologic studies that compare specific health outcomes within
distinct groups of individuals with appropriate comparison or control groups are
extremely important and remain a valid approach to better understanding Gulf War health
issues. These studies do not lose their importance if validated exposure data are difficuit
to obtain. The findings from these studies can help identify areas for future research.

In keeping with the GAO recommendation, however, DoD and VA are committed
to better understanding the possible health effects of exposure to sub-clinical levels of
chemical warfare agents and other environmental hazards. As of December 1996, more
than $15 million was allocated in the area of subclinical exposures to chemical warfare
nerve agents and health effects from other hazsrdous exposures including possible
interactive effects. As with all Persian Gulf-related health research managed by DoD,
scientific proposals are formally solicited by an announcement in the Commerce Business
Daily. All proposals are then anonymously peer-reviewed by experienced panels of
independent experts and rated for scientific merit.. The Research Working Group of the
Persian Guif Veterans’ Coordinating Board then selects the best proposals based on
scientific merit and program relevance, ensuring a balanced research portfolio across
multiple fronts. We do agree that research into environmental factors is critical. Our
current research effort for 1997 includes $10 million extramural research targeted at

3



180

possible health cffects of exposure to chemical warfare agents or other toxins, as well as
combinations of inoculations and investigational new drugs. An additional $5 million of
joint DoD and VA research money is committed to study stress, somatization disorders
and possible health effects of exposure to subclinical chemical warfare agents.

Throughout this report, GAO has criticized the findings and recommendations of
a committee of nationally recognized experts, called together by the President of the
United States, to better understand the health issues of Gulf' War veterans. While it
would be inappropriate for the Department to comment on the GAO findings related to
the Presidential Advisory Committee, we are surprised that several key Presidential
Advisory Committee findings were dismissed since this expert panel conducted an
extensive, 18-month investigation that included multiple field hearings.

RECOMMENDATION 3: The GAO recommended that the Secretaries of Defense and
Veterans AfTairs refine the correct approaches of the clinical and research programs for
diagnosis of post-traumatic stress disorder consistent with suggestions recently made by
the Institute of Medicine. (p. 14/ GAO Draft Report)

DoD RESPONSE: Partially concur. Both organizations have aiready designed and
initiated clinical and research programs to better understand Post-Traumatic Stress
Disorder (PTSD), as well as other stress-related health outcomes. Multiple expert panels
including the Defense Scicnce Board, National Institutes of Health Consensus Panel, two
IOM panels and the Presidential Advisory Commitiee have all recognized that stress is an
important contributing factor to the broad range of illnesses, including PTSD, being
reported by Gulf War veterans. Rceplicated studics have shown an association between
stress and PTSD and other conditions in both clinical and population studies. Given the
clinical naturc of the CCEP, it is not surprising that approximately 5% of CCEP
panticipants have a diagnosis of PTSD and that this observation is higher than that
reported in population based studics. In 1997, DoD and VA will publish a solicitation
and commit at least $5 million for beth basic and applied stress-related research.
Fiirthermore, DoD and VA have nationally recognized experts at medical referral centers
to assist clinicians in the diagnoscs and treatments related to PTSD.

The CCEP uscs state-of-the-art instruments for the diagnosis of Post-Traumatic
Stress Disorder and other psychological conditions. The Clinician-Administered PTSD
Scale (CAPS) is the structurcd interview used to assess for the presence and severity of
PTSD. Empirical research has shown that the CAPS is a valid and reliable instrument for
this purpose and is the instrument of choice among scientists studying individuals with
PTSD. The Structured Clinical Interview derived from the Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition (DSM-IV) is used extensively in psychiatric
research to measure psychological conditions. It was selected for use in CCEP because it
provides the most accurate, comprehensive, and reproducible diagnostic assessment for
psychological conditions currently available. These measures are used for ali CCEP
patients warranting the phase Il multispecialty assessment. Patients referred for
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psychological assessment undergo similarly extensive and validated neuropsychological
and psychological testing.
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OFFICE OF THE SECRETARY OF DEFENSE

1000 DEFENSE PENTAGON
WASHINGTON, DC 30301-1000

17 Jun wmp

National Security and International Affairs Division
U.S. General Accounting Office
Washington, D.C. 20548

Dear Mr. Hinton:

demﬂmﬁmmﬁmmmwmmmmwaAO'supm“MWt
1liness -- Improved Monitoring and Re-examinstion of Research Emphasis Needed”, beyond that
provided in our June Sth letter. (See attachment.) Our intention in providing this input is to assist
GAOmwo&mu&auallycomﬂmdmeanoﬂfwdqu However, its value,
especially to Guif War is heavily dependent upon being factually correct and drawing

. wppombleemﬂumﬁomdnul‘m ltuddedvdueushecwlydepmdemuponthememm
which it builds upon and rises above the foundation laid by many preceding efforts. As for the
current draft, unfortunately, very little is new.

Virtually all of these facts and conclusions, in the draft we have for review, have been surfaced
before by efforts inside and outside the government. We understand well the shortcomings of the
past. We have owned up to them on many occasions. But most importantly, we have taken the
lessons learned and applied them both to caring for our Gulf War veterans and protecting our
troops in the future.

Over the past several years, much work has been done to ensure that we take care of our Gulf
War veterans, understand Gulf War ilinesses and their causes, and protect our troops during
future deployments. Many parties have played a constructive role in that effort, including
Departments of Defense (DoD), Veterans Affairs (VA) and Health and Human Services, the
Institute of Medicine (IOM) and the Presidential Advisory Committee (PAC). While much more
remains to be done, much more of this muktiagency effort needs to be recognized by the GAO.

With respect to the factual basis for the GAO study and the subsequent conclusions, we want to

make several points.

o Since the beginning of the VA and DoD clinical programs, we have had in place systems to
ensure that quality care, using the best svailable medical science, is being provided to our Guif
War veterans. What we sre adding, as we advised the PAC some time ago, is a strategy to
look at a sample of our patients and their progress over time.

o Both epidemiological studies and studies on potential causes need to be pursued aggressively.
TheGAOMymmlkalymlhnhednﬁmhymmym'thulfWu
epidemiological duces their imp and continuing contribution.

i a SEE——
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e Working through the Persian Gulf Veterans Coordinating Board, the thres Departments have
had a coherent research plan, reviewed positively by the PAC and IOM and shared with the
Congress, for quite some time. The GAO study fails to recognize that fact.

o In GAO's criticisms of “government conclusions”, GAO discounts the considerable work
done by the PAC and by the three Departments and overstates the extent to which the
government has arrived at “conclusions.” As we have stated on many occasions, our work on
determining the causes of Gulf War veterans ilinesses continues.

Even in the title of the report, there is no recognition of progress or commitments alresdy made.

Again, focusing on the past and failing to ack ledge the progress made does not
serve well either the Congress or Guif War veterans. We hope you will make the changes

necessary for a report that is to serve well the Congress and our Guif War veterans and their
families.

Sincerely,
I AR X

Edward D. Martin, M.D. Bernard D. Rostker, Ph.D.

Acting Assistant S y of Defe Special Assistant for Gulf War Ilinesses
(Health Affairs)

Enclosure

As Stated
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United States General Accounting Office

Testimony

Before the Committee on Veterans Affairs, House of
Representatives

GULF WAR ILLNESSES

Research, Clinical Monitoring,
and Medical Surveillance

Statement of Donna Heivilin, Director of Planning and
Reporting, National Security and Intemational Affairs Division

GAO/T-NSIAD-98-88
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Mr. Chairman and Members of the Committee:

I am pleased to be here today to discuss two recent GAO reports
that responded to congressional mandates! regarding health care
issues of military personnel deployed for military operations
overseas. In the first, we reported on the government's clinical
care and medical research programs relating to illnesses suffered
by Gulf War veterans.? For the second, we assessed the medical
surveillance’ of military personnel in Bosnia.* Based on these two

reports, I will discuss four issues:

-- the adequacy of the mechanisms used by the Department of
Defense (DOD) and Veterans Affairs (VA) to monitor the
quality, appropriateness, and effectiveness of Gulf war
veterans' care and to follow up on their clinical progress
over time;

-- the government's research strategy for studying Gulf war
veterans' illnesses and the methodological problems posed in

its studies;

INational Defense Authorization Act for Fiscal Year 1997 (P.L. 104-
201, sec. 744, Sept. 23, 1996).

i i (GAO/NSIAD-97-163,
June 23, 1997).

‘Medical surveillance involves the regular or repeated collection,
analysis, and dissemination of uniform health information.

[} i ' : n
but Mixed Results in Bosnia (GAO/NS%-N—HS, May 13, 1997).

1
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-- the consistency of key official conclusions with available
data on the causes of Gulf War veterans' illnesses; and

-- the extent to which DOD's efforts for Operation Joint Endeavor
in Bosnia were successful in overcoming the medical

surveillance problems encountered during the Gulf War.

We are currently working on several related studies requested by
other congressional committees. For example, we are looking at the
incidence of tumors among Gulf War veterans; the possible presence
of antibodies for synthetic squalene® in blood samples of Gulf War
veterans; the processes, methods, and criteria used by the Persian
Gulf Veteran's Coordinating Board (PGVCB) ,* DOD, and VA to approve
or disapprove research protocols; and the extent to which ongoing
research can provide information on what caused Gulf War veterans'
illnesses. We will be happy to share the results of this work with

you once it is completed.

I will first summarize our findings on the four issues and then
provide detailed information on them. In our report on Gulf War

veterans®' illnesses, we noted that while DOD and VA had provided

SSqualene is an acyclic hydrocarbon that is widely distributed in
nature but is unhealthful to humans in synthetic form.

“The PGVCB, which comprises the Secretaries of Defense, Veterans
Affairs, and Health and Human Services, was charged with
coordinating the federal response to Gulf War veterans' illnesses.
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care to eligible Gulf War veterans, they had no system for
following up on their health to determine the effectiveness of
their care after initial treatment. Also, because of
methodological problems and incomplete medical records on the
veterans, research has not come close to providing conclusive
answers on the causes of the illmesses. Given the data needed
versus what. is available, which is primarily anecdotal, it will be
very difficult, if not impossible, to determine the causes of the
illnesses. Finally, the support for some official conclusions
regarding stress, leishmaniasis (a parasitic infection), and
exposure to chemical agents was weak or subject to other

interpretations.

Regarding our report on the medical surveillance of servicemembers
deployed in Bosnia, while we found that DOD had improved its
capability to monitor and assess the effects of deployments on
servicemembers' health since the Gulf War, certain problems
remained: the database containing deployment information was
inaccurate, not all troops received postdeployment medical
assessments, and many of the medical records we reviewed were

incomplete.

After I have provided details on the findings of our reports, I
will discuss our reports’' recommendations, the relevant agencies'

comments on them, and our evaluation of those comments.
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BACKGROUND

Before providing you details on the results of our work, let me
briefly provide some background information. During service
associated with the Gulf War, many of the approximately 700,000
veterans might have been exposed to a variety of potentially
hazardous substances. These substances include compounds used to
decontaminate equipment and protect it against chemical agents,
pesticides, vaccines, and drugs to protect against chemical warfare
agents (for example, pyridostigmine bromide). Following the
postwar demolition of Iraqgi ammunition facilities, some veterans

might also have been exposed to the nerve agent sarin.

Over 100,000 of the approximately 700,000 Gulf War veterans have
participated in DOD and VA health examination programs established
between 1992 and 1994. Of those veterans examined by DOD and VA,
nearly 90 percent have reported a wide array of health complaints
and disabling conditions, including fatigue, muscle and joint pain,
gastrointestinal complaints, headaches, depression, neurologic and
neurocognitive impairments, memory loss, shortness of breath, and
sleep disturbances. Some of the veterans fear that they are
suffering from chronic disabling conditions because of exposure
during the war to substances with known or suspected health

effects.
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In 1992, VA established a program through which Gulf war veterans
could receive medical examinations and diagnostic services.
Participants received a regular physical examination with basic
laboratory tests. 1In 1994, VA established a standardized
examination to obtain infofmation about exposures and symptoms
related to diseases endemic to the Gulf region and to order
specific tests to detect the "biochemical fingerprints® of certain
diseases. If a diagnosis was not apparent, veterans could receive
up to 22 additional tests and additional specialty consultations.
In addition, if the illness defied diagnosis, the veterans could be

referred to one of four VA Persian Gulf referral centers.

in 1994, DOD initiated its Comprehensive Clinical Evaluation
Program, through which it used a clinical protocol and provided

diagnostic services similar to those of the VA program.

In examining the causes of Gulf War veterans' illnesses, the
Presidential Advisory Committee on Gulf War Veterans' Illnesses and
the Institute of Medicine confirmed the need for effective medical
surveillance capabilities. They found that research efforts to
determine the causes of the veterans' illnesses were hampered by
incomplete data on (1) the names and locations of deployed
personnel, (2) the exposure of personnel to environmental health
hazards, (3) changes in the health status of personnel while
deployed, and (4) immunizations and other health services for

personnel while deployed.
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Subsequently, in May 1997, we reviewed the actions DOD had taken
since the Gulf War to improve its medical surveillance
capabilities. Specifically, we determined what medical
surveillance procedures DOD had used in Operation Joint Endeavor,
which was conducted in the countries of Bosnia-Herzegovina,

Croatia, and Hungary, and whether DOD had corrected the problems

that surfaced during the Gulf War.

DOD and VA officials claimed that regardless of the cause of Gulf
War veterans' illnesses, the veterans had received appropriate and
effective symptomatic treatment. Both agencies tried to measure or
ensure the quality of veterans' initial examinations by training
health care specialists and maintaining standards for physicians'
qualifications. However, these mechanisms did not ensure a given
level of effectiveness for the care provided or help to identify

the most effective treatments.’

Beyond the initial examination, neither DOD nor VA had mechanisms
for monitoring the quality, appropriateness, or effectiveness of
these veterans' care or clinical progress, and they had no plans to

establish such mechanisms. VA officials told us that they regarded

"See z

Pexsian Gulf Veterans (GAO/T-HEHS-97-158, June 19, 1997).
6
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monitoring the clinical progress of registry participants as a
separate research project, and officials from DOD's Clinical Care

and Evaluation Program made similar comments.

We noted that such monitoring was important because (1) undiagnosed
conditions were not uncommon among ill veterans, (2) treatment for
veterans with undiagnosed conditions was based on their symptoms,
{3) veterans with undiagnosed conditions or multiple diagnoses
might see multiple providers, (4) follow-up could provide a better
understanding of the clinical progression of the illnesses over
time, and (5) the success or failure of physicians' treatments of
Gulf War veterans could be identified. Without follow-up of their
treatment, DOD and VA cannot say whether these ill veterans are any

better or worse today than when they were first examined.

MOST OF THE FEDERALLY FUNDED RESEARCH WAS ONGOING.
AND SOME HYPOTHESES WERE NOT INITIALLY PURSUED

Federal research on Gulf War veterans' illnesses and factors that
might have caused their problems was not pursued proactively.
Although these veterans' health problems began surfacing in the
early 1990s, the vast majority of research was not initiated until
1994 or later, and much of that responded to legislative
requirements or external reviewers' recommendations. This 3-year
delay complicated the researchers' tasks and limited the amount of

completed research available. Of the 91 studies receiving federal
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funding, over 70 had not been completed at the time of our review.

The results of some studies will not be available until after 2000.

While research on exposure to stress was emphasized in earlier
studies, research on low-level chemical exposure was not pursued
until legislated in 1996. The failure to fund such research could
not be traced to an absence of proposals. According to DOD
officials, three recently funded proposals on low-level chemical
exposure had previously been denied funds because, at the time, DOD
did not believe that U.S. troops had been exposed to chemical

warfare agents.

We found that additional hypotheses were pursued in the private
sector. A substantial body of this research suggests that low-
level exposure to chemical warfare agents or chemically related
compounds, such as certain pesticides, is associated with delayed
or long-term health effects. For example, animal experiments,
studies of accidental human exposures, and epidemiological studies
of humans offer evidence that low-level exposures to certain
organocphosphorus compounds,® including sarin nerve agents to which
some of our troops may have been exposed, can cause delayed,

chronic neurotoxic effects.

*Organophosphates are used in many pesticides and chemical warfare
agents, and sarin has been used as a chemical warfare agent since
World War II, most recently during the Iran-Iraq war and by
terrorists in Japan.
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It was suggested that the ill-defined symptoms experienced by Gulf
War veterans might be due in part to organophosphate-induced
delayed neurotoxicity. This hypothesis was tested in a privately
supported epidemiological study of Gulf War veterans.’ The study
clarified the patterns among veterans' symptoms through the use of
statistical factor analyses and demonstrated that vague symptoms of
the ill veterans were associated with brain and nerve damage
compatible with the known chronic effects of exposures to low
levels of organophosphates. It further linked the veterans'
illnesses to exposure to combinations of chemicals., including nerve

agents, insect repellents, and pyridostigmine bromide tablets.

Toxicological research indicates that pyridostigmine bromide, which
Gulf War veterans took to protect themselves against the immediate,
life-threatening effects of nerve agents, may alter the metabolism
of organophosphates in ways that activate their delayed, chronic
effects on the brain. Moreover, exposure to combinations of
organophosphates and related chemicals like pyridostigmine bromide
has been shown in animal studies to be far more likely to cause

morbidity and mortality than any of the chemicals acting alone.

Aside from the hypotheses being emphasized in the research being
done, we found that the bulk of ongoing federal research on Gulf

War veterans' illnesses was focused on the epidemiological study of

This research, conducted at the University of Texas Southwestern
Medical Center, has been supported in part by funding from the
Perot Foundation.
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the prevalence and cause of the illnesses. It is important to note
that to conduct such studies, investigators must adhere to basic,

generally accepted principles.

First, investigators must specify diagnostic criteria to (1)
reliably determine who has the disease or condition being studied
and who does not and (2) select appropriate controls (people who do
not have the digsease or condition). Second, they must have valid
and reliable methods of collecting and relating data on past
exposure(s) of those in the study to possible factors that may have
caused the symptoms. The need for accurate, dose-specific exposure
information is particularly critical when low-level or intermittent
exposure to drugs, chemicals, or air pollutants is possible. It is
important not only to assess the presence or absence of exposure

but also to characterize the intensity and duration of exposure.

The epidemiological federal research we examined had two
methodological problems: the lack of a case definition (that is, a
reliable way to identify individuals with a specific disease) and
the absence of accurate exposure data. Without valid and reliable
data on exposures and the multiplicity of agents to which the
veterans were exposed, researchers will likely continue to find it
difficult to detect relatively subtle effects and to eliminate
alternative explanations for Gulf War veterans' illnesses.
Prevalence data can be useful, but it requires careful

interpretation in the absence of better information on the factors

10
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to which veterans were exposed. While multiple federally funded
studies on the role of stress in the veterans' illnesses have been
done, basic toxicological questions regarding the substances to

which they were exposed remain unanswered.

The ongoing epidemiological research cannot provide precise,
accurate, and conclusive answers regarding the causes of veterans'
illnesses because of these methodological problems as well as the

following:

-- Researchers have found it extremely difficult to gather
information about exposures to such things as oil-well fire

smoke and insects carrying infection.

-- Medical records of the use of pyridostigmine bromide tablets
and vaccinations to protect against chemical/biological

warfare exposures were inadequate.

-- Gulf War veterans were typically exposed to a wide array of
agents, making it difficult to isolate and characterize the
effects of individual agents or to study their combined

effects.

-- Most of the epidemiological studies on Gulf War veterans'
illnesses have relied only on self-reports for measuring most

of the agents to which veterans might have been exposed.

11
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-- The information gathered from Gulf War veterans years after
the war may be inaccurate or biased. There is often no
straightforward way to test the validity of self-reported
exposure information, making it impossible to separate bias in
recalled information from actual differences in the frequency
of exposures. As a result, findings from these studies may be

spurious or equivocal.

-—- Classifying the symptoms and identifying veterans' illnesses
have been difficult. From the outset, the symptoms reported
have been varied and difficult to classify into one or more
distinct illnesses. Moreover, several different diagnoses
might provide plausible explanations for some of the specific

health complaints. It has thus been difficult to develop a

case definition.

Six years after the war, little was conclusively known about the
causes of Gulf War veterans' illnesses. 1In the absence of official
conclusions from DOD and VA, we examined conclusions drawn in
December 1996 by the Presidential Advisory Committee on Gulf War
Veterans' Illnesses. In January 1997, DOD endorsed the Committee's
conclusions about the likelihood that exposure to 10 commonly cited

chemical agents contributed to the explained and unexplained

12
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illnesses of these veterans. We found the evidence to support
three of these conclusions to be either weak or subject to

alternative interpretations.

First, the Committee concluded that stress was likely a
contributing factor to Gulf War veterans' illnesses. While stress
can induce physical illness, the link between stress and these
veterans' physical symptoms has not been firmly established. For
example, a large-scale, federally funded study concluded that
stress and exposure to combat or its aftermath bear little
relationship to the veterans' distress. The Committee also stated
that "epidemiological studies to assess the effects of stress
invariably have found higher rates of posttraumatic stress disorder
(PTSD) in Gulf War veterans than among individuals in nondeployed

units or in the general U.S. population of the same age."

Our review indicated that the prevalence of PTSD among Gulf War
veterans might be'overestimated due to problems in the methods used
to identify it. Specifically, the studies on PTSD to which the
Committee referred did not exclude other conditioms, such as
neurological disorders that produce symptoms similar to PTSD and
can also elevate scores on key measures of PTSD. Also, the use of
broad and heterogenous groups of diagnoses (e.g., "psychological
conditions”--ranging from tension headache to major depression) in

data from DOD's clinical program might contribute to an

13
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overestimation of the extent of serious psychological illnesses

among Gulf War veterans.

Second, the Committee concluded that "it is unlikely that
infectious diseases endemic to the Gulf region are responsible for
long term health effects in Gulf War veterans, except in a small
known number of individuals." Similarly, the PGVCB concluded that
because of the small number of reported cases "the likelihood of
leishmania tropica as an important risk factor for widely reported
illness has diminished.” While this is the case for observed
symptomatic infection with the parasite, the prevalence of
asymptomatic infection is unknown. Such infection could reemerge
in cases in which the patient's immune system becomes deficient.

As the Committee noted, the infection could remain dormant up to 20
years. Because of this long latency, the infected population is
hidden, and because even clagsic forms of leishmaniasis are
difficult to recognize, we noted that leishmania should be retained
as a potential risk factor for individuals who suffer from immune

deficiency.

Third, the Committee concluded that it is unlikely that the health
effects reported by many Gulf War veterans were the result of (1)
biological or chemical warfare agents, (2) depleted uranium, (3)
oil-well fire smoke, (4) pesticides, (5) petroleum products, and
(6) pyridostigmine bromide or vaccines. However, our review of the

Committee's conclusions indicated the following:

14
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While the government found no evidence that biological weapons
were deployed during the Gulf war, the United States lacked
the capability to promptly detect biological agents, and the
effects of one agent, aflatoxin, would not be observed for

many years.

Evidence from various sources indicated that chemical agents
were present at Khamisiyah, Iraqg, and elsewhere on the
battlefield. The magnitude of exposures to chemical agents
has not been fully resolved. As we reported in June 1997, 16
of 21 sites categorized by Gulf War planners as nuclear,
biological, and chemical (NBC) facilities were destroyed.
However, the United Nations Special Commission found after the

war that not all the possible NBC targets had been identified

by U.S. planners. The Commission investigated a large number

of the facilities suspected by the U.S. authorities as being
NBC related. Regarding those the Commission had not
inspected, we determined that each was attacked by coalition

aircraft during the Gulf wWar.®

Exposure to certain pesticides can induce a delayed

neurological condition without causing immediate symptoms.

10,

97-134, June 12, 1997), p. 2.

{(GAO/NSIAD-

15
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-- Available research indicates that exposure to pyridostigmine
bromide can alter the metabolism of organophosphates in ways

that enhance chromic effects on the brain.

SUCCESS IN IMPROVING MEDICAL SURVEILLANCE WAS
MIXED FOR SERVICEMEMBERS DEPLOYED TO BOSNIA

In 1994, DOD began developing a directive and implementing
instruction to addréss the problems experienced in the medical
surveillance of Gulf War veterans. Although DOD had not issued
this guidance when Operation Joint Endeavor began, it did develop a
comprehensive medical surveillance plan in January 1996 for the
Bosnia deployment. The plan included establishing a system to
identify which servicemembers deployed to the theater, assessing
environmental health threats, monitoring diseases and nonbattle

injuries, and conducting postdeployment medical assessments.

In examining medical surveillance in Bosnia in late 1996 and early
1997, we found many remaining problegs, despite DOD's attempts to

implement its plan. These problems are as follows:

- First, DOD had not developed a system for accurately tracking
the movement of individual servicemembers In units within the
theater. Such a system is important for accurately
identifying exposures of servicemembers to health hazards

where they are located.

16
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Second, predeployment blood samples were not available for
many servicemembers who deployed to Bosnia, and of the blood
samples that were available in the repository for

servicemembers who deployed, many were quite old.

Third, many Army personnel did not receive required
postdeployment medical assessments. Moreover, when the
assessments were done, they were done much later than

required.

Fourth, the centralized database for monitoring the extent to
which required medical assessments were done was incomplete
for the 618 servicemembers whose medical records we reviewed.
More specifically, it omitted 12 percent of the in-theater
medical assessments and 52 percent of the home unit medical

assessments.

Finally, many of the medical records that we reviewed were
incomplete regarding in-theater postdeployment medical
assessments done, servicemembers' visits to battalion aid
stations for medical treatment during deployment, and
documentation of personnel being vaccinated against tick-borne

encephalitis (a health threat in the theater).

17
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METHODOLOGY

To address our first objective--the extent of DOD's clinical
follow-up and monitoring of treatment and diagnostic services--we
reviewed literature and agency documents and conducted structured
interviews with DOD and VA officials. We asked questions designed
to identify.and contrast their methods for monitoring the quality
and outcomes of their treatment and diagnostic programs and the

health of the registered veterans.

To examine PGVCB's research strategy, we conducted a systematic
review of pertinent literature and agency documents and reports.
We also interviewed representatives from PGVCB's Research Working
Group and officials from VA, DOD, and the Central Intell'igence-
Agency. We surveyed primary investigators of ongoing

epidemiological studies.

Because different methodological standards apply to various types
of research and because the overwhelming majority of federally
sponsored research is categorized as epidemjological, we limited
our survey to those responsible for ongoing epidgmiologiqal
studies. With the help of an expert epidemiological consultant, we
devised a questionnaire to assess critical elements of these
studies (including the quality of exposure measurement, specificity
of case definition, and steps to ensure adequate sample size) and

to identify specific problems that the primary investigators might

18
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have encountered in implementing their studies. We interviewed
primary investigators for 31 (72 percent) of the 43 ongoing
epidemiological studies identified by PGVCB in the November 1996
plan. We also reviewed and categorized descriptions of all 91
projects identified by April 1997, based on their apparent focus
and primary objective. Finally, to review the progress of major
ongoing research efforts, we visited the Walter Reed Army Institute
of Research, the Naval Health Research Center, and two of VA's

Environmental Hazards Research Centers.

To address the third objective, we reviewed major conclusions of
the PGVCB and the Presidential Advisory Committee on Gulf War
Veterans' Illnesses to determine the strength of evidence
supporting them. The purpose of this review was not to critique
the efforts of PGVCB or the Presidential Advisory Committee but
rather to describe the amount of knowledge about Gulf War illnesses
that had been generated by research 6 years after the war. We
reviewed these conclusions because they were the strongest
statements that we had found on these matters by any official body.
The Presidential Advisory Committee's report was significant
because the panel included a number of recognized experts who were
assisted by a large staff of scientists and attorneys. In
addition, the Committee conducted an extensive review of the
research. Thus, we believed that evaluating these conclusions
would provide important evidence about how fruitful the federal

research had been. We addressed this objective by reviewing extant
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scientific literature and by consulting experts in the fields of
epidemiology, toxicology, and medicine.

Because of the scientific and multidisciplinary nature of this
issue, we ensured that staff conducting the work had appropriate
backgrounds in the field of epidemiology. psychology, environmental
health, toxicology, engineering, weapons design, and program .
evaluation and methodology. 1In addition, we used in-house
expertise in chemical and bioloqiéal warfare and military health
care systems. Also, medical experts reviewed our work. Moreover,
we held extensive discussions with experts in academia in each of
the substantive fields relevant to this issue. Finally, we talked
to a number of the authors of the studies that we cited in our
report to ensure that we correctly interpreted their findings and

had independent experts review our draft report.

Finally, régarding our fourth objective, we interviewed key agency
officials, examined relevant infomt-ion from the DOD Deployment
Surveillance Team's database, and reviewed the medical records of
active duty servicemembers in selected Army units in Germany who
were deployed to Operation Joint Endeavor.

Our work was completed between October 1996 and April 1997 in

accordance with generally accepted government auditing standards.
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Appendix I contains a bibliography of research material referred to

in our testimony.

RECOMMENDATIONS TO DOD AND VA

Because of the numbers of veterans who have experienced illnesses
that might be related to their service during the Gulf War, we
recommended in our report that the Secretary of Defense, with the
Secretary of Veterans Affairs, (1) set up a plan for monitoring the
clinical progress of Gulf War veterans to help promote effective
treatment and better direct the regsearch agenda and (2) give
greater priority to research on effective treatment for ill
veterans and on low-level exposures to chemicals and their
interactive effects and less priority to further epidemiological

studies.

We also recommended that the Secretaries of Defense and Veterans
Affairs refine the current approaches of the clinical and research
programs for diagnosing posttraumatic stress disorder consistent
with suggestions recently made by the Institute of Medicine. The
Institute noted the need for improved documentation of screening
procedures and patient histories (including occupational and
environmental exposures) and the importance of ruling out

alternative causes of impairment.
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While DOD agreed with the thrust of our recommendations, VA
believed they “"reflected a lack of understanding of clinical
research, epidemiology., and toxicology." The Presidential Advisory
Committee disagreed with our findings, particularly that the
support for some of its conclusions was weak. Despite these
disagreements with our report, none of the comments we received
provided evidence to challenge our principal findings and

conclusions.

In response to our recommendation regarding the treatment of Gulf
War veterans, in December 1997, DOD and VA asked the Institute of
Medicine to establish a committee to assess the appropriate
methodology for monitoring the health outcomes and treatment
efficacy for Gulf War veterans. On February 2, 1998, PGVCB
informed us that it had initiated a joint program with DOD to
conduct multicenter treatment trials for fibromyalgia and chronic
fatigue syndrome in Gulf War veterans. It is anticipated that such

a protocol will begin in late 1998 or early 1999.

In response to our recommendation on research programs, as of
January 1998, according to the research working group of PGVCB, 23
studies had been added to the research portfolio, including
research on the toxicology of low-level exposures to neurotoxins
such as pyridostigmine bromide, insecticides, and chemical warfare

nerve agents, with an emphasis on interactions among them.
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In our report on the deployment and medical records for
servicemembers deployed to Bosnia, we recommended that the

Secretary of Defense direct the Assistant Secretary of Defense for

Health Affairs, along with the military services, the Joint Chiefs

of Staff, and the Unified Commands, as appropriate, to

expeditiously complete and implement a DOD-wide policy on
medical surveillance for all major deployments of U.S. forces,
using lessons learnmed during Operation Joint Endeavor and the
Gulf war:

develop procedures to ensure that medical surveillance
policies are implemented, to include emphasizing (a) the need
for unit commanders to ensure that all servicemembers receive
required medical assessments in a timely manner and (b) the
need for medical personnel to maintain complete and accurate

medical records; and

develop procedures for providing accurate and complete medical

assessment information to the centralized database.

In response to our recommendation, DOD established a new policy and

implementing guidance in August 1997 and has emphasized to field

commanders the importance of the system. The guidance mandated

medical surveillance of servicemembers before, during, and after

23



158

military deployments and specified procedures for conducting such

surveillance.

It is important toc note that GAO has not evaluated DOD's, VA's, and
the PGVCB's proposed plans regarding the treatment and research for
Gulf War veterans' illnesses. Also, while we have reviewed DOD's
new medical.surveillance guidance, we have not evaluated the
implementation of it. Nonetheless, we believe that if the guidance
is properly implemented, DOD's medical surveillance system would be

greatly enhanced.

A number of other actions--particularly legislative actions--have
taken place to help ailing Gulf War veterans. In a law sponsored
by this Committee (P.L. 105-114, sec. 209, Nov. 21, 1997), the
Secretary of Veterans Affairs is required to set up a program, by
July 1, 1998, to test new approaches to treating those veterans
suffering from undiagnosed illnesses and disabilities. Also,
recent defense authorization legislation (P.L. 105-85, Nov. 18,
1997), requires DOD and VA to (1) prepare a plan, by March 1, 1998,
for providing appropriate health care to Gulf War veterans and (2)
establish a program of clinical trials at multiple sites to assess

the effectiveness of protocols for treating the veterans.

In addition to the legislation, on October 31, 1997, the
Presidential Advisory Committee issued a special report in which it

noted that (1) VA should move quickly to incorporate Gulf wWar
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veterans into its case management system and (2) DOD should place a
higher priority on medical surveillance to ensure that the health
data problems that occurred during the Gulf War do not recur in

future military operations.

Mr. Chairman, that concludes my prepared remarks. I will be happy

to answer any questions you may have.
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STATEMENT OF
JOSEPH THOMPSON
UNDER SECRETARY FOR BENEFITS
DEPARTMENT OF VETERANS AFFAIRS
BEFORE THE
COMMITTEE ON VETERANS' AFFAIRS
HOUSE OF REPRESENTATIVES

FEBRUARY 5, 1998

Mr. Chairman and Members of the Committee:

| am pleased to be here with you today to provide a status report
on the adjudication of Gulf War veterans’ claims and to discuss the
efforts we have made to improve Gulf War programs.

On May 14, 1997, the Director of the Compensation and
Pension Service testified before the Subcommittee on Benefits on the
status of Gulf War claims. At that time we were halfway through a
readjudication of over 10,000 Gulf War cases previously considered

under the provisions of 38 CFR 3.317, governing compensation for
undiagnosed ilinesses. This initiative had been undertaken in July
1998 to ensure that less traditional types of evidence, specifically lay
evidence, had been accorded proper weight and that information
about compieted claims was being correctly entered into the Guif War
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tracking systsm maintained by the Compensation and Pension

Shortly before the May 14 hearing we had published the final
regulation implementing the Secretary’s decision to extend the
presumptive period for undiagnosed ilinesses through December 31,
2001. In our testimony, we stated that we expected a significant
number of additional grants of service connection for undiagnosed
ilinesses because of the extsnded presumptive period. As of the end
of April 1997, there were 4,435 cases requiring review. These cases
were originally coded in the Guif War tracking system as disaliowed
because of the previous 2-year presumptive period.

We also reported that the Secretary had approved VBA’s
recommendation to redistribute adjudication of Guif War claims from

four Area Processing Offices (APOs) to all regional offices.

Mr. Chairman, | would now like to bring the Committee up to

date on where we now stand with regard to Guif War claims
adjudication.

At the May 14 hearing, we were aware of serious concems that
the regional offices lacked the expertise and resources to handle
these claims efficiently and accurately. Many members of Congress
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were understandably andious that we develop procedures to assist the
regional offices and monitor their efforts and progress in adjudicating
Gulf War veterans’ claims. Let me summarize the assistance we

have provided.

On May 29, 1897, the Compensation and Pension Service
conducted a 2-hour satellite broadcast on Guif War issues for all
offices. This was followed by an in-depth training session on June 2
and 3 at the Cleveland Regional Office for representatives from all
offices. Members of the Compensation and Pension Service
subsequently participated in Gulf War issue workshops on June 3 and
4 for our Eastern Area offices, on June 4 and 5 for Central Area
offices, and during the week of June 23-27 for the Southern and
Western Areas.

After the redistribution, the Compensation and Pension Service
established a Rapid Response Team of individuals highly proficient in
Gulf War issues and rating procedures. The members of this team
are available to provide immediate answers to general or claims-
specific questions and technical support in evaluating Gulf War
disabilities. Under the leadership of the Rapid Response Team, the
Compensation and Pension Service has been conducting weekly Gulf
War conference calls. At these calis, information is provided on such
issues as how to deal with specific disabilities, the kinds of
development most useful in obtaining evidence necessary to
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adjudicate a claim, how to distinguish between symptoms and actual
diagnoses, and how to obtain complete physical examinations
addressing the unique concept of undiagnosed ilinesses. The
Compensation and Pension Service held 20 Gulf War conference
calis from June 25, 1997, through January 28, 1998. Additional calls
have been scheduled for each Wednesday through March 25, and
they will continue beyond that date uniess there is a consensus that
they have fully served their purpose.

The effectiveness of the regional offices in handling Guif War
cases is monitored not only by the Rapid Response Team, but also
through evaluation of the results of local quality reviews conducted
monthly at the regional offices. Each office is required to review a
sample of its Guif War claims as part of the local Quality Improvement
program. The focus is on the areas of examinations and
deveiopment, decision-making, and notification. Each office has
provided a monthly report of its findings to the Compensation and
Pension Service since July 8, 1997. The local Quality Improvement
review provides each station a good snapshot of the technical
accuracy of its claims processing. and identifies areas for improvement
and training. The Compensation and Pension Service shares the
cumulative findings of these local reports with all offices in periodic
special letters.

The Compensation and Pension Service also has undertaken
several comprehensive reviews of Gulf War cases to ensure that all
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required procedures and instructions are being followed by the
regional offices. The Service will begin another review of 100 cases in
-February as part of its ongoing oversight of these cases. We expect
that the review and analysis of the findings will be complete by mid-
April, and we will be happy to share them with the Committee at that
time. The Service uses the results of their own quality reviews,
together with the local Quality improvement reviews and feedback
from the Rapid Response Team, to assess the current status of Gulf
War claims processing and to determine particular areas wheve future
training would be beneficial.

Mr. Chairman, | am deeply committed to improving the technical
accuracy and processing time of compensation and pension claims
adjudication to ensure that our nation’s veterans receive the best
service possible. As one way of pursuing this, | have established a
special work group to study Compensation and Pension workload
issues. One of the key areas of their study will be accuracy of claims
adjudication. Guif War claims involving undiagnosed ilinesses are
unique, generally more difficult than others, and have their own special
requirements. Over the past three years, we have devoted a
considerable amount of {raining to develop the expertise needed to
ensure proper processing of Gulf War claims. This same degree of
commitment will continue. Furthermore, | will use the findings of the
special work group to achieve improvements in the accuracy of claims
processing in general and Guif War claims in particular.
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A major area of concem identified through our reviews of Gulf
War cases and questions from the field offices is the adequacy of
medical examination reports. Thorough medical examinations are
essential for accurate adjudication of these claims. Staff of the
Compensation and Pension Service have been working with staff of
the Under Secretary for Health to produce guidelines for conducting
examinations involving undiagnosed ilinesses. There is agreement
that physicians who conduct C&P examinations must be familiar with
the- reguiatory. requirement that existence of an undiagnosed illness is
established only when an acceptable clinical diagnosis has been ruled
out through medical history, physical examination, and laboratory
tests. The guidelines being developed will ensure that all issues are
fully addressed during examinations. A draft of the guidelines is now
under review in both VBA and VHA. Final agreement should be
reached very shortly. As a supplement to these guidelines, a joint
satellite video broadcast on Gulf War examinations for VHA and VBA
-employees will take piace in early March. The tentative date is

March 3.

At the beginning of the readjudication in July 1896, there were
10,736 cases to be reviewed, in which service connection for
undiagnosed ilinesses had been denied. As | stated earlier, 4,435
cases were later identified as requiring an additional review under the

amended regulation extending the presumptive period for
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undiagnosed ilinesses. in June 1997, following the Secretary’s
decision to redistribute Gulf War cases from the 4 APOs, 8,477 cases
were sent to the regional offices. This number included readjudication
cases, presumptive-period cases, and original end recpened claims
that had been filed by Gulf War veterans in the interim. Priority was
given to completion of the readjudication and presumptive-period
cases, and shortly after the redistribution of claims from the APOs, the
regional offices began submitting to the Compensation and Pension
Service weekly status reports on the progress they were making on
these cases. In October 1997, the Service asked the regional offices
to make every effort to complete them by December 31, 1897.
However, the Service recognized that due to the axtensive
development and overall complexities involved in these cases, some
claims would in all likelihood remain uncompleted at that date. As of
February 3, there were approximately 600 cases yet to be finalized.
The Compensation and Pension Service will be monitoring the
ﬁgbmloﬁces'mmsonﬂxesemandwillpmvidemwlha
status report each month until all cases have been completed. Let me
go on record as stating that | believe the regional offices have done
extremely well in reducing the number of review cases. | commend
them for their efforts.

Guif War Data

An issue of continuing Interest, to VA, Congress, velerans’
service organizations, and others, is “How many Guif War velerans
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are recsiving service-connectsd compensation?” Last summer, we
discovered that certain Gulf War numbers provided each month to
Congress and to others were not accurate. This information cast
doubt on all Guif War numbers that emanated from our data bases. In
response to growing concems, Deputy Secretary Gober designated
VA's Office of Policy and Planning as the focal point within the
Department for coordinating all information pertaining to the Gulf War
conflict Under that office’s guidance, the Department began to
assess and evaluate VA's Guif War date sources, determine existing
gaps in the data, end establish procedures to match electronically
disparate sets of data maintained by VBA, VHA, and DOD. The
Department remains committed to providing the most accurate and

complets data possible.

For our own part, we in VBA have been working closely with the
Office of Policy and Planning and the Defense Manpower Data Center
to identify all veterans who served in the Guif War Theater and to
ensure that those who have filed claims with VA are properly recorded
in existing information systems. We also want 0 ensure that the
indicators used to identify Gulf War veterans records in our data bases
are not removed through accident or mistake. Because our efforts are
still a “‘work in prograss,” we provide the following numbers
recognizing that each of our information systems has limitations that
may impact on accuracy.



170

These remarks being made by way of caveat, prefiminary data
from our Guif War Management information System, dated October
15, 1897, showed that we are paying compensation to 80,685
veterans who served in the Guif War Theater at some point during the
Gulf War era (which runs from August 2, 1686, through the present).
Of the 90,855 veterans receiving compensation, 74,133 served in the
Guif theater during the period of hostilities, defined as lasting through
July 31, 1991. Another 45,630 Guif War Theater veterans had
service-connected disabilities for which no compensation is being
paid. Of these 45,630 veterans, 37,253 served in theater during the
period of hostilities.

Let me also say a few words about data on Gulf War veterans
who are have service-connected disabilities due to undiagnosed
illnesses, which | know is a subject of particular interest to this
Committee. OanbasisofinfomaﬁonmmeGuHWaruad(ing
system as of January 27 of this year, 2,306 veterans have been
granted service connection for disabilities resulting from undiagnosed
ilinesses. Information from our benefits delivery network extracted on
January 15, shows 1,590 veterans have been service connected for
undiagnosed ilinesses. Because of the differences and Nmitations of
the two systems, we expect some discrepancies in the date extracted.
We are currently matching these two groups of records and reviewing
a sample of each to explain in detail the differences and correct any
errors that are not iagitimate. We will provide you an interim report on
this effort by March 15. This report will contain a timetable for
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compiete resolution of these data issues. Let me assure you, Mr.
Chairman, that in this matter as in all matters involving Gulf War data,
we are working constantly with VA's Office of Policy and Planning to
refine and improve the information we provide to ensure that it is as
accurate and complete as possible.

Mr. Chairman, this concludes my testimony. | will now be happy
to answer any questions that you and other members of the
Committee might have.
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Mr. Chairman and Members of the Committee:

We are pleased to be here today to discuss the Department of Veterans Affairs'
(VA) adjudication of veterans' claims for compensation for undiagnosed illnesses that
resulted from their service in the Persian Gulf War. As you know, in November 1994, the
Congress enacted legislation allowing VA to pay compensation benefits to veterans for
Persian Gulf-related undiagnosed illnesses. In May 1996 we reported deficiencies in VA's
processing of the nearly 8,000 undiagnosed illness claims VA had evaluated.! More
specifically, we reported that VA did not provide clear and useful information to veterans
about the types of evidence needed to support a claim. We also stated that VA did not
always provide veterans with required assistance by obtaining relevant evidence for the
claims. In response to our report and concerns raised by others, VA made the decision to
readjudicate previously denied Persian Gulf claims related to undiagnosed illness.

My comments today will focus on information we have gathered at your request on
VA's efforts to improve Persian Gulf claims processing and its effect on the readjudication
of claims previously denied. Our information is based on analyzing a statistical sample of
the approximately 11,000 undiagnosed illness claims that VA had initially denied and is
now readjudicating as well as discussions with officials at VA headquarters and regional
offices, and veterans service organizations.

In summary, VA has taken steps to help improve its processing of Persian Gulf
claims. Specifically, in July 1996, VA issued guidance to help ensure that procedures for
processing Persian Gulf claims are followed by requiring claims processors to provide
veterans with clear and useful information regarding the types of evidence that could be
used to support their claims. Such evidence includes records of medical exams and time
lost at work. The guidance also requires claims processors to properly consider these
pieces of evidence and thoroughly follow up on information that may support the claims.
Also, to help improve the timeliness of VA's actions on Persian Gulf claims, in May 1997,
VA decentralized the processing of those claims from 4 to all 58 of its regional offices and
began providing training to regional office staff on processing the claims.

Because VA only recently began some of the initiatives to help improve the
processing of Persian Gulf claims, the full impact of the initiatives is uncertain at this
time. However, our follow-up review indicates that VA, for the most part, has followed
its procedures in readjudicating the previously denied cases. For example, in all the
cases we reviewed, VA had provided veterans with a written description of the types of
evidence Persian Gulf veterans could use to support their claims. As a result of VA's

Hid el A

Iiness Claims (GAO/HEHS-96-112, May 28, 1996).
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readjudication of denied claims completed to date, VA granted benefits to about 8 percent
of the veterans whose claims were previously denied for undiagnosed conditions.
Benefits could include compensation and/or medical care.

BACKGROUND

Following the return of U.S. forces from the Persian Gulf region, some veterans
began exhibiting symptoms that could not be attributed to known clinical diagnoses. At
that time, section 1110 of title 38, U.S.C., authorized VA to compensate for disabilities
arising from disease or injury incurred or aggravated in the line of duty during military
service. However, since many of the symptoms reported by Persian Gulf veterans could
not be attributed to a known disease or injury, VA had no authority to compensate for
them.

In response to the needs and concerns of Persian Gulf veterans, the Congress
enacted the Persian Gulf War Veterans' Benefits Act (P.L. 103446, Nov. 2, 1994) to allow
VA to pay disability compensation to veterans who experienced undiagnosed illnesses.
Some examples of compensable conditions under this legislation include fatigue,
headaches, joint and muscle pains, and respiratory disorders. In order to be compensated
under this legislation, veterans must provide objective evidence of a chronic disability.
Objective evidence includes medical information such as medical records from the
military, VA, or private physicians. Objective evidence also includes nonmedical
information such as records of time lost from work and lay statements from persons such
as family members or friends who are knowledgeable about changes in the claimant's
physical appearance, physical abilities, and mental or emotional attitude. Claimants must
also prove that the undiagnosed illness is chronic-present for 6 months or longer-and
was either present during service in the Persian Guif or during the eligibility period.
Initially the eligibility period was defined as 2 years after a veteran's departure from the
Gulf. However, based on a consensus within the veteran community concerning the
adequacy of the 2-year presumptive period and the continuing medical and scientific
uncertainty about the nature and causes of these illnesses, VA extended the eligibility
period to December 31, 2001.

STATUS OF VA'S EFFORTS TO IMPROVE
PERSIAN GULF CLAIMS PROCESSING

Since our 1996 report, VA has taken a number of steps to improve its processing of
Persian Gulf claims. These steps include issuing guidance to ensure that procedures for
processing Persian Gulf claims are followed, decentralizing claims processing to all 58
regional offices to improve timeliness, and providing training on the processing of Persian
Gulf claims.

GAO/T-HEHS-98-89
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In July 1996, VA issued guidance that clarified its procedures for processing
Persian Gulf claims. For example, the guidance identified the importance of using a
standard letter for all claims involving undiagnosed illnesses of Persian Gulf veterans
informing the veterans of the types of evidence that could be used to support a claim.
The guidance also discussed the importance of nonmedical evidence, such as lay
statements, in deciding a claim and in determining the duration and severity of the illness.

In addition, the guidance discussed the importance of obtaining all evidence,
including medical and nonmedical statements. For instance, if a veteran's lay statement
describes the year the condition arose, but the month is not specified and that
information is necessary for a successful resolution of the claim, VA staff should attempt
to obtain this missing information.

With the additional readjudication workload imposed on the initial four regional
offices, VA found the operations of those offices increasingly strained. Thus, in May 1997,
VA decided to decentralize the processing of Persian Gulf claims and began redistributing
undiagnosed iliness claims from the 4 offices to VA's 58 regional offices. VA officials said
that the purpose of VA's decision to decentralize the processing of Persian Gulf claims
was to give better service to claimants, reduce the workload created by the
readjudication, and improve the timeliness of claims resolution.

While there may be advantages to the decentralization, there may also be
disadvantages. VA officials and veterans service organization representatives said that
advantages include more rating specialists being available to process the claims, a faster
VA response to inquiries, and immediate access for claimants and their veterans service
representatives to claim files and claim processors if the claim file is located at the
regional office. The officials and representatives said that the disadvantages include the
loss of expertise as a result of using staff less experienced in processing Persian Gulf
claims, an increase in average claims processing time while the new staff are trained and
become familiar with processing Persian Gulf claims, and the potential for inconsistency
because of the vastly increased number of regional offices processing the claims.

VA officials said that the redistribution of claims has resuited in an unequal
distribution of cases and backlogs in some regional offices. While some regional offices
have received few additional Persian Gulf claims, others have received over 600 claims.
For example, one regional office director said that decentralization had caused a
slowdown in all claims processing in his office.

As a part of VA's decentralization effort, in late May 1997, VA began preparing each
regional office to process undiagnosed illness claims. To accomplish this, VA developed a
variety of methods to train and assist rating specialists as they processed claims.
Specifically, shortly after the claims were redistributed, VA sponsored a satellite
broadcast to all regional offices to discuss rating issues for Persian Guif claimsa.

GAO/T-HEHS-98-89
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Following the broadcast, VA conducted a 2-day training conference to reinforce the
information provided in the broadcast. Following the conference, additional training was
provided in each VA area—eastern, central, southern, and western. Attendees from this
and the 2-day conference then trained staff in their regional offices. In addition to
classroom training, VA created a team of experts referred to as the Rapid Response Team.
The members of this team are available to respond to questions or address any Persian
Gulf issue. Moreover, VA's central office conducts weekly conference calls with regional
office staff to share information obtained through the Rapid Response Team and to
address issues or concerns. Rating specialists and adjudicators we spoke with at the
regional offices said that, generally, the training was effective and they felt comfortable as
they began processing undiagnosed illness claims. (See app. I for details about the
training and assistance provided to regional claims processors.)

VA FOLLOWS PROCEDURES IN READJUDICATING
CLAIMS AND GRANTS ADDITIONAL APPROVALS

In our 1996 report,-we fourd that VA did not adequately implement its claims
processing procedures. Specifically, VA did not always inform the veterans of the type of
evidence needed to support. undiagnosed illness claims, nor did it always attempt to
obtain all medical and nonmedical evidence identified by claimants, including lay
statements. Our analysis of a statistical sample of readjudicated claims showed that VA
has followed its processing procedures during the readjudication of undiagnosed iliness
claims.

On the basis of our analysis of readjudicated cases, we found that, for the most
part, VA provided veterans with information on the types of evidence needed to support
undiagnosed illness claims and followed up on medical and lay statements. Specificaily,
in all cases, VA provided the veteran with a written description of the types of evidence
Persian Gulf veterans could use to support their claims. And, in nearly all cases, VA
attempted to obtain all medical and nonmedical records. Table 1 shows the percentages
of cases in which VA followed its procedures in the readjudication of Persian Guif
undiagnoeed iliness claims.

GAO/T-HEHS-98-89



Claims processing procedure % of cases in which
procedure was
followed

VA provided claimant a letter describing evidence 100
to support a claim
VA tried to obtain medical records identified by 96
the claimant
VA tried to obtain nonmedical records identified 100
by the claimant

For the claims included in our sample where VA's readjudication process was
complete, we estimate that 8 percent resulted in veterans receiving benefits for
undiagnosed conditions, although previously they had been denied those benefits? These
veterans are now receiving compensation or free medical care, or both, for their
conditions. In our sample of readjudicated claims, we found that two major factors
account for about 70 percent of the denied claims. About 34 percent of the cases were
denied because physicians were able to diagnose the condition. These would then be
assessed under different compensation requirements. Another 36 percent of the cases
were denied for lack of objective medical evidence to support a claim.

CONCLUSIONS

The Congress enacted the Persian Gulf War Veterans' Benefits Act to allow VA to
pay disability compensation to veterans suffering from undiagnosed illnesses attributed to
their service in the Persian Gulf. As we reported in 1996, VA had not properly followed
its procedures to adequately inform and assist veterans in processing their claims for
Persian Gulf-related undiagnosed illnesses. In response to our report and concerns raised
by others, VA has taken steps to help improve its processing of claims for Persian Gulf
undiagnosed ilinesses. VA's issuance of clearer guidance on its processing procedures
appears to have resulted in claims processors following the procedures. In addition, to
help improve the timeliness of VA's actions on Persian Gulf claims and better serve
claimants, VA decentralized processing of Persian Gulf claims from 4 to 58 regional

*Sampling errors range from + 6 to + 16 percentage points at the 95-percent confidence level.
GAO/T-HEHS-98-89
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offices and began training claims processors in handling Persian Gulf undiagnosed iliness
claims. Becsuse VA only recently began these efforts, their impact is yet to be
determined.

Mr. Chairman, this concludes my prepared statement. | will be glad to answer any
questions you or Members of the Committee may have.

GAO/T-HEHS-98-89
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APPENDIX APPENDIX

TRAINING AND OTHER ASSISTANCE
PROVIDED TO REGIONAL CLAIMS PROCESSORS

On May 29, 1997, VA provided a satellite broadcast to its regional offices that
primarily discussed rating issues for Persian Gulf claims. VA stated that the
broadcast was the first in a series of initiatives that the Compensation and Pension
Service plans to undertake to prepare claims processors in each regional office for
processing Persian Gulf claims.

On June 2, 1997, VA conducted a 2-day training conference that expanded on the
training provided in the May broadcast. Each regional office sent one
representative (usually a hearing officer or rating specialist) to the training. The
representatives were responsible for going back to their regional offices to train
other staff that would be working on Persian Guif cases.

After the June training, additional training was provided in each VA area that
focused on using examples of actual cases to show how they should be processed.
For example, the staff from the Louisville regional office conducted trairung for
regional offices in the central area on June 4. The southern area training

was conducted by staff from the Nashville regional office for 3 days at the end of
June.

Claims processors also receive- less formal training through participation in
weekly national conference calls and interaction with the Rapid Response Team, a
team of experts created by the VA central office to address questions or issues
raised by claims processors. Every Wednesday, the VA central office holds a
conference call with all regional offices. During these calls, knowledgeable staff
members address any Persian Gulf-related issue.

(106756)

GAO/T-HEHS-98-89
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WRITTEN COMMITTEE QUESTIONS AND THEIR RESPONSES

CONGRESSMAN EVANS TO DR. BERNARD ROSTKER, SPECIAL ASSIST-
ANT T0 THE DEPUTY SECRETARY OF DEFENSE FOR GULF WAR

1. It’s fair to that the PAC’s Special Report was critical of DOD’s Invees-
er:4 chemi warfare

release of the MITRE also be-
mmmnonmmwmm nw"?l:rr“wndndin‘m’
:mstochmbdmponryh . Will you respond to these

of the material, some of the information was incorporated

into narratives. However, the chapter received by my office should be
of what went o befors, during, o after the GRuf Wer. The chapter basicaly pro.
what went on 5 , OF ar. The pre-
sents a series of tiated claims and s tionswhicgte:monlyone‘of
manypieasofmﬁomﬁonnudedwmeettheintemaﬁonallyrwﬁmdntmdaxda
for chemical incident assessments. MITRE put much weight on 1991 Manley

ine Corps
study, especially his admonition not to treat the issus categorically. Our de-
tailed case narratives are exactly the opposite of categorical; the facts associated
with each case narrative are fully explored and assessments are made on the spe-
cific facts as presented. .

Any reader of this chapter must understand that it is not a definitive treatment of
anyoftheinddenb report on. The MITRE Chapter 11, as presented, does not
bring together all available information associated with each event, as the case
narratives do, and thus, the material presented Is not by itself useful in drawing
any conclusions about the of chemical weapons on the battlefield. For ex-
ample, MITRE cites the U.S. Central Command Chemical Log reporting the discov-
eryofachemiealwupomnmlyonhbrmryzs,1991.Clearly,iftme,thisila
major event. Unfortunately, re does not tell the reader that the following
Tined, bescd s thorouch stpey of the sits oo chemied] wepoes °fﬁ°°’5:.e..' ek,
ined, on a survey site, no ical weapons were t.
Neither does MITRE mention that each member of the explosive ordnance di
unit who examined the bunkers had also testified that no chemical wea;
found. The full accounting of this incident is in the case narrative, Fox i
in an ASP/Orchard. U , this is just one example of where the in-
formation presented in Chapter 11 is incomplete and w| amngofChnpur
11 alone would result in an incomplete picture and the possible drawing of erro-
neous conclusions.

Similarly, Chapter 11 continues to speculate about the existence of chemical mines.
Without evidence, the chapter speculates the possibility that the contractors
who over 300,000 land mines from Kuwait might not have known if they
wmdeaﬁngchmiedminu.hfact,thecam i

in the US sector of Kuwait was carried out m over a three year period
and no chemical mines were found.

i

é
%

lations about puliblachemicalmnul..mymmindu of the MITRE report is con-
trolled by the Assistant to the tary of Defense (Intelligence Oversight). We
have not addressed the release of the remainder of the report.
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The assertion that DOD has established too high a threshold for concluding that ex-
posure to chemical weaponry is “Likely” is inaccurate. Since embarking on our se-
ries of investigations, we have used internationally accepted standards for determin-
ing what events constitute chemical weapons exposure. Accordingly, our investiga-
tive methodology is des?ned to provide a thorough understanding of each suspected
chemical exposure incident. By following our methodology and applying accepted
standards, we are able to appropriately weigh the often conflicting evidence that we
find and lulgport an assessment on a five point scale ranging from “Definitely” to
“Definitely Not.”

2. Several reasons have been cited for the difficulties encountered in iden-
tifying the causes of Gulf War illnesses. These have included difficulties
in knowing where service members were located within the theater, lack
of documentation such as missing/lost tapes from FOX vehicles, and the
lack of effective medical surveillance systems to track and identify serv-
ice members exposure to various health hazards.

Answer:

Gulf War illnesses are the varied group of symptoms in Gulf War veterans which
cannot be medically explained after extensive history, physical examination and lab-
oratory evaluation. ividuals comprising this cohort are about 20 percent of Gulf
War veterans who have registered in the DOD or the VA Registries. The reason(s)
for the symptoms in these individuals becomes a matter of considering all possible
theoretical causes. Knowing where each individual was located through out the de-
ployment would aid in determining if there were a location in common (place and/
orh:llztegwhirhemddthonbeevaluatedforapouibleeommonsoureeexposureto
a hazard.

The Fox chemical detection vehicles were designed to alarm if the ground sampled
indicated anything consistent with chemical agents. The design of the alarm was to
assure there were no false negatives—that is, no alarm when a chemical agent was
present at a concentration to cause medical effects. This meant that there were
many false go‘itive alarms. When Fox tapes were discarded, it meant we could not
produce evidence to validate the tapes were negative. The Fox chemical detection
vehicles did not detect at low-levels because these levels were not considered to be
a hazard to personnel and military operations.

During the deployment to the Gulf, there were medical surveillance systems in place
for monitoring food and water supplies, air quality and to monitor for biological war-
fare agents in soil, food, water and air. This sort of surveillance assures that what-
ever is sampled was okay at the time was sampled. There are no “medical surveil-
lance” badges that people can wear to record ail the health hazard exposures over
time, similar to a radiation badge an X-ray technician can wear to measure expo-
sure over time.

3. OSAGWT’s investigations involve the collection of all relevant docu-
mentation associated with Gulf War illnesses. We realize that this proc-
ess has been a massive und What level of confidenoce do you
have that you have identified all relevant documentation and that the
intelligence agencies have provided all of the relevant documentation?

i

We are still identifying and gathering all relevant documentation. The Department
has collected more than 6.4 million classified documents, more than 54,000 of which
are identified as health related and are being used in my team’s investigations. We
do not have all relevant documentation from the Air Force or the intelligence agen-
cies. We have collected the bulk of the relevant documentation from the Army, the
Navy, and the Marine Coe?o but continue to declassify smaller numbers of docu-
ments as they are identified.

4. OSAGWI has been in operation for about a year. Given the difficulties
of doi investigations six {ms after the incidents, describe the extent
to which DOD is closer to identifying the causes of Gulf War illnesses?

Answer:

40,407 QR .7
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The Special Assistant’s office has made t headway in clarifying and defining
what events did or did not occur during Gulf War. For the veterans who have
come forward with medical e:mlm:otouul, only 20 percent have medieta:ll unexglamed
illnesses. Those with medically explained illnesses are being treated. The Special
Assistant’s office has contributed to the extensive federally-funded research program
evaluating scientifically plausible causes or contributing factors. The lessons learned
%m our investigations are being applied to protect military personnel deployed
ay.

5. What are OSAGWTY’s plans to bring closure to its investigations? How can
the OSAGWI invutigl;tionl be expedited?

Answer:
As | ressed in the annual report in November, the office has a robust list of
planned and on-going activities taking us into our second . However,

year
that by the end of this year we will have completed the bulk of our investigations
into possible chemical and biological e ures and a number of significant environ-
mental hazards. The President us with leaving no stone unturned in our
inves%ifation into what happened in the Gulf and what may be making our veterans
sick. We are ing for complex and often elusive answers on a number of fronts,
but each inquig ill be complete, thoroug: and methodical. To do less would be
a disservice to the brave men and women who served in the Gulf.

This year, we will complete and publish as “interim reports” 12 additional chemical
case studies, three additional information lpapeu and updates to two previously pub-
lished case narratives. We aﬁect to complete and publish three reports each on pes-
ticides, depleted uranium the fallout from oil well fires.

We expect to complete our investigation of the Air Campaign, including a detailed
analysis of possible fallout with the same models used to estimate the fallout from
the Khamisiyah demolitions.

We will conduct an analysis of Army in-theater hospital records.

We will conduct an extensive inquiry into the possibility that Iraq used biological
warfare agents.

We will be monitoring programs in place as a result of lessons learned to date, for
example the depleted uranium training by the Services, as well as the continuing
effort to archive and declassify health related Gulf War documents.

The Institute of Defense Analyses (IDA) will complete research into low level chemi-
cal doctrine and publish several papers applicable throughout DOD.

RAND will complete and publish eight medical reviews, as well as two papers on
m ment of our medical program. Also, several medical research projects we
have been monitoring closely will report during our second year.

The S3/G3 operations officer’s conferences will be completed early this , and as
a result, we will be better able to determine the number of wmonnel who may have
been exposed to low level chemical agents at Khamisiyah. We will also incorporate
information about the location of Air Force personnel.

If our first year is any guide, additional reviews will come up during the year that
cannot be anticipated that will require our review and investigation. )

6. OSAGWDs initial emphasis was placed on invett‘ilgnti? ble inci-
dents of chemical weapons exposure. Have you identi
prove your investigative process which can used for subsequent in-
vestigations into other areas such as the use of biological weapons, envi-
ronmental factors (pesticides, oil well fires), and immunizationa?

Answer:

We are improving the investigative process in a number of diverse areas. Stpeciﬁ-
cally, we have increased productivia' and thoroufhness by taking advantage of data-
base technology and automation. We have also learned data must be shared. With
multiple cases under investigation, the need for sharing data is magnified—sharing
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leads, sharing sources, ing lessons learned, and continuous process improve-
ment. Automated information ing is critical. The value of an encompassing con-
tact database cannot be overstated. We developed our own internal procedures and
greatly improved our ability to find, track, and use data. We are also using re-
sources from other gg:mment age::::les with key expertise, including the intel-
ligence agencies, weather collection anal organizations, losive ordnance
disposal units, , and academic modeleﬁ.“ -

The most important lesson we have learned is the importance of establishing an en-
compassing method as we did in our chemical investigations. The s chem-
ical investigation ology was developed to provide a common framework for
investigations into the allegations of chemical warfare agent exposure and reports
of chemical detection during the Gulf War. It was des"#ned as a general tomplate

for each incident investigation to formalize the how we conduct our inves-
tigations and ensure that all the pertinent information is gathered and assessed.
Each investigation may deviate to suit the circums , but the foundation of the

methodology is corroboration from multiple sources—logs, records’ veterans’ inter-
views and source material, intelligence sources, and medical records.

1. Coulhd.{ou characterize the level of support you have received from the
Cen Intelligence Agency in your search for documentation concern-
ing possible incidents of exposure to chemiocal weapons ts? Do you
have any thoughts on how we can do a better job of coo intel-
ligence so it gets to the right people in conflicts in the future?

Answer:

DOD has enjoyed unprecedented access and cooperation from the CIA d the

eonductofihmvutiggtioninw Gulf War Ilinesses. On a daily basis, throumng

personal relationships formed between Dr. Rostker and the Intelligence Community,
this office has been able to cut through years of bureaucracy and look where no

“outside agency” has been permitted to look before. We hanm access

to limited distribution documents, Special Access Programs, i of Oper-

ations files in order to follow tra.ilandlead.O(i:gentioneontinuuwthisday
and has helped DOD insure that “no stone has been left unturned.”

For further information regarding improved coordination between the intelligence
community and field commanders, I refer you to the enclosed SECDEF Report on
Coordination of Access of Commanders and Deployed Units to Intelligence Collected
and Analyzed by the Intelligence Community.

8. How has OSAGWI followed thro on transmitting to DOD and the se
arate services recommendations it has made to avoid some of the
takes made d the Persian Gulf War? Are the services institutionalis-
ing recomme: ons that you have made?

Answer:
We have learned a number of lessons as a result of our operations during the Gulf

War. Those lessons learned have resulted in changes that have either been made
or recommended. These can be categorized in three groups:

Chemical and Biological Equipment—Especially Detectors and Alarms

There l;a:obeep a tnuweuf;ll egnslohdc:tlxoln)xe of the individual Tiervwe development

into a joint Chemical-Biol fense program. The program was author-
m addm):nal $1 billion overog]the next five years and duplicative program ele-
ments were removed. With the added fundg and consolidation, we can move for-
ward in the development and fielding of anced chemical-biological equipment
and incorporate refinements based on our Gulf War experiences.

Medical Force Protection
Prior to the Gulf War, medical force protection initiatives lacked inter-Service stand-
ardization. After the war, the Assistant Secre of Defense for Health Affairs and
the Joint Staff undertook a complete review of ine, policy, oversight and oper-
ational practices for medical surveillance and force medical protection. A number of
were incorporated for subsequent deployments to Rw Haiti
and Currently, joint publications are gemg rewritten to include changes in
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doctrine. Additionally, theater operations plans are being revised to include new
ﬁmmediedpmtecbonmuum.Apmhingm%wiﬂbetheimphmenta—
tion of the new Personnel Information Carrier (PIC). This dog-tag-like computer
storage device will greatly improve medical records keeping to include vaccinations,
treatment and pationt history.

Another lem being addressed is the incompatibility of individual health infor-
mation. A joint V. Executive committee is currently working to get a number
of initiatives underway. Some of the improvements being sought are: setting up

cedumﬁ)rtmmferofhealthinﬁ;matmn,ameingonaeommndilchargeﬁ
gmumng ing a computerized patient record system that can be used by both

Education Concerning the Handling of Hazardous Material
During our investigation into the potential health hazards of depleted uranium, we
discovered deficiencies in training. While technicians in nuclear-chemical-biological
specialties and fields were well informed on the dangers posed, our combat
troops or those handling contaminated equipment such as enemy tanks, did not un-
derstand how to reduce unnecessary risks.

To remedy this problem, we wrote to the chiefs of the Air Porce, Navy and Marines
on September 9, 1997, en them to “ensure that all Service

may come in contact with de umnium,emdaﬂyonthaba , are ther-
eughiytrinedin oo banle e The Joit Chiets ofSat and my office e car-
ren ensure all personnel who come in contact with de-
sletad uranium receive appropriate training on how to handle depleted uranium and
epleted uranium—contaminated mipment. We i want the

sensitize their personnel to what DU-related hazards are, and how to avoid

$
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Warren B. Rudman to chair the Speci Oversight Board on same day. We ex-
pocttoknnwmoninuarchaboutmperaﬁonoﬂhaboaﬂ. v
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Congressman Evans to Gary Christopherson, Acting Principal Deputy
Assistant Secretary for Health Affairs, Department of Defense

House Veterans® Affairs Committee
February 5, 1998
Research, Investigations, and Programs Involving Persian Gulf War Veterans' Ilinesses
Mr. Gary Christopherson
Question 1

Question: In past hearings, this Committee has heard experts repeatedly recommend that
troops should have a pre-deployment physical examination to establish a baseline for
health effect that may arise as a consequence of some exposure during deployment. If
troops are deployed soon, would the mechanisms be in place to ensure that troops could
have a pre-deployment physical? Will DOD implement this recommendation? How long
will it take?

Answer: All personnel arc assessed and determined to be physically and medically fit
prior to deployment. This includes the following: a medical threat briefing; distribution
of medical information; DNA sample collected and on file; demonstration that a pre-
deployment serum specimen is cither on file or has been drawn; HIV test within 12
months prior to deployment; immunizations as required; a physical exam if not current;
completion of a pre-deployment health questionnaire; and follow-up actions on any non-
deployable conditions. Medical persornel address any discrepancy for deployment.
Specific disqualifiers for deployment include the following: unresolved health problems
mandating light duty or requiring a category 4 profile; pregnancy; HIV seropositivity; or
dental readiness category Il or IV.
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Chairman Stump Questions for the Record
Arthur Caplan. Ph.D.
Hearing on Persian Guif Issues
February S, 1998

1. What is your view on the quality and scope of the ongoing Federal research effort, and
the process by which that research agenda is set? Did the PAC consider the concept
(which has since been advanced as a proposal) of having Congress create or designate an
agency other than the Departments of Defense and Veterans Affairs to serve as the lead
federal agency responsible for coordinating, and allocating funds for, all research into
Gulf War veterans’ illnesses? (The proponent of this view has not explained what role, if
any, the two departments would play vis a vis a research agenda which they would neither
set nor help fund.) Did the PAC, or do you, have a view on the merits of this proposal?

2. There has been criticism that the Federal research effort on Gulf war illnesses lacks a
coherent approach. Given the number of risk factors under review and the uncertainty
regarding the health effects experienced by veterans, are there comparable situations or
models to which Government should have looked in developing its research plans?
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NATIONAL ACADEMY OF SCIENCES
Institute of Medicine

Response to Post-Hearing Questions of
Chairman Bob Stamp
Veterans Affairs Committee
U.S. House of Represeatatives

Owuestions for Denald Mattison, MD

Question [: How forraidable is the scientific task IOM is about to undertake? How
complex a task is it likely to be to find independent, objective experts to address the large
number of risk factors under consideration? What difficulties, if any, do you foresee?
VA and IOM developed a contract (as had been proposed by the Presidential Advisory
Committee) without any specific statutory directive. Is the IOM satisfied with the terms
of the contract, from a scientific perspective? If so, there is no further need for legislation
on this matter to meet any scientific concern on the part of the IOM, is there?

Response to Question ]: The scientific task of reviewing, evaluating, and summarizing
exposures during the Persian Guif War and adverse health effects experienced by Persian
Gulf veterans is quite formidable. The numbers of possible exposures is large and
includes such items as depleted uranium, pesticides, chemical and biologic warfare
agents, vaccines, heat stress, solvents, paints, fuels, smoke from oil-well fires, sand, and
pyridostigmine bromide. In addition, the actual exposures and dose of exposures
experienced by Persian Gulf veterans is unknown.

Further complicating the task is that there may be little human or animal data related to
the exposures chosen for study, the hesith effects related to exposure to multiple
chemicals is largely unknown, the synergistic effects related to different chemical
exposures may be unknown, it may be difficult to extrapolate animal data to man, the
dose-response may not be linear (there may be a threshold effect related to some of the
biologic and chemical exposures), and the scientific data may not be sufficient to
determine whether or not an association exists between an exposure and an adverse health
outcome.

However, the obstacles listed above are not specific to Persian Gulf veterans’ exposures,
and those difficulties are generic problems when trying to link possible exposures to
adverse heaith outcomes. Scientists often rely on modeling and mechanistic data to
outcomes. The IOM committec will consider biologic plausibility during the upcoming
study.

Finding independent, objective experts to address the large number of risk factors under
consideration will be time consuming task. There are a number of individuals who are
well qualified to provide expertise on these topics from a scientific and medical
perspective. However, the task is complicated by the need to ensure that the experts
chosen are not DoD or VA finded, and that they have not already taken a position on the
likelihood of association between the exposures and the health outcomes under study. It
is expected that assembling the independent, expert commitice will require several
months of activity and search. Assembling such expert panels is, however, at the core of
how the IOM functions. We have a great deal of experience in this type of effort and a
large pool of leading scientists and clinicians from which to sclect voluntcers for this
project.

From a scieafific perspective, the IOM is satisfled with the teems of its proposed study

with VA. The VA was very cooperative aad receptive to IOM suggestions as the process
evolved. As you are aware, the entire project described to your commities is a three
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phase project. The current proposal between IOM and VA is for the first phase only.
While the next two phases have been generally described, it may be fruitful to reexamine
the proposed project and to make any necessary adjustments based on the findings of the
first phase. Such negotistions would be based on the scientific findings of the IOM
committee work.

Question 2: VA and DoD have reportedly asked IOM to develop a workshop to examine
how they might do research on treatment outcomes. When would that workshop take
place?

Response to Question 2: The Department of Veterans Affairs and the Department of
Defense have asked the IOM to establish a committee for the purpose of developing a
research design and methods that could be used to measure the health of Persian Gulf
veterans. The committee will explore the feasibility, given existing databases, of
conducting research on treatment outcomes, health outcomes and health status.

During the 18 month study period the commitiee plans to meet 5 times, one meeting of
which will include a workshop. It is likely that the workshop will be held in Spring,
1998. The workshop will include presentations on research planned or conducted to-date
on Persian Gulf veterans’ health; a review of existing databases for the conduct of such
research; and exploration of methodological issues regarding the conduct of such
research. The committee will determine which of these approaches it is feasible to pursue
given existing data and will produce a final report describing a research design and
methods that could be implemented by VA and DoD.

Question 3: There has been criticism that the Federal research effort on Gulf war
ilinesses lacks a coherent approach. Given the number of risk factors under review and
the uncertainty regarding the health effects experienced by veterans, are there comparable
situations or models to which Government should have looked in developing its research
plans?

Response to Ouestion 3: The Persian Gulf veteran experience is different in at least two
significant ways from previeus situstions or models where the government has fonded
research on veterans’ health. Instend of exposure to one agent (as was the case with the
stomic veterans, those exposed to chemical agents at the Edgewood Arsenal or Vietnam
veterans), there are many vastly different exposures which need to be investigated. There
is also the need to investigate possible synergistic effects of these agents. In addition, it
has not been possible to determine, for each of the potential agents of exposure, which
veterans were exposed at what level. Nor has there been sufficient passage of time to
allow for the development of the longer-term possible health effects such as cancer.

For these reasons, it is very difficult to identify previeus comparable situstions or models
that can be used to guide the development of the Federal research effort on Gulf War
illnesses. ¢

Ouastions for Den G. Biaawr, MD
Ouastion |: mmm-:hnnﬂulfvmumw

saying in cssence that regandless of the ctiology of such conditions thore sre ways these
conditions can be trestod? Would you comment?

Response to Owestion 3: The committee report states that “in cases where a diagnosis
cannot be identified, treatment should be targeted to specific symptoms or syndromes
(e.g., fatigue, pain, depression).” The committee believes that while it may not be
possible to arrive ot a definitive diagnosis in all cases, it may bs possible to treat the
veterans’ presenting compilainis or symptoms.
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Question 2: Your committee’s findings regarding difficult-to-diagnose conditions among
Gulf veterans apply to VA as well as DoD. What practical steps can Dr. Kizer as VA's
Under Secretary for Health take to change the way his physicians provide care to their
patients.

Response to Question 2: 10M review of the VA implementation and use of the
diagnostic protocol for Persian Gulf veterans has been completed and the final report was
released on Monday, March 16, 1998. 1 have included a copy of that report for your
information. It provides thorough and reasoned recommendations based on site surveys
and analysis of the VA system for diagnosis of Persian Gulf veterans’ health problems, as
well as input from scientific experts and clinicians, VA providers, veterans, the General
Accounting Office, the President’s Advisory Committee on Persian Gulf Ilinesses, and
the expertise of the [OM committee members themselves. I would refer you to the
recommendations of this expert Committee on the Evaluation of the Department of
Veterans Affairs Uniform Case Assessment Protocol to provide an answer to your
question.

Question 3: In its testimony today, the GAO faunlts VA and DoD for failing to monitor
Persian Gulf veterans’ clinical progress after their initial examinations. VA questions the
feasibility of a monitoring effort in the absence of a well-defined iliness. Are there
measures short of formal outcomes studies by which the Departments can meaningfully
monitor or assess clinical progress or improvement in the care of undiagnosed or ill-
defined health problems in Persian Gulf veterans?

Response to Question 2: There are a variety of levels of evaluation that one can
undertake in any health care setting. First, one can assess whether there are sufficient
resources to provide care, e.g., appropriate licensed practitioners and adequate resources
and equipment. The next level of assessment is to determine whether these resources are
being used, that is, do the physicians sec patients, do patients have their blood pressure
taken, are laboratory tests ordered and done.

The third level of evaluation would be to determine whether these resources are being
used appropriately. In order to conduct this third level of evaluation, it is necessary to
determine what is appropriate given the presenting symptoms and complaints of the
patient. One can refer to medical textbooks for the answer of what is appropriate and
adequate diagnosis and treatment for defined conditions. One can use clinical practice
guidelines that have been developed by AHCPR, the American Society of Internal
Medicine, and many other medical and health groups (including the VA) for well defined
diagnoses and procedures. For those conditions for which no clinical practice guidelines
have been developed, one can develop those guidelines as the VA did for PTSD, Major
Depressive Disorder (MDD) and MDD with substance abuse.

Actual practice can then be compared to the clinical practice guideline to determine the
extent to which the practice of medicine is consistent with the guideline for practice.

However, when there is not a scientific body of knowledge that, through well-designed
and replicated research, documents what treatments work to improve the health of
patients with particular complaints or problems, it is necessary to conduct formal
trestment outcomes studies. This requires well-defined treatment and control groups, a
well-defined treatment protocol, and well-measured health outcomes.

Question 4: Given the view that current scientific evidence does not support a link
between environmeatal risk factors in the Guif and reported illnesses, can veterans who
have remained in good health since their Gulf service feel reasonably confident that they
are not likely to develop unexplainable, undisgnossble iliness in the future because of
their Gulf service?

: Given information available today, it does appears that Gulf
War veterans who do not currently have unexplained or undiagnosed illnesses are
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unlikely to develop those ilinesses as a result of their past Gulf War sexrvice. To
thoroughly and adequately explore the issue of association between exposure during the
Persian Gulf War and adverse health effects experienced by Persian Gulf veterans,
however, requires a massive effort of review of all scientific and medical literature and
assessment of the biological plausibility that these exposures, or synergistic effects of
combinations of exposures, arc associsted with illnesses experienced by Gulf War
veterans. The VA has contracted with the IOM to conduct this review of associations
between exposures and health outcomes.

Question 5: A controversial GAO report appears to contradict the findings of previous
expert panels, including the PAC, in stating that “a substantial body of research suggests
that low-level exposure to chemical warfare agents or chemically related compounds. . .
is associated with delayed or long-term health effects.” What’s your assessment of that
statement and of the strength of the underlying scientific evidence?

Response to Question 5: The strength of the underlying scientific evidence for
association between low-level exposure to chemical warfare agents or chemically related

and delayed or long-term health effects will be assessed in the new study
which IOM will be conducting on the Health Effects Associated with Service in the
Persian Gulf War. The IOM committee evaluating the adequacy of the CCEP for
diagnosing Persian Gulf veterans did not find “a substantial body of research” that
conclusively indicated the existence of long-term health effects of low-level exposure to
nerve agents.

Question 6: The GAO, in its work appears to rely heavily on research conducted by Dr.
Robert Haly. Dr. Haley apparently found that Persian Gulf veterans whom he tested had
subtle neurological problems which he attributed to chemical exposures; did you or your
colleagues review that rescarch and reach any conclusions regarding its strength?

Response to Question 6: The Committee on the Evaluation of the DoD Comprehensive
Clinical Evaluation Program did review the work of Dr. Haley as it was published in the
JAMA. The committee concluded that additional research was needed to determine the
clinical significance of the work conducted by Dr. Haley and his colleagues.

Question 7: There has been criticism that the Federal research effort on Gulf war
illnesses lacks a coherent approach. Given the number of risk factors under review and
the uncertainty regarding the health effects experienced by veterans, are there comparablie
situations or models to which Government should have looked in developing its research
plans?

Response to Question 7: 1 would concur with Dr. Donald Mattison’s response to this
question, that is the Persian Gulf veteran experience is different in at least two significant
ways from previous situations or models where the government has funded research on
veterans’ health. Instead of exposure to one agent (as was the case with the atomic
veterans, those exposed to chemical agents at the Edgewood Arsenal, and Vietnam
veterans), there are many vastly different exposures that need to be investigated. There is
also the need to investigate possible synergistic effects of these agents. In addition, it has
not been possible to determine, for each of the potential agents of exposure, which
veterans were exposed at what level. Nor has there been sufficient passage of time to
allow for the development of the longer-term possible health effects such as cancer.

For these reasoss, it is very difficult to identify previous comparsble situations or models
that can be used to guide the development of the Federal research effort on Gulf War
illnesses.
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Post-Hearing Questions
Concerning the February 5, 1998
Hearing to Recelve Updates on Research,
Iinvestigations, and Programs Involving
Persian Gulf War Veterans' liinesses

For Dr. Kenneth Kizer
Under Secretary for Health
Department of Veterans Affairs

From The Honorable Bob Stump
Chalrman, Committes on Veterans’ Affairs

U.S. House of Representatives

1. A November 1996 Persian Gulf Coordinating Board report entitled “A Working
Plan for Research”, cites a need in the near future to explore “more longitudinal
studies of the health of Persian Gulf veterans.” No new longitudinal studies have
been mounted since then. What are your plans for starting such a study this
year?

Response: There are a number of projects in the government’s research
portfolio on Gulf War veterans’ ilinesses that have longitudinal components. The
outcomes being looked at in longitudinal studies are varied in their nature.

The VA Montality Study is a longitudinal study of the mortality of Gulf War
veterans. The first examination of mortality in Gulf War veterans was published
by VA scientists in the New England Joumal of Medicine in November 1996, and
reported on deaths among Gulf War veterans and their non-deployed
counterparts through 1993. That study found no significant differences in the
disease-specific death rate among deployed Guif War veterans compared with
non-deployed veterans. There was, however, an observed increase in the death
rates of Gulf War veterans due to accidents, and motor vehicle accidents in
particular. This study has since undergone fits first follow-up, reviewing deaths
through 1995. Preliminary findings indicate resuits that are similar to the first
study. VA is committed to continuing to follow the mortality experience of Gulf
War veterans well into the future because delayed onset diseases, such as
cancer, have latency periods of many years.

Another relevant study, Phase ili of the VA National Survey of Gulf War
Veterans, is expected to begin in the spring of 1998. Phase lil invoives physical
examination follow-ups on veterans who participated in Phase | and Phase i of
the survey. The same questions asked in Phases | and |l will be repeated in
Phase lIl which will be two to three years following the initial questionnaire.
Thus, Phase I, in addition to providing objective clinical findings to accompany
self-reported symptoms and illnesses, will also provide a measure of longitudinal
progress of a population-based sample of Gulf War veterans.

Likewise, investigators at the University of lowa who conducted a telephone
survey of Gulf War veterans in the state of lowa (resuits published in JAMA,
January 1997) will be conducting follow-up physical examinations on participants
in the original survey in two separate projects funded by HHS and DOD. Specific
outcomes that will be examined include asthma (in the HHS funded project), and
depression, cognitive dysfunction, and muiti-systemic conditions (in the DOD
funded study). Again, this will provide an opportunity to examine the health of a
population-based sample of Gulf War veterans and to compare their health with
the original survey findings.

Projects A and B of the VA's Boston Environmental Hazards Research Center
are examining the cognitive and neurological function of participants in the so-
called Fort Devens reunion study. These veterans were first studied when they
were processed through Fort Devens in Massachusetts upon their retum from
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the Gulf War in 1991. They have now been studied at two additional time points
following the initial evaluation in 1891. Publications in progress include
evaluation of reported health symptoms by this cohort of Gulf War veterans at
Time 2, examination of reported sexual harassment by the women surveyed, and
a longitudinal assessment of PTSD and psychological symptomatology between
Time 1 and Time 2. In addition, researchers at the Boston Environmental
Hazards Center are developing, in cooperation with states in the New England
area, a Gulf War veterans cancer registry that will provide a means of monitoring
cancers among veterans in those states over many years.

Additionally, the VA East Orange Environmental Hazards Research Center has
been conducting physiological, psychological, and neuropsychological
evaluations of veterans with fatiguing illinesses from the VA Persian Gulf
Registry. Originally, this group was only to evaluate these veterans at a single
time point. They have modified their protocol to include a second time point and
have already begun to bring back veterans for foliow-up evaluation.

Further, the Department of Defense recently funded three projects on Gulf War
veterans’ ilinesses that have longitudinal components. One study funds a VA
investigator to continue studies of the psychological and neurobiological
consequences of the Gulf War experience on a cohort of veterans that have
been followed since the Gulf War. An important aspect of this study is the use of
magnetic resonance imaging to examine the functional correlates of the
psychologica! health outcome in these veterans. Two other studies are
conducting longitudinal evaluations of the physical and psychological health of
women Gulf War veterans.

Finally, VA and DOD recently announced a collaborative effort to conduct a
major multi-site treatment trial of Gulf War veterans with Chronic Fatigue
Syndrome (CFS) and Fibromyalgia (FM). These two conditions bear many
similarities to the symptom compiexas experienced by some other Gulf War
veterans and, thus, such a treatment trial could shed light on effective treatments
for these other Gulf War veterans. |t is fikely that such a treatment trial will
involve a longitudinal component to evaluate treatment efficacy over time.

As can be seen, VA, DOD, and HHS have been engaged in a number of studies
involving longitudinal follow-up of Gulf War veteran participants. Several new
studies have been initiated since the 1996 Working Plan. At the present time,
the Research Working Group of the Persian Gulf Veterans Coordinating Board
does not recommend funding additiona! longitudinal research studies. This
recommendation does not, however, apply to future clinical follow-up
examinations of Gulf War veterans.

2. Some criticize the Federal Persian Gulf research for lack of timeliness. For
example, in 1992, Congress directed VA and DOD to contract with the National
Academy of Sciences to get recommendations for Persian Gulf research. NAS
didn’t provide initial recommendations until 1995, and issued its final report in
1996. Doesn't that experience raise questions regarding the means by which the
Govemment gains timely, independent guidance for future research?

Response: The federal government has been managing the research portfolio
for Gulf War veterans' ilinesses in a measured, scientifically expedient, and
effective manner.

VA, DOD, and HHS have used a number of vehicies to obtain advice on research
directions, including the NAS Institute of Medicine (IOM) panel on the Health
Consaquences of Service in the Persian Gulf War. The IOM pane! was
contracted in FY '93 following the legislative direction, and it began work in early
FY '94. Between the signing of the contract and the commencement of work,
I0M had to recruit appropriate panel members to perform the required work.
Besides the IOM panel, advice was obtained from the NIH Technology
Assessment Conterence held in April 1994; the Defense Science Board then
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produced its findings and recommendations in July 1864. The advice of the IOM
panel was not restricted to is interim and final reports. . The ongoing meetings of
the panel and its interactions with VA, DOD, and HHS officials provided
numerous opportunities for interim, informal advice. Thus, at no time did the
govemnment wait to proceed with research plans as these committses met; there
simply was no need o wait. This applies as well to the activities of the
Presidential Advisory Commitiee (PAC) on Gulf War Veterans' linesses. The
bimonthly public meetings of the PAC provided opportunities for VA, DOD, and
HHS officials to interact with the expert members of the PAC.

3. GAO believes VA needs to develop a mechaniem to monitor Persian Gulf
veterans’ clinical progress or the effectiveness of their care. Your testimony
expresses agreement in principle, but suggests that ascertaining whether
patients have improved can only be determined through the conduct of outcomes
research (whose feasibility you've asked the Institute of Medicine to explore). is
it your position that treatment trials are the only mechaniem that could reasonably
be considered to assess whether VA Persian Gulf veteran patients (or any
subsets thereof) have improved under VA care?

if so, is there an inconsistency between, on the one hand, the

's willingness to track longitudinally self-reported data from
veterans on their health status, and its apparent unwillingness to consider
any other unscientific measures for reviewing overtime health status or
clinical progrees?

Response: The Research Working Group is in basic accord with all of the
research recommendations of the PAC and IOM and have been striving to carry
out these recommendations.

As you may know, during the past seven years, VA has provided outpatient care
for more than 221,000 Gulf War veterans. More than 22,000 Gulf War veterans
have been hospitalized and cared for as inpatients in VA medical centers. More
than 67,000 Gulf War veterans have completed the Gulf War Registry health
examination at VA facilities. These veterans suffer from the entire range of
diagnosable medical conditions and some have unexplained symptoms. Little is
ammummnmdmmwmmmweun
'ar veterans.

It is possible to get a partial estimate of heakh outcome for certain subsets of
veterans or for a single parameter of interest (such as customer satisfaction, self-
reported health status, or functional status) without designing a comprehensive
research study. However, obtaining a valid and complete assessment of health
outcomes in Gulf War veterans requires well-designed research. Furthermore,
mmmm«um@mwdmmww

| understand and sincerely share your concems about the health consequences
of Gulf War gervice. At first blush, the questions raised by GAO seem simple
and straightforward. However, when one attempts to develop a specific strategy
for answering the questions, the complexity and knottiness of the problem quickly
becomes apparent. There is extreme difficulty in ascertaining whether the health
status of the entire cohort of Gulf War veterans is better or worse as a result of
VA treatment. This difficulty is related to the wide variety of medical conditions
that have been expenenced coupled with the large number of possible medically-

phamacologic and non-phamacologic treatments for each individual
diagnosis. In addition, numerous studies suggest that many Gulf War veterans
suffer not one, but multiple ilinesses.

An example might be helpful in Hllustrating the problem. Hypothetically, let's say

that Gulf War veterans suffer from one hundred possible conditions and Gulf War
veterans average two conditions each. What is the possible number of outcomes
that would need to be assessed if 100 ilinesses were suffered in combinations of

49407 98-8
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two? A quick caiculetion demonstirates thet 4,850 analyses would need to be
performed to describe the health condition of these veterans. [f the same one
hundred conditions oocurred five at a time, the possible number of combinations
is 75,287,520. Now add to your calculation that each combination of medical
conditions can be treated with five possible combinations of therapy and the

analysis becomes virtually mind-bogging!

assess the healkh outcomes of Gul War veterans. Patient satisfaction, functional
status as determined by SF-36, symptom burdens, exacerbation rates, scales of
disease progression, healthcare utilization rates, pharmacy usage, and cost of
healthcare are examples of potential variables of interest. However, each
addresses a different aspect of health status and would be more or less
appropriate depending on the medical condition being studied. in fact, VHA is
currently performing a longitudinal analysis of Guif War veterans’ satisfaction with
VA care and functional status. These results are partially responsive to the
questions you've asked. | should be abie to report thess results to you by May
1998.

As you noted, we have contracted with the Institute of Medicine (HOM) to explore
the feasibiiity of methodologies to measure the clinical progress and
effectiveness of our treatment efforts and to advise us on methods to collect and
analyze longitudinal information conceming the effectiveness of treatment and
health outcomes in Gulf War veterans. We look forward to their advice on this
issue. It is our view, at this time, that well-designed research studies is the best
(and perhaps only scientific) mechanism to assess treatment effectiveness. VA
is establishing a program of muli-center clinical trials to address the
effectiveness of protocols for treating Gulf War veterans who suffer il-defined or
undiagnosed conditions. Of course, we wilt share the IOM findings and
recommendations with you and the other members of the Committee, as soon as
the report is available.

We understand that you perceive an apparent inconsistency between our
willingness to perform a longitudinal analysis of sefi-reported health status of
veterans from the Registry and what you called our "unwiflingness” to consider
any other unscientific measures for reviewing health outcomes or clinical
progrees. Our report on veterans’ seff-reported health status grew out of an
open-minded attempt to be responsive to the GAO recommendations and use
our exdsting national databases to provide partial answers. We found the seff-
reported health status data interesting, but not especially enlightening. As stated
previously, we will also be reporting self-reported functional status and
satisfaction measures. However, we continue to believe that scientific answers
are needed in addition to these exploratory or more anecdotal efforts. We want
to assure you, Mr. Chairman, that we are not unwilling to consider novel
approaches. VHA has been a leader in research, and we are positioning
oursaives to be the national benchmark for health outcome studies. We have
contracted with IOM because we are genuinely interested in getting valid
answers to veterans’ concems and in improving the state-of-the-art for outcome
studies.

4. Please provide for the record a list of the nearly 20 VA medical centers at
which “case management” has been implemented as a routine clinical strategy
for Gulf War veterans (as reported in your testimony).

For those nearly 20 centers, what specific implementation actions have been
ma;dhwmwmeunmns'marstmmmm

Also, please provide the specific performance measures aimed at ensuring that
appropriate resources are devoted to these efforts which have been established
for network directors.
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Responss: The following VA medical centers are utilizing the “case
manaoemenl"appmadﬂopaﬂernm BigSprhg.TX,Bhnhﬁanunmile

MadotVEvanswllo lLMampton.MA.OakhndPam.FL.Ornam.NE Paim
Beach/Rivera Beach, FL; Providence, Ri; San Antonio/Kerrville, TX; St. Louls,
MO; Tampa, FL; Seattie/American Lake, WA; and West Haven/Newington, CT.

The FY ‘88 performance measure for case management is attached for your
information. The specific performance measures utilized are to ensure the
avallability of adequate resources. For a fully successful program, VISNs must
improve the score on the overall coordination of care customer service standard
by five percent; and for the exceptional program, a ten percent increase. Specilic
implementation actions and a progress report will be part of the VISN Directors’
performance assessment. We wil! share that information with the Committee
when it becomes available. Since this approach is relatively new at most of
these facilities, we anticipate thet the numbers of veterans cumrently served by
case management is still rather low, but increasing.

5. Your testimony discusses many initiatives you have underway. Are there
recommendations directed at VHA which the PAC, IOM, or other expert scientific
bodies have made that you have rejected and NOT carmied out?

if so, what are they, and what are the reasons for not implementing these
recommendations?

Response: To the best of our knowledge, VA has seriously considered and
implemented (at least in part) aimost all the recommendations offered by the
numerous scientific advisory committees that have evaluated our efforts on
behalf of il Guif War veterans. The exception to this principle is related to the
Presidential Advisory Committee recommendation advising VHA to offer genetic
counseling services to veterans and their families. This recommendation
remains under review. Genetic counseling requires reproductive evaiuations of
both the veteran and spouse. if VA decides to provide genetic counseling
services, new legislative authority would be required to do an evaluation of the
veteran's spouse.
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Attachment
Chairman Bob Stump’s Question No. 4



197

113

peuojsiAue 8} }| JueISUCD 3] djjPeds-wea) 8Je sebeuBL

eJed pur mueped Jey) Jdeouos ey; Inq ‘vopisodwod

wee) uepealq | (018 'evea KiBwpd peseq-ewoy ‘ewoy

Bujsunu ‘oju)p Juepedino) Bupjes esed Asewyd o)jpeds

oy ‘uspjuyde) Yjleey e pue 'JeBeusw esed 8 'esmu Jes

B ‘Jopjaaid eueo Airwpd e Jo s)8isuioo AjjeoaldA) yojum 'wee)
8Jb0 Arewid 3763 ey) Jo siaquiett eJe sieBeuew 818D ‘Z

‘lBjuesse s| AleAljep edjAles
Jewpdo poddns o) suofeziUBBIO AjUNLLILIOD 18I0 SB ||BM
se WejsAs a1ed )|BeY GLf) JO $|0A0| ||B LM B)8|pew pue
sjefjofieu o) Aljjiqe oYy ‘|8anpo 818 Bjipie UoHEdjUNLILIOD
puw A2@20ApY 's@djAles Buneu|pIood pue ‘Buziuebio
‘Burznpopd vy Aouejediiod seziseyduwe jueweBeusw e
VA 'Uowwiod j20uW eJe Bujsinu puw }Jom [Rpos yBnoyye
‘sou||dps|p Jo AjepeA B Wou) ase sieBeuBw €J8d YA ‘|

‘senss|

‘skBAINs D4ON ‘Hodey J|8S (eaunos wieq
*%0} Aq (Hodai Aeains eJied

AJoje|nqLue [BUOREU 86 A4) PJRPUmMS 8JJAJeS JOLUIO)ISMD 8J8D JO
UOPBUIPJOOD ||BI8AO 8Lf} U0 8J098 NSIA eAcidw) jjruopdeoxy

*%g £q (Hoday AeAins eued Aloje|nquwe |euopeu
88 Ad) PJEPUE]S eDjABS JOLLOISNO BJED JO UO[BU|PICOS
|[e19A0 By} UO @100s NS|A 8Aodwj i jnjseeaong Ajind

8jR09

b uoTiIsend o3 JuawyIwR3IV

*eled Jo 1509 elj

Jemo] jou Aew Jo Aew ) 'esed Ayjjenb JeyBly pua pejeu|piood
esolw Bujpjacud uo Ajpewwyd pesnooj s jueluefeuri

e18) “Jep|aad ey jo Xui-ese2 8L} U0 Bujpuedep AteA M
sezs eund e|qrebeupil Jey) peziubodes s| )| ‘jeurd Jey Jo siy
Joj JuetweBeurw eJed jo Ajsueiu) ejepdaidde ewp Bujpjaosd o)
s|qjsuodses uey) s] JeBeustl eJed ey) ‘(uesisse Uep|sAyd
Jo 'Jeuopnoe.d esinu 'uepisiyd) Jepiacid esed Aewpd

auo o} BujBuojaq Ajlwoid4) 'sjueped jo [eued ® Joj peJjnbe.
JusweBeurw BJED Jo A)jsueiu ey DujujuLejep pue Dujuees
Joj ejqisuodsey 8] JeBRUBLL BIED YA BU) ‘el JaAo AJBA |IM
1uened euo Aue Aq peyjnbe. ;ueweBeuew BUED JO JUB)XB BY)
pue ‘juewaBeuety 6Jed pesu sjuened jjg jou jel Buziubooey

'9Jed Jo usid sjueped ay) oju) puncubsorq

1BJNYNd pue 'sojWweukp Ajjwe) ‘suopipuod BujAj Jo Juewssesse
ue Bupeube)u| AQ Ajunwwiod pus Ajjwe) Jo jXejUod ey

u| ueped ey uo snooj Ajleredse siebsusil Biwd YA ‘jueped
Jejnopued v o) peubjsse JeBeusw 8JBD BLY AQ N0 pPBLUED §)
ss8U)|| jo saposide ||8 pur $8sBES|P ||B JOJ BJBD JO UO[EL|PIOCI
‘o)jjoeds-asresip uey) Jeyel pessjueo-jusped §| JueluebeurLl
eJe0 YA ‘ewoy ey Buipnpu) ‘sBupes |[@ ssone esed
s8]BU|pI00? jBY) uBd Alewyd jo joedse 1BY) §| juewsebeuew
ese) ‘essayieey Ajjenb yBlY ‘snonunuod 'pejeu|piood
‘e|qIss 020w AlsRe SEA|ede) uefud B 1BL) pooy)jey|

ey Bujseeru| Joj ssedoid ® s YA U [T6I00BEUEW 8180
‘uopuyeq

juawafeuey alen vA



198

i(epre esinu pue

‘JeBruBW 0189 BSINU ‘ORINU JjEe 'dDd Jeuoneld esInN)
[suuosed Bujginu Jo Ajaupue pespdiios wee) eies Aiswyd
© Aq pojyms eq Ajjepuejod pjnoo DOED eUL Jeuopmorld
esunp B eJjnbe) A|qeqoud pinom (DOAD) oMUY uepedino
peseg Ajjuniuwod e ejium ‘sNo Aq uru eq jyBjw

$O|U[[0 UoneuRdBA ‘OJUIR e\ Jo einjeU o) U Bujpuedep
‘|oAB| UO[IBO|j[Ied PuB [BUCREINPE AUB jO sesINU Aq UM

6q U $I|UlP pebeusw exin TIUND POBEUEHN BURN

‘senss| Jo sesess|p Jenopted Joj

SjuBNSUOD ¥ Uopaun) AjjeojdA) misyepeds esuny jeojuliD
'$sd0d $% Uofounj sieuonorlg eminN .E.co_._.o.:a
esinu pug ds esinu feoju p ) Aq

seanoeid obh:.v-o:n%. AN pue 'peujes) ejgeine|EORY
Ajjeo|dA) e1e oym sesunu Aq peuuoped jusweBeuew
2580 () 'sjdesuco ejeiades oM} equasep 0) pesn

uue) e sj 8Jed pebeusw ewnN BI6 FEBEURHN SURN

Jueweleuryy eJ8) U pesnjuod
Anuenbes; ese jeYy) YHA Aq pepoddns pue pebe.

seAnuep|u| Bujsinu peolq equosep suue) Bumojjoj eyl

‘0)jl s,)uened e|Bujs B uj edU0 Ajuo Jnooo Ajjeo|dh)
peqposep sebueyo Wwee) 'Bumes ey o) seAcw juspud
oy} J| weej 8Jed Aetupd ewoy Bujsunuy ey Jo 'Wee) esed

Aswyd peseq-ewol 8 Aq pewnsse eq Aewl eJed g \ueped
oy ‘ewp 18y )y "Hoddns eAjsusju) eloul sesnbes jueped
oy jey) YeajBasea Jo Jueyed By) )M 'epBLL §| UD|SEP
wes) B [jun sueeA Jo) Jebrueil BiEd WBW) 8l Aq S8IJAIRS
Lpjaey owoy jo UONBUIPIOCD LIjM LIES) PEsEq-Oju|d

f1edino ue Aq p ilo} @q Avw jueped ®

Jo4 ‘(sseBeusels e1ed sny) pus) swee) aa:-:u Aaw
sjueped 'eBueyo seoussejeid pue spesu jueped se jBL)

1




Question 1: Dr. Donald Mattison spoke about the contract VA has developed with the
Institute of Medicine (IOM) which establishes an advisory role on research undertaken
by VA. IOM also produced a report on the Health Censequences of Persian Gulf War
in 1996. Pleass describe how the recommendations made in that report affected the
research or health agenda for VA's treatment of Persian Gulf veterans.

Answer: The Institute of Medicine's Final Report on their study “Health Consequences
of Service During the Persian Gulf War” has been a valuable tool to guide the research
efforts of VA specifically, and the government generally.

With respect to VA research efforts, several research activities were undertaken or
given additional emphasis as a reeuit of the IOM report. The Final Report
recommended that mortality studies on Gulf War veterans be extended out to at least
30 years. in 1996, VA published its study of Gulf War veterans' mortality experience
through 19893 in the New England Joumal of Medicine. This study showed that
although there were more deaths among deployed Gulf War veterans than among their
non-deployed counterparts, this excess in deaths was due to accidental causes
(primarily from motor vehicle accidents). VA has followed that study up by extending
the time period of deaths through 1985. The results of this follow-up are consistent with
the earlier results. VA is committed to updating the mortality study on a periodic basis
far into the future because excess deaths due to such causes as cancer may not
become evident until much later.

Because of the excess deaths among deployed Gulf War veterans due to motor vehicle
accidents, IOM recommended that a study be conducted to understand the risk factors
for those excess deaths. VA researchers examined in greater detail the circumstances
surrounding each motor vehicle accidental death using Department of Transportation
databases. Preliminary results indicate that the excess deaths due to motor vehicle
accidents may be associated with certain behavior patterns such as speeding and
tailure to wear a seatbelt. Additional research can hopefully determine why such
behavior patterns may have occurred.

The IOM report urged improved DOD record keeping for epidemiological purposes, and
enhancement of DOD epidemiologic capabilities. VA, DOD and HHS have been
working together to develop a strategic plan for future deployment heaith that includes
research to improve prevention, intervention, and treatment of deployment related
health problems; improved record keeping; improved health surveillance; and improved
risk communication. The initiative is in response to a Presidential Review Directive,
NSTC-5, that was prompted by a recommendation of the Presidential Advisory
Committee on Gulf War Veterans' llinesses. However, this activity is also consistent
with the recommendation of the IOM to continue and extend the Defense Medical
Epidemiological Database (DMED). An integral part of this plan is continued
improvement of capabilities and capacities to systematically collect medical and heaith
data of active duty service members, as well as to enhance epidemiologic capabilities
where needed. The quality of these data elements should significantly enhance
epidemiological research capabillties.



The IOM report recommended that gender issues be addressed when assessing health
effects of deployment. The VA Office of Research and Development has identified
women's health as a priority research area within its program of Designated Research
Areas. VA researchers are currently carrying out nine research projects, valued at $1.3
million, specifically targeted at the heaith consequences of the military experience of
women. The Health Services Research Service in the VA Office of Research and
Development has also issued a Request for Applications inviting submissions of
proposals to study the impact of gender differences in health. In the federal
govemment's research portfolio for Gulf War veterans’ ilinesses, there are, in addition
to the projects mentioned above, 10 projects that approach gender issues and the
impact of service in the Gulf War from a variety of perspectives ranging from
reproductive health to psychological health. The IOM report reinforced our view that
this was an important area to investigate.

The IOM urged the completion and publication of the Naval Heaith Research Center
epidemiology studies. These studies continue to progress at a steady pace. In the
past year, major publications on reproductive outcomes and hospitalizations have been
published in the New England Joumal of Medicine. These have contributed
significantly to our assessments of Gulf War veterans’ ilinesses.

The IOM recommended compietion and publication of the VA National Survey of Gulf

War Veterans. Phase | of the Survey is complete, and Phase Il is nearing compietion.
Phase {il involving detailed physical examinations of Gulf War veterans, spouses, and
children is expected to commence this spring.

In accord with one of the IOM recommendations, a study of predictors of VA and DOD
registry enroliment has been completed, and the results of that study should be
published this spring.

Lastly, the IOM strongly recommended that all research results be published in a timely
manner in peer-reviewed scientific publications. This has been a iong-standing policy
of the Research Working Group (RWG) of the Persian Gulf Veterans Coordinating
Board and continues as such. Part of the charge to the RWG is to ensure scientific
pesr-review of all research on Gulf War veterans' ilinesses research.

The 1996 1OM report also made recommendations conceming the collection and
maintenance of health exposure information to improve the evaluation of Gulf War
service-related conditions, and it gave considerable attention to improving medical
information systems that would be used in future conflicts. Also, the report stressed the
need for VA and the Department of Defense (DOD) to collaborate on the development
of.a computerized patient information system that would create a single, uniform health
record for each service person. The recommendations made in the IOM report
influenced VA's health agenda for Gulf War veterans, largely by focusing our attention
on correcting gaps in systems that were aiready in place. We have made a
considerable amount of progress improving these areas since the report was published.

An executive council of senlor VA and DOD healthcare officials is improving
communication between the two Departments, finding ways in which their health-care
systems can work together, and reducing or eliminating overiap in the services each
Department provides. For example, late last year, the two Departments agreed to
conduct joint discharge physical exams that fulfill both DOD and VA requirements.
Previousty, DOD conducted an exit physical exam before separation, and VA would
conduct another exam If the veteran applied for disability compensation afterwards.
VA's compensation and pension protocol requirements are now incorporated into DOD
exit physical exams. The exam will meet VA requirements for claims determinations, as
well as DOD needs for a separation medical examination. When fully impiemented, this
new national policy will allow separating or retiring military service members expecting
to file a claim for VA disability compensation, to undergo a single physical exam prior to
discharge.
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The VA/DOD executive council is working on other initiatives to improve VADOD
heakhcare coordination including: (1) Creating compatible, computer-based patient
records to ensure a smooth transfer of information between DOD and VA healhcare
systems, and provide every service member with a single, comprehensive VA/DOD
healthcare record; (2) Working on ways the two Depariments can share existing
automation and technological products and collaborate in the ongoing and future
development of medical automation and technology; (3) Creating and publishing joint
clinical practice guidelines for disease treatment; (4) Collaborating in or combining
{aboratory and pathology programs; and (5) Developing a long-term effort that builds on
the accomplishments of the interagency Persian Gulf Veterans Coordinating Board,
through the establishment of a multilateral Military and Veterans Health Coordinating
Board. These efforts will improve future medical surveillance, healthcare,
compensation and research efforts.

Question 2: VA has four national referral centers for Persian Gulf War llinesses which
have seen about 400 veterans since VA established them. What has and what can do
to provide access to a level of diagnostic and treatment commensurate to what is
available through the centers for greater numbers of veterans?

Answer: While fewer than 500 veterans have received care at the Gulf War Referral
Centers, many more Gulf veterans with unexplained symptoms have received
appropriate diagnostic evaluations and treatment at their local VA medical facilities. For
the veteran’s convenience, we encourage local VA medical centers to provide as many
medical evaluations as possible. However, we have found that some Gulf War
veterans have medical conditions that require referral. In some cases, this is due to
lack of ability to provide subspecialty consuRation or diagnostic technology at the
smaller centers. In other instances, the case is medically complex and requires a
second opinion. VA established Gulf War Referral Centers in West Los Angeles,
Houston, Birmingham and Washington, DC to assist these veterans. The decision to
sond a veteran with unexplained symptoms to a referral center is made by the local VA
physician in consultation with the referral center. No Referral Center has denied a
veteran’s admission when it has been requested.

Efforts are being undertaken to evaluate the effectiveness of Gulf War Referral
Centers, and Gu¥f War veteran’s satisfaction with VA health care. We have obtained
some preliminary results about Referral Center patient satisfaction from the National
Health Survey of Gulf War Era Veterans, but have not yet compieted the formal review
or data analysis. Appropriate adjustments will be made to the program after the review.

Question 3: There are many research projects taking place in VA investigating Persian
Gulf War llinesses. VA has four environmental research centers —~ please describe how
these centers were selected, how their projects are selected and funded, and the focus
of their research to date.

Answer: The first three Environmental Hazards Research Centers (EHRC) at Boston
VAMC, Portland VAMC, and East Orange VAMC were the result of a competitive peer-
review procees resulting from a specific call for proposals issued January 10, 1994.
Nineteen proposals from VA medical centers and their academic affiiates were
reviewed for scientific merit in late spring 1994. Funding was announced in July 1994
and the three centers were funded beginning October 1, 1994. Each of these centers is
ing $500 thousand per year for up to five years. Each EHRC has approached
Gulf War veterans’ ilinesses with an overarching perspective that environmental
exposures may have played a significant role. In this context, environmental exposures
is taken to include a wide range of possibilities (i.e., smoke from oil well fires, chemical
wartareagonu pesticides, and stress, amongothorthings) Possbleouteomesbehg
)

psychological, pulmonary, and rheumatological. Specific putative diagnoees are being
explored, including Chronic Fatigue Syndrome (CFS) and chemical sensitivities (which
lacks a precise case definition).

In the summer of 1996, per my instruction, VA Office of Research and Development
issued a request for proposals for an additional EHRC with a focus on reproductive



outcomes with an initial focus on Vietnam veterans. Seven proposals were submitted
and reviewed by a scientific peer-review panel of experts in fall 1996. The Louisville
VAMC, in collaboration with the University of Louisville, was selected based on scientific
merit. Funding for the Louisville EHRC began in early 1997. TheLwlsviﬂeEHRCns

compounds including dioxin. Lastly, it is developing a reliable biomarker for exposure
to mustard gas that may be very valuable in future deployments.

Question 4: In past hearings, this Commitiee has encouraged VA to work more closely
with DOD in ressarching probable causes of Persian Gulf War linesses and identifying
successful treatment models to serve their two beneficiary populations. The Institute of
Medicine has also made this recommendation. What steps have you taken to more
closely work with DOD?

Answer: At my request, the VA Office of Research and Development has entered into
an agreement with DOD to jointly plan multi-center treatment trials for Gulf War
veterans’ ilinesses. VA and DOD have initiated the planning process for a treatment
trial for Gulf War veterans with Chronic Fatigue Syndrome (CFS) and Fibromyalgia
(FM). VA and DOD are now exploring a possibie joint effort to conduct an antibiotic
treatment trial to ascertain whether Gulf War veterans’ ilinesses may have an infectious
origin. in addition, VA has issued a Program Announcement soliciting proposals for
additional treatment trials. Where appropriate and feasible, such trials could be
conducted jointly by VA and DOD.

Question 5: On June 19, 1997, you testified, many veterans, and certainly the most
complex Guif War cases, need a system of care which utilizes case management. Has
this been achieved?

Answer: One of our initiatives aimed at improving services to all veterans with complex
medical problems is implementation of case management. in their Special Report
(October 1997), the Presidential Advisory Committee on Gulf War Veterans llinesses
supported our efforts to implement case management. Significant progress has been
made. Case management as a clinical strategy for Gulf War Veterans has been
implemented at approximatsly 20 VA medical centers. Performance measures for the
Network Directors have been established to ensure that the appropriate resources are
devoted to these efforts at all facilities. In addition, in response to Public Law 105-114
{November 1997), VA will initiate clinical demonstration projects for case management
and multidisciplinary clinical care for Guif War veterans. The demonstration projects
will use objective outcome measures to assess whether health care for Gulf War
veterans is improved by case management approaches or multidisciplinary clinics.
Awards for the demonstration projects will be made before the end of this fiscal year.
These projects will be funded as two-year studies. We look forward to reviewing their
conclusions.

Question 8: Given the scope of this problem and its apparent origin in wartime service,
it is incumbent on VA to design and test altemative treatment models with an eye to
improving the care afforded these veterans and their satisfaction with that care.
Describe VA’s efforts and results to improve both the care provided these veterans and
their satisfaction with that care.

Angwer: The VA Office of Research and Development has initiated plans for a multi-
site randomized clinical trial to assess the effectiveness of multidisciplinary treatments
for Chronic Fatigue Syndrome (CFS) and Fibromyaligia (FM).in Gulf War veterans.
These conditions appear to significantly overiap with the types of symptoms and
ilinesses reported by many Gulf War veterans. Such a study is possible because these
conditions have clearly defined case definitions along with proposed treatments that
have undergone preliminary evaluation. This study will be carried out in collaboration
with the Department of Defense (DOD) and conducted at mulkipie VA and DOD health
care facliities. VA and DOD are investing up to $5 million each to conduct this trial.
Because of its experience end research on the characteristics of these diseases, we
plan to consult with the National institutes of Health (NIH) in the development of these
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research protocols. In addition, the VA Office of Research and Development has
issued a Program Announcement, or general invitation to VA clinicians/scientists, to
proposa additional multi-site trials to evaluate the effectiveness of different treatment
strategies. The planned treatment trial, along with any trials proposed in response to
the Program Announcement, will undergo rigorous scientific peer review by VA's
federally chartered Cooperative Studies Evaluation Committee. In addition, VA is
contracting for a study of what is commonly known as altemnative or compiementary

medicine use and potential applications among VA patients. A copy of the statement of
work is attached.

Question 7: The final report of the Presidential Advisory Committee on Persian Gulf
War Veterans' linesses noted that neither VA nor DOD have “widespread or systematic
policies in place to address the concems and questions of Gulf War veterans
conceming reproductive health.” Has VA conducted a review of its policies for
reproductive health and instituted a policy to allow genetic counseling for veterans with
concems about conditions that may be associated with military service as
recommended by the PAC? What are the results of this review?

Answer: | understand that Department policy on the provision of reproductive
healthcare, including genetic counseling and other related issues, is currently under
review by VHA officials. It is my further understanding that to perform adequate and
compiete reproductive genetic counseling, one needs to perform a reproductive
evaluation of the couple, i.e., of both the veteran and the veteran‘s spouse. However,
VA has no authority to provide genetic counseling to Gulf War veterans' spouses (non-
veterans). VHA officials must thus consider this significant limitation in their ongoing
policy deliberations.

Question 8: Section 107 of the Veterans’ Benefits Improvements Act of 1994 required
VA to conduct a study to evaluate the health status of spouses and children of Persian
Guif War veterans. Provide the status, results and findings of this study.

Answer: VA implemented the Spouses and Children Examination Program on April 8,
19986. This program was to originally terminate on September 30, 1996. As you know,
Congress extended the authority to conduct examinations until December 31, 1996. As
of December 31, 1997 approximately 2,750 requests for examinations had been
received. We have completed approximately 800 spouse or children exams and 730
exams are pending. The remaining 1,220 requested exams were not conducted
because the individual to be examined canceled or did not appear for the exam. VA
has developed a database to capture the medical findings and other related
information. However, at this time, there are insufficient entries to draw any findings or -
conclusions. Upon termination of the program, we will perform a detailed analysis. The
results of that analysis will be forwarded promptly to you and the Committess.
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Attachment to Question 6

Title of Project: Alternative Medicine Therapy: A of Current VHA Practices and Future

Authority of Project: Subpart 37.2 of Title 48, CFR prescribes policies and procedures for acquiring
services by contract and regulating these contracts with wdividuals and orgamzations for both personal and
non-personal services.

Purpose: The purpose of conducting this stndy is to assist the Veterans Health Administration (VHA) to
answer the question, “Should VHA offer what is often referred to as alternative medicine treatment?™ “If
50, as a publicly funded national organized system of care that is extensively mvolved in health
professional training and research, how can VHA ensure that any alternative medicine therapies that it
offers to supplement or coruplement traditional therapies are appropriate, of kigh quality and equitably
avaulable throughout the system?”

Background: The VHA in the Depariment of Veterans Affurs provides medical care and social support
services to veterans 1 8 wide range of inpatient, outpatient, home and comurunity settings. It does this in a
system of 173 hospitals, nearly 600 ambulatory care and community based outpadent clinics, 131 nursing
homes, 73 home healthcare programs, 40 domiciliaries, 206 readjustment counseling centers, and various
contract programss that ere administered through 22 integrated sexvice network offices, a natiopal
headquarters and other support offices. VHA facilities are located in cach of the fifty states, the Dastrict of
Columbia, Poerto Rico, the Virgin Islands, Guam and Mauila.

VHA care is delivered to veterans who present with a wide range of medical, surgical, mental and social
problems, In addition to tha diseages/illneases scen i the general U.S. aduit population, VHA has special
mterests and needs in geriatrics and long-term care. VHA aiso serves a number of special populations of
veterans who are disadvantaged by spinal cord injury/dysfunction; limb loss; post-trsumatic stress disorder;
chronic mental illness; homelessness; blinduess; substance abuse; and exposure to environmental hazards
associated with their military service.

In addition to providing a full continuum of clinical care services to veterans, VHA has education and
research programs that are major national assets. VHA's education program includes affiliations with 107
medical schools and over 1200 allied and iated health education programs representing over 40
professional disciplines. It has provided training to over two-thirds of the nation's physicians. The VHA
research program conducts basic, clinical, epidemiological and behavioral studies across the entire
spectrum of scientific discipli VHA hers continually make major and landmark contributions to
the adv; of medical and the improvement of national health care.

1of 6



VHA's major stakeholders include C

gress; service organizations; academic
institutions; professional healthcare arganizations that represent providers and clinical specialtes;
orgamzed lsbor and research organizations.

This project 15 expected to provide VHA with infor about and analysis of “alternative medicine”
treatments that have been judged to: 1) be safe for padents, 2) be clinically effective and 3) contribute to
patent satisfaction. These judgments are expected to be predicated on published, valid and reliable
evidence obtained through methodologically sound studies. This mst be dong, and reported, m a manner
that allows VHA to make determinations about what it will add to 1t3 armamentarium of care to meet the

goal of providing the most appropriate and best possible care to each veteran,

Seope and Methodology.

Assessment and Analysis. VHA is proposing to have a coutractor: 1) provide a working definition of

“alternative medicwue” for use mn this project; 2) assess and catalogue its current use of what are commonly

known as “alternative medicine™ treatments, 2) prepare a listing of the universe of available “alternative

medicine” therapies currently 1n use for/by VA patients and those that are both potentially useful in the

care of VA patieats and available in the U.S.; and then, 3) make recommumendations about those treatments

that should be considered for continued use, or addition to available treatments based on:

»  the cvidentiary base supporting the “alternative medicine” treatment;

*  identification of VA patieut need/potential benefit;

e analysis of patient risk associated with use of the therapy, at least in terms of the direct risk of the
therapy and the risks of using it rather than other potentially more efficacious tradi 1 therapies; and

o cost-cffectiveness.

It is understood by both VA and the contractor that recommendanons about therapies that should receive
ideration will be subject to additional internal and external review.

Ta answer the question under Paipose above it is expected the coutractor will;

1. Develop an understanding of the major dizgnoses of veterans served by VHA, mncluding women and

those in VHA's special emphasis prograros.

Associated VA actions: Provide information about the VA patient population related to major diagnoses

and special patient populations to the contractor.

2 Submut to VHA, for approval, the working definition of “alternative medicine™ treatment to be used
for this project indicating from what sources it was drawn.
Associated contactar actions: In canstruction/selection of the definition, review relcvant databases

luding N 11 of Healf 3 ilable th gh Medline.

20f6
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3. Assess and analyze the degree to which “alternative medicine” therapies are offercd within VHA
system-wide, to mclude providing information about type of therapies offered, the purposes for which
offered and the specific programs, locations in which offered and outcomes of such interventions.
Associated coniactor actions:

a. Develop a list of “alternative” or “complementary medicine™ therapies in general use in the U.S.;
¢.g., acupuncture, biofeedback, etc., that have been spplied to problems/conditions/Mlinesses of the VA
patient population. Each treatment identified will be accompanied by summary information about the
scientific and experiential cvidentiary base Supporting its use and the extent and primary application(s) _
of its use. To do this, the contractar will work with the Office of Altemative Medicme at the National
Institutes of Health and other appropriate entities as well as members of VHA offices inchuding Patient
Care Services, Public and Environmental Health, Readjustment Counseling, and Research.

b. Conduct quantitative assessment of use of “alternative medicine™ treatments across the entire systemn
that provides detail about each of the offered therapies in terms of 1) programs/settings in which a
therapy is used; 2) diseases/problems for which used; 3) reason for using it; ¢.g., patient request, prior
success with its use, primary vs. adjunct etc.; and fi y of use in

parison 1o
traditional methods; 4) availability of the treatment across the system; e g, limitations on availability
and use in terms of settings, access, etc.; and 5) clinicians who provide the therapies; e.g., MD, RN,
psychologist, social worker, etc.

It1s anticipated that the contractor will develop a survey tool and 1) obtain VHA pre-approval of its
use; 2) pretest the instrurnent at 2 minimum of one facibity; 3) make indicated changes to the survey;
4) obtain VA approval of the final survey ; 5) survey all VHA healthcare facilitics for quantitative
mformation and 6) follow this with an in-depth review of approximately ten representative facilitics.
(The tool/method must provide for accuracy and companability of data that is approved by VA prior to
use.) Representative facilities will be identified by the contractor using results of the initial survey and
consultation with VHA staff. Alternative approaches to this method can be proposed by the contractor
and will be considered based on ability to meet the goals.

¢ Dcvelop a set of cnteria, and obtain VA spproval of same, by which therapies should be judged
appropnate for inclusion in VHA's array of clinical care treatments. Such criteria would be expected
to discocmn evidence that a treatment bad been proved safe, efficacious for the cooditi

for which used,
and cost-cffective
Assqciated contractoy sctions: Contractor will provide 2 detmiled descnption of the process by

which the validity of the selected criteria was d ined

3of6



208

d. Develop, in consultation with VHA officials the definitian of “applicable umiverse of available
alternative mechcme treatments” using formation gained in steps ac.

4. Using the criteria and list of of potential usc in treatment of VA patients, develop
recammendations about “altemative medicine”™ treatments that should be considered by VA for
discontinuation, cantinuation, or addition. Treatments recommended for continued use or for addition are
to be arrayed based on strength of cvidence in support of each treatment; associated costs, benefits and
risks to patients, availability of qualified practitioncrs and receptivity or barriers 1 offering each treatment.

It is further expected that &) conclusions reached by the will compare use of “alternative
medicine” treatments for particular problems/diseases to thewr use by “benchmark” argamizations (to be
identified m advaace by the contractor and approved by VA) and b) that dations will address the

full range of the contractor’s assessments and analyses.
2. Identify w VHA any “alternative medicine™ treatment ophons that should be of particular interest to
VA for control of symptoms - e.g , pain or for subjective symp ags As noted earher, 1t s

expected this would be based on 2 review of major diagnoses/problems expericaced by VA's overall

P pop and sub-populations — e.g., Gulf War veterans with undiag; d or hard-to-chag)
conditions, veterans diagnosed with PTSD, those with addictive conditions, AIDS patients, etc. Each

identified option should mclude an assessment of the cost or fi ial irgpact of implementation of the
option. To do this, VHA will make available to the tor demographic mformaton sbout its

patient populations and expects that the contractor would also colleet additiona information through its
review and mtexviews,

b For those therapies that should be of particular interest because of usefulness in the VA patient

population, provide informati garding the availability of evad reports from the Agency for
Health Carc Policy and Research (HHS) and of other gov ! sgency or eval

from organizations such as the Swedish Office of Health Technology Assessment (SBU), the Canadian
Coordinsting Office for Health Technology Asscssment (CCOHTA), as well as reports from private
sector orgamzations such as the Emergency Care Research Institute (ECRI)

c. Assess and analyze the receptivity and barriers to the use of the various "2iternative medicine”
from the p

pectives, at 3 mini of culture (medical and VA), academic affiliates; VA
policy, regulation or statute; access to practitioners qualified in their use, In its analysis of the findings,
VHA should be provided information about the extent to which facilitators and barriers found 1n VA

are mirrored in the larger health care arena. To do this, it is anticipated that the contractor will use its

40f6
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survey tool; conduct subsequent in-depth review of representative facilities and interviews with
appropriate VA patients or patient advocacy groups such as V. Service Organizations and VA

staff including General Counsel attomeys as well as review practices of other health care organizations

(as part of its initial preparation of the list of therapics) directly, or through relevant published
informatiem.

Tasks and Associated Deliverables.

The successful bidder will provide documentation of abihity and expenence in conducting studies that
require scientific rigor in evaluating medical thexapies and their evidentiary bases.
Written project plan with timeli

]

Benchmarking activities and consultation with VA officials as noted above

Last of “alternative medicine” treatments.

Altemnative medicine treattnent evidence assessment, including process used for evidence assessment
Survey instrument {or other al i thod ble to VA)

24

Written interim report at conclusion of assessment phase, with briefing.
Written figal report. (A briefing with the Under Secretary for Health may also be required.)

Verbal summary of report and recommendations, with appropriate documentation, for key exccunves
Regular interaction with TOPM throughout course of contract.

b B o o o

Term of the Contract. Begin oot later than February 10, 1998 and be completed within 180 work days.

Description of Tasks and Associated Deliverables.
Task 1. Mecting with VHA project manager and other key officials to outlne project and clarify

subsequent timelines and tasks. This would include proposing an approach (for example - for the survey or
alternative h; methods planned to facil Jection of an

14

ppropriate sample of facilities for more
in-depth assessment and analysis) and reachung agreement on methods that would allow maximum
usefulness and ability to apply recommendations across the VHA system. Following this meeting, the

coutractor’s project leader and other appropriate staff will lepk p ) or other

with the TOPM on weekly basis for first month and biweekly thereafter during entire project to assure VA
18 aware of status of the work on an ongoing basis.

Task 2. Benchmarking activaties and consultation with VA officials as noted above.

Task 3. List of “alternative medicine” treatments.

Task 4, “Alternative medicine” treatment evidence ent product, including process used for

assessing the cvidentiary base.

Task 5. Survey mstrument or other acceptable tool/method.

Sof6
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Task 6 Gomplete assessments as outlined under Scope and Methodology aad provide a bricfing and
nterim written report of fmdings and preliminary dations to Under S y for Health.

Task 7. Provide complete written report that incorporates assessment and recommendations in a manner
that meets the approval of the TOPM and Office of the Under Secretary for Health,

Task 8. Provide verbal y of finding and ! 1o am aud that inchd
Headquarters, VISN and facility staffs.

sppropnate

6of6
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United States
Geaeral Accounting Office
Washington, D.C. 30848

National Security and
Internatienal Affatrs Divislon

March 20, 1988

The Honorable Bob Stump
Chairman

Committee on Veterans' Affairs
U.S. House of Representatives

336 Cannon House Office Building
Washington, D.C. 206156

Dear Mr. Stump:

We have enclosed our responses to questions you posed following our
testimony before the Veterans Affairs Committee on Feb. 5, 1998.

Please refer any questions about this material to Mr. Kwai-Cheung Chan,
Director, Special Studies and Evaluations, on 512-3092.

Sincerely yours,

Donna M. Heivilin
Director of Planning and Reporting

Enclosure



Do you concur with the views of the PAC that as & general rule the government
should sponsor only research that has been subject to peer-review and
competition?

To the extent that independent peer review and competition act to improve the
credibility, quality, and efficiency of research efforts, we agree that these
approaches should be strongly encouraged. .
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There is a perhape-unintended implication in your testimony that

spongored research on Gulf War ilinesses is suspect, and that privately

research is inherently more reliable. Did you intent to convey such an implication?
If 80, please explain.

We did not intend to imply that "government sponsored research on Gulf War
illness is suspect, and that privately sponsored research is inherently more

relisble.® We reported the following facts in our report: (1) federal research on
Gulf War veterans' ilinesses has not been pursued proactively; (2) much of this
research was begun in response to congressional mandate, earmarked funding, or
external reviewers' recommendations, indicating that the executive branch

were slow in responding to Gulf War veterans' health concerns; (3) while federal
research is currently centered on studies of the prevalence, nature, and risk factors
associated with veterans' ilinesses, few studies are focusing primarily on
identification and impr of treatments for these ilinesses; (4) most of the
epidemiological studies have been hampered by data problems and methodological
limitations and consequently may not be able to provide conclusive answers in

others (for example, that symptoms are due to Jow-level exposure to chemical
warfare agents) and some hypotheses that were initially rejected by the federal
novmu(foreumpk,ﬂnuympwmsmduewdelweddlmnkeﬂemof

to organophosphates) were pursued with private sector funding; and (6) a
mbaanﬁnlbodyofpﬂvnwynmdcd suggests that lowlevel exposure to
chemical warfare agents on chemically related compounds, such as certain
pesticides, is associated with delayed or long-term health effects. Regarding
delayed health effects of organophosphates, the chemical family used in many
pesticides and chemical warfare agents, there is abundant evidence from animal
experiments, studies of accidental human exposures, and epidemiologic studies of
humans that low-level exposure to certain organophosphorus compounds, including
sarin nerve agents to which our troops were exposed, can cause delayed and
chronic neurotoxic effects.!

'Sarin has been used as a chemical warfare agent since World War II, most recently
during the Iran-Iraq war, and by terrorists in Japan
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I note that & substantial number of highly regarded independent scientists and
physicians have worked on these issues for years — first with the Institute of
Medicine and then on the Presidential Advisory Committee. Your conclusions
implicitly and explicitly disagreed with scientific judgments made by those bodies.
You testified that you "showed your work to outside experts® who *reviewed our
work® In the context of your testimony, the implication is that unnamed "experts®
agreed with your findings and conclusions, but in responding to our

questions, you failed to identify who those experts were. Please identify for the
record by name and affiliation the "outside medical experts [who] reviewed [your]
work" Your answers to our prehearing questions indicate that you did not solicit
or receive written responses from those *experts.” Why not? Did you receive
comments from those experts at all? Did you receive any comments expressing
disagreement with assertions of fact, findings or conclusions in your draft report?
In preparing the report on which you testified before our Committee, you solicited
comments on your draft report from VA, DOD, and the PAC. Despite substantial
critical responses from each; you concluded that none of the comments received
provided evidence to challenge your principal findings and conclusions. With
respect to the soundness of the findings and conclusions made in your report and
your testimony, particularly those with which the PAC, VA, and DOD disagree,
precisely what conclusions do you intend to have the Committee draw from your
testimony that you “showi{ed] your work to outside experts®?

Comments from PAC, VA, and DOD are acknowledged and reprinted in our report
for the review of interested readers. None of the comments we received provided
evidence to challenge our principal findings and conclusions that (1) DOD and VA
had no means to systematically determine whether symptomatic Gulf War veterans
were better or worse than when they were first examined and (2) ongoing
epidemiological research would not provide precise, accurate, and conclusive
answers regarding the causes of the Gulf War veterans' fiinesses. All of the
comments we received sought to shift the onus of identifying and

the causes of Gulf War ilinesses to us, when in fact we merely reviewed the
sufficiency and persuasiveness of the evidence behind the administration's
conclusions. In some instances, we found it to be weak or open to alternative
interpretation.

In the absence of official conclusions from DOD and VA, we examined conclusions
drawn in December 1986 by the President's Advisory Committee on Gulf War
Veterans' Ninesses, and endorsed by DOD in January 1997, about the likelihood
that exposure to 10 commonly cited agents contributed to the explained and
unexplained ilinesses of these veterans. We found that the evidence to support
several of these conclusions is open to challenge or subject to different
interpretation. We reviewed the extent and validity of official conclusions on key
issues through review of extant acientific literature; and consulted experts in the
field of epidemiology, toxicology, and medicine. We consulted these experts to
ensure that we were correctly presenting the results of the scientific literature. For
epidemiological research, we consulted Dr. D.A. Henderson, Dean Emeritus and Dr.
L. Gordis, Professor Emeritus, School of Hygiene and Public Health, Johns Hopkins
University. For toxicological and medical research, we consuited Dr. F. H. Duffy of
Harvard University; Dr. M. B. Abou-Donia of Duke University; Dr. S. Somani and
Dr. K Husain of the University of Southern lllinois; Dr. R. W. Haley of the
University of Texas Southwestern Medical School; and Dr. P. Spencer of Oregon
Health Sciences University. However, it is important to note that GAO is solely

for the conclusions drawn in its reports; it does not rely on experts to
draw these. It is our practice to consuit individuals with a variety of viewpoints in
the expectation that they will not always agree; we do so largely to help ensure
that all the relevant facts and factors are adduced, not to seek their views on what
GAO should find or recommend.
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United States
General Accounting Office
Washington, D.C. 20548

Health, Education, and
Human Services Division

B-279446
March 18, 1998

The Honorable Bob Stump
Chairman, Committee on Veterans' Affairs
House of Representatives

The enclosed information responds to your follow-up questions conceming our
testimony before the Committee on February 5, 1998. In our testimony, we
noted that VA has taken steps to improve the processing of Persian Gulf claims
for undiagnosed illnesses. However, because VA only recently began some of
these initiatives, their full impact is uncertain at this ime. The enclosed
information supplements our testimony before the Committee and specifically
clarifies information on our review of readjudicated Persian Gulf claims.

I you have any questions or would like to discuss this information further,
please contact me on (202) 512-7101. We will make copies of this
correspondence available to other interested parties on request.
Sincerely yours,
<= i " L

e v eed )

\ P. Backhus

Director, Veterans' Affsirs and

Military Health Care Issues

Enclosure

GAO/HEHS-98-111R Persian Gulf Claims Processing
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ENCLOSURE ENCLOSURE

mmmmmvmmmm

1. You mentioned the potential for incomsistencies in adjudicating these
claims. With the sample you stadied, have you noticed a significant
difference in allowance rates between the regiomal offices?

Our sample of Persian Gulf claims does not permit us to draw conclusions or provide
an indication of the differences in allowance rates by regional office. We drew our
sample from a nationwide pool of Persian Gulf claims, and it was not designed to
estimate such differences by regional office. In addition, the results of our analysis
were based on a sample drawn shortly afier VA decentralized its claims processing
from four area processing offices to the 58 regional offices. VA began redistributing
claim files around June 1997, and we drew our sample as of July 31, 1997. Two-thirds
of the claims in our sample were readjudicated by a former area processing office.
The remaining claims in our sample were readjudicated by 16 different regional
offices, and 11 of these offices processed only one claim.

2. Is there one thing you can suggest that is the key to improving the
rating and timeliness of these Persian Gulf claims?

Persian Gulf claims are extremely complex, often requiring clasms processors to
develop and rate multiple medical conditions. As noted in our testimony, our review
focused on VA's readjudication of claims that were previously denied. We reviewed
the claims to ensure that VA followed its procedures in addressing all evidence in a
veteran's claim file but did not assess the adequacy of the medical examinations.

One area that may warrant closer inspection, however, is the adequacy or quality of
VA's medical examinations required in undiagnosed illness claims. Thorough medical
examinations are essential for accurate and timely adjudication of these claims,
according to our review. Physicians who conduct compensation examinations must
be familiar with the regulatory requirement that an undiagnosed illness is potentially
compensable only when an acceptable clinical diagnosis has been ruled out through
medical history, physical examination, and laboratory test. This approach is
somewhat contrary to the way most compensation examinations are conducted
because in those cases a diagnosis is expected. In limited discussions with rating
specialists and compensation and pension physicians, we leamed that some medical
examiners still believe that a diagnosis is expected from them and they generally
provide one. VA's Undersecretary for Benefits acknowledged in his testimony that the
adequacy of medical examination reports are a major concern. To address this issue,
VA has developed guidelines for conducting examinations involving undiagnosed
illnesses and conducted a joint satellite video broadcast on Gulf War examinations for
Veterans Health Administration and Veterans Benefits Administration employees.

3. Have you found that other veterans' claims are being cast aside in favor
of readjudicating the Persian Gulf claims?

As part of its decentralization process, VA instructed its regional offices to give the
readjudication of previously denied Gulf War claims the highest priority. Regional
offices therefore assigned up to 30 percent of their adjudication staff to Persian Gulf
claims processing, which allowed 70 percent of the staff to handle non-Persian Gulf
claims. According to regional officials we spoke with, if their office’s workload
increased beyond its capability, they transferred cases to other regions to be

2 GAO/HEHS-98-111R Persian Gulf Claims Processing
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processed or worked overtime to reduce the workload. These strategies were used
for both Persian Gulf and non-Persian Gulf cases.

4. In your review of the various regiomal offices, did you note any large
mismatehes between Gulf War claims and the resources to handle them?

Because our review of Persian Gulf claims processing did not include an analysis of
regional office resources, we cannot address mismatches between claims and
resources in regional offices. We did note, however, that due to the decentralization,
regional offices located in VA's southern areas received most of the Persian Gulf
claims for readjudication. Specifically, 10 of the 14 regional offices that received 250
or more of the redistributed Persian Gulf claims were located in the southern area.
Officials at two of the four southern regional offices whom we spoke with stated that
the decentralization had increased processing time or backlog. For example, one
regional office stated that in a 6-month period in 1997, the percentage of cases
pending over 180 days increased from 10.5 to 16 percent. Officials at the other two
southern offices stated that they mitigated the decentralization's impact by transferring
cases to other regions to be processed or worked overtime to reduce the workload.
Thus, the impact on a regional office's resources depends on the number of cases they
receive and the regional office's existing workload.

(106766)
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Honorabile Jack Quinn Questions for the Record
Honorabie Joseph Thompson
Under Secretary for Benefits
Department of Veterans Affairs
Hearing on Persian Guif lssues

February 5, 1998

QUESTION 1: On page 2-55 in Volume 4 of the VA budgst submission, there is
a very candid description of the results of a December 1997 review of 384
claims. The section reads, “of the 384 cases reviewed, 139 had at least one
error for a national baseline accuracy rate of 64%.” First, how do those findings
compare with the monthly reports filed by each RO since July 8, 1997, as
mentioned in your testimony? Second, this review does not engender great
confidence in how VA is processing Persian Gulf claims and even more
disturbing, how VA is handling all of its claims. Does VBA intend to continue the
STAR Program, and when will you begin similar audits at each of the Regional
offices?

ANSWER: The quality improvement reports on Gulf War claims for the months
June through December 1997, indicate an approximate 70% accuracy rate.
While we have seen some improvement during the latter months of the reporting
period and the overall percentage is somewhat better than that found on the
STAR review, it is still not good enough for the quality service we expect for the
processing of Gulf War claims. For this reason the Compensation and Pension
Service’s (C&P) Gulf War Rapid Response Team continues to provide -
assistance functioning as a full time program information resource and by
conducting weekly telephone conferences with Regional Office staff throughout
the country. We continue to work with VHA to improve the sufficiency of
disability examinations which are so critical to the overall accuracy of the
processing of Gulf War claims.

Woe understand that we need to improve the accuracy of all the compensation
and pension claims processing. For this reason, the Director of the C&P Service
formed a speciai work group last year to study the quality review program that
was in place. The work group developed the prototype Systematic Technical
Accuracy Review (STAR) program, which we tested with a speciai review in
December. The purposes of the test were to validate the methodology and
review instrument of the STAR program and to better define the baseline
national accuracy rate for the core adjudicative work which was limited to the
more complex and more difficult rating reiated work. It is essential to understand
that the STAR protocol tested is more rigorous and demanding than the review
program currently in place. Under the STAR protocol, a case is reviewed from
the point of initial development, through the decision, to the notification sent. If a
critical service or decision error is identified at any point in the processing of the
claim, the entire case is considered to be in error.
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As | noted in my statement, | am committed to improving the technical accuracy
of compensation and pension claims adjudication to ensure that our nation's
veterans receive the best service possible. The STAR program will play a critical
role in documenting service. We are now developing a plan to implement STAR
on a national and station level. | expect an interim program to start by June of
this fiscal year and a final version by October 1, 1998.

QUESTION 2: In your testimony, you state that guidelines for C&P exams are
now being finalized between VBA and VHA. Do you find it disturbing that it has
taken several years for VBA and VHA to develop and ensure a complete and
ratable exam?

ANSWER: The guidelines for C&P exams, jointly approved on February 6,
1998, are not new guidelines, but rather a refinement of the examination
guidelines that have been in place since the Gulf War legislation was first
enacted in 1994. The legislation was designed to address a unique set of
ilnesses. As a result, we find we are dealing with the kinds of claims we have
never before experienced. As with any new process, it is important to update
and refine field guidelines as we leam more about undiagnosed illnesses. A
satellite video teleconference was conducted on March 3, 1998, to provide
training on the newly revised guidelines. The broadcast was well received by -
both VBA and VHA personnel. We look forward to continued collaboration with
VHA.

QUESTION 3: You note that among the roughly 91,000 Gulf theater veterans
who are receiving service-connected compensation, either 1,590 or 2,306
veterans are receiving compensation for undiagnosed iliness. What are you
doing to rectify that large variation in the data?

ANSWER: Attached is a White Paper addressing this issue.
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White Paper on Guif War Reporting

ISSUE: Data from the Gulf War Tracking System (Tracker) and the Gulf War
Management Information System (GWMIS) do not match with respect to the
number of Gulf War veterans who are service-connected for an undiagnosed
illness.

BACKGROUND: On February 5, 1998, the UnderSecmaryforBeneﬁtsnoted
in testimony before the House Veterans’ Affairs Committee that discrepancies
between the Tracker data and the GWMIS data for service-connected
undlagnosed ilinesses needed to be resolved.

The Tracker showed 2,306 veterans with service-connected undiagnosed
ilinesses whereas the GWMIS showed only 1,590. Tracker data is collected
from manual input by Adjudicators in the fieid offices as they identify disability
decisions for veterans ciaiming undiagnosed illnesses. The GWMIS uses
Defense Manpower Data Center (DMDC) data on Gulf War veterans and
matches it with the VA Benefits Delivery Network (BDN) for veterans with
undiagnosed iliness rating codes.

BEASONS FOR DISCREPANCY:

There are vulnerabilities in both of the reporting systems for Gulf War iliness
claims which preciude the ability to track these cases with 100% accuracy. In
general, the use of stand alone tracker systems that are not tied into the
payment and award system (the Benefits Delivery Network) are inherently
flawed. These tracker systems must rely on an adjudicator to update a separate
system that has no impact on the veteran’s claim or the decision making
process. This extra step is prone to being overlooked and/or recorded
inaccurately when workload is heavy.

Ideally, we wouid be able to capture this type of data in the BDN. Unfortunately,
the BDN was designed and developed in the late 60’s and early 70’s when
system capacity (memory) was expensive and therefore limited. Consequently,
the BDN only holds a maximum of 6 dlagnostic codes and does not retain any
information on 0% SC cases when no payments are being made. Since 1991, if
payments were not made, we captured 0% SC in BIRLS (the Beneficlary
Identlfication and Records Locator Subsystem) in Austin which also holds 3.
additlonal diagnostic codes. The Tracker system was an attempt to capture all.
of the data assoclated with Gulf War claims (i.e., all diagnostic codes, 0% SC
cases, as well as all denlais) without matching data from multiple systems. The
tracker system, however, has not proved to be a reliable data source and we
plan to discontinue its use as soon as we can develop a subsystem that is tied to
the BDN.
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The GWMIS represents the best data we have available from several sources
including the Defense Manpower Data Conter. The GWMIS was developed at
the Department level and includes Information derived from both VHA and VBA.
The vulnerabilities of the system which include the limitations of the BDN are
clearly cited. One of the limitatlons includes the reporting lag in DMDC data
which is 4 months older than the current data used by VBA. This lag can affect
the Era and Theater numbers but does not affect the Conflict data which
represents a closed period and is not subject to change except for some minor
corrections that VBA has discovered in processing individual claims. These
minor comections are required, since the DMDC's distinctions of Era, Theater,
and Conflict service rely on reports that tracked the locations of various military
units rather than specific individuals. Consequently, the precise assignments of
some individuals are not always accurately reflected in the DMDC data. When
there is a discrepancy, VBA has been providing DMDC with corrections in an
ongoing joint effort to improve our data integrity.

CORRECTIVE ACTIONS:

The IRM staff and the C&P staff are in the process of designing a new BDN
subsystem which will capture data on all special issue claims. The system will
be designed so that it will prompt adjudicators to make an entry to identify
whether a claim involves any special issues. The accuracy of these entries will
be reviewed as part of our performance management system and STAR reviews.
Our target date for implementing this new subsystem is September 30, 1998.

in the short term, we are modifying BDN procedures to prioritize undiagnosed
iliness rating codes so that they are retained, where possible, as one of the 6
codes the system can hoid.

The longer term solution involves the development of VETSNET which will
replace the BDN and provide not only enhanced processing functionality but also
a management information subsystem to meet our data reporting needs which
will encompass the data needs of our key stakehoiders.

(o]
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