GULF WAR SYNDROME: TO EXAMINE NEW STUD-
IES SUGGESTING LINKS BETWEEN GULF SERV-
ICE AND HIGHER RATES OF ILLNESSES

HEARING

BEFORE THE

COMMITTEE ON
GOVERNMENT REFORM
AND OVERSIGHT
HOUSE OF REPRESENTATIVES

ONE HUNDRED FIFTH CONGRESS

FIRST SESSION

JANUARY 21, 1997

Serial No. 105-1

Printed for the use of the Committee on Government Reform and Oversight

&

U.S. GOVERNMENT PRINTING OFFICE
38-711 CC WASHINGTON : 1997

For sale by the Superintendent of Documents, U.S. Government Printing Office
Internet: bookstore.gpo.gov Phone: toll free (866) 512—-1800; DC area (202) 512—-1800
Fax: (202) 512-2250 Mail: Stop SSOP, Washington, DC 20402-0001



COMMITTEE ON GOVERNMENT REFORM AND OVERSIGHT
DAN BURTON, Indiana, Chairman

BENJAMIN A. GILMAN, New York HENRY A. WAXMAN, California
J. DENNIS HASTERT, Illinois TOM LANTOS, California
CONSTANCE A. MORELLA, Maryland ROBERT E. WISE, Jr., West Virginia
CHRISTOPHER SHAYS, Connecticut MAJOR R. OWENS, New York
STEVEN H. SCHIFF, New Mexico EDOLPHUS TOWNS, New York
CHRISTOPHER COX, California PAUL E. KANJORSKI, Pennsylvania
ILEANA ROS-LEHTINEN, Florida GARY A. CONDIT, California
JOHN M. McHUGH, New York CAROLYN B. MALONEY, New York
STEPHEN HORN, California THOMAS M. BARRETT, Wisconsin
JOHN L. MICA, Florida ELEANOR HOLMES NORTON, Washington,
THOMAS M. DAVIS, Virginia DC
DAVID M. McCINTOSH, Indiana CHAKA FATTAH, Pennsylvania
MARK E. SOUDER, Indiana TIM HOLDEN, Pennsylvania
JOE SCARBOROUGH, Florida ELIJAH E. CUMMINGS, Maryland
JOHN SHADEGG, Arizona DENNIS KUCINICH, Ohio
STEVEN C. LATOURETTE, Ohio ROD R. BLAGOJEVICH, Illinois
MARSHALL “MARK” SANFORD, South DANNY K. DAVIS, Illinois

Carolina JOHN F. TIERNEY, Massachusetts
JOHN E. SUNUNU, New Hampshire JIM TURNER, Texas
PETE SESSIONS, Texas THOMAS H. ALLEN, Maine
MIKE PAPPAS, New Jersey
VINCE SNOWBARGER, Kansas BERNARD SANDERS, Vermont
BOB BARR, Georgia (Independent)

KEVIN BINGER, Staff Director
DANIEL R. MoLL, Deputy Staff Director
JUDITH McCoY, Chief Clerk
PHIL SCHILIRO, Minority Staff Director

1)



CONTENTS

Hearing held on January 21, 1997 .......ccooiiiiiiiiiiiieeiteeeeeeee et
Statement of:

Duffy, Frank, M.D., associate professor of neurology, Harvard Medical
School; Robert Haley, M.D., director of epidemiology, University of
Texas Southwestern Medical Center; and David Schwartz, M.D., pro-
fessor of internal and preventative medicine, University of Iowa Med-
1AL COLIBEE .vviniiiiieeiiieeie ettt ettt et

Kizer, Kenneth W., M.D., Under Secretary for Health, Department of
Veterans Affairs, accompanied by Frances Murphy, VA Central Office;
Bernard Rostker, Special Assistant for PGW Illnesses, Department of
Defense; Donald Custis, M.D., Admiral, U.S. Navy (retired), member,
Presidential Advisory Committee on PGW Veterans’ Illnesses, accom-
panied by Holly L. Gwin, Deputy Director and Counsel .............cccceeeuennne

Kornkven, Chris, Persian Gulf war veteran, Watertown, WI; James
Brown, Persian Gulf war veteran, Hannibal, MO; and James Green,
veteran, Fishertown, PA ...t

Letters, statements, etc., submitted for the record by:

Brown, James, Persian Gulf war veteran, Hannibal, MO:

Information concerning Persian Gulf war veterans with Neoplasms
by DX and age group, fiscal years 1991 through 1995 .......................
Prepared statement of .............cccuviieiiiiieiiii e

Custis, Donald, M.D., Admiral, U.S. Navy (retired), member, Presidential

Advisory Committee on PGW Veterans’ Illnesses, prepared statement

Duffy, Frank, M.D., associate professor of neurology, Harvard Medical
School, prepared statement of ...........cccccveeeiiiiieriiiiiniiieiee e
Haley, Robert, M.D., director of epidemiology, University of Texas South-
western Medical Center, prepared statement of ..........ccccccevviiiniiiiiennnnns
Kizer, Kenneth W., M.D., Under Secretary for Health, Department of
Veterans Affairs:
Information concerning VA personnel ..........cccccoocieniiiiiieniiniienieeieeen.
Prepared statement of ..........cccoeoiiiiiiiiiniiiieiieeeee e
Kornkven, Chris, Persian Gulf war veteran, Watertown, WI, prepared
SEALEMENT OF ..o.viiiiiiiiiiiiet e
Murphy, Frances, VA Central Office, information concerning the number
of doctors at Birmingham Department of Veterans Affairs Medical Cen-
BT e
Pappas, Hon. Mike, a Representative in Congress from the State of
New Jersey, prepared statement of ...........cccccceeeviieeiiiiiecciie e,
Rostker, Bernard, Special Assistant for PGW Illnesses, Department of
Defense, prepared statement of .........ccocceiiiiiiiiiiiiiiiiiiiieeee e,
Sanders, Hon. Bernard, a Representative in Congress from the State
of Vermont, a document entitled, “A Biopsychosocial Therapeutic Ap-
proach for the Treatment of Multiple Chemical Sensitivity Syndrome
in Veterans of Desert Storm” ...........cooccoiiiiiiiiiiinieieieeeeeceee e
Schwartz, David, M.D., professor of internal and preventative medicine,
University of ITowa Medical College, prepared statement of .....................
Shays, Hon. Christopher, a Representative in Congress from the State
of Connecticut, information concerning holding this hearing prior to
adoption of the committee rules ........ccccceeveiiiiiiiiiniiiiiiieeeeeeee e
Towns, Hon. Edolphus, a Representative in Congress from the State
of New York, prepared statement of ...........ccccceeviiriiieniiniinniieiieeeeieeee,

(I1D)

224

122

268

308
286
167
228
247
198
128
274

192
121
155

11
259






GULF WAR SYNDROME TO EXAMINE NEW
STUDIES SUGGESTING LINKS BETWEEN
GULF SERVICE AND HIGHER RATES OF ILL-
NESSES

TUESDAY, JANUARY 21, 1997

HOUSE OF REPRESENTATIVES,
COMMITTEE ON GOVERNMENT REFORM AND OVERSIGHT,
Washington, DC.

The committee met, pursuant to notice, at 10 a.m., in room 2154,
Rayburn House Office Building, Hon. Christopher Shays (chairman
of the Subcommittee on Human Resources and Intergovernmental
Relations) presiding.

Present: Representatives Gilman, Shays, Ros-Lehtinen, Horn,
Sessions, Pappas, Snowbarger, Towns, and Sanders.

Staff present: Lawrence J. Halloran, subcommittee staff director/
counsel; Robert A. Newman, subcommittee professional staff mem-
ber; Jared Carpenter, subcommittee clerk; Teresa Austin, com-
mittee staff assistant; Cherri Branson, minority professional staff;
Phil Barnett, minority chief counsel; and Jean Gosa, minority staff
assistant.

Mr. SHAYS. I would like to call this hearing to order and to wel-
come our witnesses and our guests. In the last Congress, we con-
vened six hearings to examine the Department of Veterans’ Affairs,
the VA, handling of the health complaints of Gulf war veterans. We
did so because veterans consistently told us their evidence of toxic
exposures was being minimized or ignored.

Over the course of those hearings, the Department of Defense
(DOD) belatedly acknowledged more than 21,000 United States
troops were exposed to some level of chemical weapons agents after
destruction of the ammunition depot at Khamisiyah in Iraq. The
Central Intelligence Agency (CIA) admitted their weather modeling
would never prove their earlier conclusion that no United States
troops had been exposed to toxic vapor plumes after coalition bomb-
ing of known Iraqi chemical weapons stores. And the VA conceded
that vital research into the health effect of low-level chemical expo-
sures had been given a low priority out of unwarranted deference
to the Pentagon’s now-discredited conclusions.

So we are making progress.

The DOD has expanded its investigation team in an effort to
make up for the previous, superficial Pentagon inquiries into toxic
exposures. The Presidential Advisory Committee on Gulf War Vet-
erans’ Illnesses will continue to oversee that effort. Both the DOD
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and VA will undertake more research into the chronic health ef-
fects of low levels of toxins.

Recently, the VA reviewed the health records of more than 2,000
of the 21,000 troops stationed within a 50 kilometer radius of the
Khamisiyah bunkers. It appears those closest to the chemical deto-
nations are sicker than other veterans who have sought special
treatment in the VA’s Gulf War Health Registry. We will hear tes-
timony from the VA on this new data.

We will also hear about published results that help distinguish
and clarify the roles of toxic exposures and stress in causing subtle
neurological damage and delayed, chronic health effects.

Our purpose today, and in the months ahead, is thorough, con-
structive, and fair oversight of the VA and other departments and
agencies charged to find answers for Gulf war veterans. Our mis-
sion is to ensure that motion is never mistaken for progress, that
conclusions don’t become evidence, and that military doctrine does
not blind the research agenda or dictate the medical standard of
care.

Thanks to Chairman Dan Burton, and the committee’s ranking
Democrat, Representative Henry Waxman, we are able to convene
this hearing today prior to the formal organization of subcommit-
tees and the adoption of rules for the 105th Congress governing the
subcommittees. Their willingness to go forward today demonstrates
the bipartisan commitment to the accurate diagnosis, effective
treatment, and fair compensation of Gulf war veterans.

[The information referred to follows:]
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ONE HUNDRED FIFTH CONGRESS

Congress of the United States

THouge of Representatives

COMMITTEE ON GOVERNMENT REFORM AND OVERSIGHT
2157 RavBunn Houste OFFICE BUILOING
WASHINGTON, DC 205156143

January 16, 1997

The Hon. Christopher Shays
1502 Longworth Building
Washington, D.C. 20515

Dear Chris:

Pursuant to my agreement with the Ranking Member, you are authorized to conduct two
hearings prior to the adoption of Committee Rules. Specific topics for the hearings are set out in
my January 7 letter to Rep. Waxman memorializing our agreement. (copy attached)

I understand you will convene the first hearing on January 21 on Persian Gulf War
veterans’ illnesses, with the second hearing, on the Food and Drug Administration’s safety
standards regarding transmissible spongiform encephalopathies, to be held on January 29.

Pursuant to the Rule XI, clause 2(m)(1) of the Rules of the House, you are hereby
designated to administer oaths to witnesses at the hearings.

In the absence of Committee Rules, it is understood the hearings will be conducted in
accordance with the Rules of the House, and to the extent practicable, under the Committee
Rules adopted for the 104th Congress.

cc:  Rep. Henry Waxman
Rep. Chris Cox
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Mr. SHAYS. We welcome all our witnesses, particularly the vet-
erans who will testify in our third panel. It is to them we owe con-
tinued vigilance in pursuit of the causes and cures of Gulf war vet-
erans’ illnesses.

At this time, I would ask the former ranking member and maybe
the present ranking member, Mr. Towns, if he has a statement to
read.

Mr. TowNs. Thank you, Mr. Chairman.

Mr. SHAYS. I just want to know, should I take it personally that
you choose not to sit in this seat?

Mr. Towns. No, no, it doesn’t have to do with anything, Mr.
Chairman. I guess the only thing was I was looking forward to hav-
ing your seat. That is the only thing.

Let me also thank you, Mr. Chairman, for holding this hearing.
Since our first hearing on this matter in the 104th Congress, I
have steadfastly maintained several core beliefs. I believe that ill-
nesses of the Persian Gulf war veterans should be examined and
treated. Current research should be continued to determine the ex-
istence of a specific illness or syndrome. Compensation should be
provided for those individuals whose Persian Gulf service has ren-
dered them disabled or suffering from chronic illnesses, and re-
search on these causes of potential treatment for those illnesses
should be expanded.

I am encouraged to discover that earlier this month the Presi-
dent asked VA Secretary Brown to examine the possibility of ex-
tending benefits to soldiers who suffered from undiagnosed ill-
nesses; that $27 million in funding is available for new research ef-
forts; that the Department of Defense has initiated a 110 member
task force to investigate claims of chemical exposure; and that the
term of the Presidential Advisory Commission on Persian Gulf War
Illnesses has been extended. I am very pleased about that. These
are all encouraging developments in an area that often only carries
bad news.

I hope that these developments mean that all concerned have
reached an agreement to listen to our veterans and share informa-
tion from Federal agencies with Congress and with the American
public. I believe that the failure to reach such an agreement would
undermine trust and confidence in government, cast doubt upon
any of the few research findings, and waste the investigational and
medical resources of Federal agencies. This Nation cannot afford
such a result.

Again, Mr. Chairman, I would like to thank you for calling this
hearing today and staying with this issue. I agree with you; I think
it is too important not to examine it and make certain that we find
the cause of this illness. It is very clear to me that where there is
smoke, there must be fire. Thank you.

Mr. SHAYS. I thank the gentleman, and while you don’t sit at this
seat, I consider you an equal partner in this effort. And thank you
for your past and present work on this.

[The prepared statement of Hon. Edolphus Towns follows:]
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Draft Opening Statement of Rep. Edolphus Towns
Ranking Democratic Member of the Subcommittee on
Human Resources and intergovernmental Relations
Hearing on Persian Gulf War lliness

January 21, 1997

I want to thank Chairman Burton and Subcommittee
Chairman Shays for holding today’s hearing on Persian Guif War
liness. The Subcommittee on Human Resources has held
several hearings on this issue. | believe that our work on this

matter has led to significant findings and policies in this area.

Since our first hearing on this matter in the 104th Congress, |
have steadfastly maintained several core beliefs. | have believed
that ilinesses of the Persian Gulf War Veterans should be
examined and treated; current research should be continued to

determine the existence of a specific iliness or “syndrome”;
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compensation should be provided to those individuals whose
Persian Gulf service has rendered them disabled or suffering from
chronic ilinesses and research on the causes and potential
treatments for those illnesses should be expanded. |am
encouraged to discover that earlier this month, the President
asked VA Secretary Brown to examine the possibility of extending
benefits to soldiers who suffer from “undiagnosed illnesses”; that
$27 million in funding is available for new research efforts; that
the Department of Defense has initiated a 110 member task force
to investigate claims of chemical exposure; and that the term of
the Presidential Advisory Commission on Persian Guif War
liinesses has been extended. These are all encouraging

developments in an area which often carries only bad news.

I hope that these developments mean that all concerned
have reached an agreement to listen to our veterans and share

information between federal agencies, with Congress and with the
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American public. | believe that the failure to reach such an
agreement would undermine trust and confidence in government,
cast doubt upon any future research findings and waste the
investigational and medical resources of federal agencies. This

nation cannot afford such a result.

Again, | want to thank the Chairman for calling today'’s

hearing and look forward to hearing from the witnesses.
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Mr. SHAYS. In the order of the Members who came here, I am
going to invite a new Member, Mr. Sessions from Texas, if he has
any opening statement.

It is good to have you here.

Mr. SESSIONS. Thank you, sir. My comments are related to the
people who are here before us. It is people who recognize the prob-
lem that is evident in America.

Men and women who went across the globe to represent America
have come back with terrible symptoms, and I believe the public
is unsure of the cause. I hope to be an active part of this committee
to listen to expert testimony and witnesses who are in the medical
field who can shed light on this and to offer my background and
experience to get to the bottom of this.

I appreciate you allowing me to be here. Thank you.

Mr. SHAYS. Thank you. We are eager and happy to have you par-
ticipate, and I would thank and recognize Mr. Sanders, who has
been at these hearings, all six of them, and have appreciated his
contribution.

Mr. SANDERS. Thank you very much, Mr. Chairman, and con-
gratulations on your excellent work and congratulations on the
panels you have assembled today.

Mr. Chairman, to my mind, one of the issues that we have not
gotten into as thoroughly as we might, and I think we are going
to make a major step forward today, is the impact of the syner-
gistic effect of a variety of chemical exposures on the men and
women who served in the Persian Gulf. I think it is important that
we finally have recognized that thousands of our soldiers have been
exposed to chemical war agents, but there were many other chem-
ical exposures there, as you know.

According to the American Medical Association, “Evidence now
exists linking military service during the Persian Gulf war to a va-
riety of ailments, including neurological injuries potentially caused
by exposure to chemical weapons, government-issued insect repel-
lent, and possibly by a drug taken to prevent poisoning from nerve
gas.” But what we must always keep in mind is that the Persian
Gulf theater was a chemical cesspool, and that our soldiers there
were exposed not only to chemical agents, war chemical agents, but
to many, many other chemical agents as well.

Although some doctors have had some success treating sick vet-
erans for chemical exposure, to the best of my knowledge, the VA,
the DOD, and HHS have not offered veterans a treatment specifi-
cally geared to overexposure to toxicity. I understand that we are
in a catch-22. Since we do not yet have a clear diagnosis, it is very
hard to treat the problem. I understand that we need to take our
time with some treatment protocol, such as those offered by Drs.
Nicholson and Hyman who treat Gulf war syndrome with anti-
biotics because there is a risk of negative side effects. I am pleased
that money has apparently been appropriated to take a closer look
at these treatment protocols. That is an important step forward.

In the meantime, there are treatment programs that have no
negative side effects which are making veterans feel better. And we
should implement this no-risk, win-win treatment immediately.

Mr. Chairman, I will later submit to the record a document enti-
tled, “A Biopsychosocial Therapeutic Approach for the Treatment of
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Multiple Chemical Sensitivity Syndrome in Veterans of Desert
Storm.” It is a treatment protocol. It was written by Dr. Myra
Shayevitz, who was a physician with the Veterans Administration
at the North Hampton, MA, hospital, dated May 5, 1995.

Dr. Shayevitz is of the belief, and treated patients on the basis,
that they were suffering from multiple chemical sensitivity. She
had good success. And in talking with Dr. Shayevitz, who is no
longer at the VA, her concern was that she was—how should we
phrase it?—not getting the kind of support that she wanted from
the medical people on top.

I should tell you, Mr. Chairman, that last week I had a very good
meeting with Secretary Brown and some of the VA physicians, urg-
ing them to take a more complete look at treatment protocols in-
volving detoxification of our veterans, and I hope very much that
we will go forward in that area.

In 1993, Dr. Shayevitz treated over 100 Gulf war veterans for
chemical exposure, and improved the health of most of them. So,
in other words, there is a treatment protocol out there.

The problem is as I understand and you understand that when
we talk about multiple chemical sensitivity, we are talking about
a controversial area. Not every physician in America agrees with
this. The chemical industry does not agree with this.

On the other hand, as somebody who has been involved in this
issue for a number of years, I can tell you that there are hundreds
of thousands, if not millions, of Americans in civilian life—forget
the Persian Gulf—who have been affected by overdoses of chemi-
cals.

There are medical organizations now who are treating tens of
thousands of people overdosed with chemicals. And it seems fool-
hardy to me to be conservative now and not look at all of the med-
ical options that are out there when we have so many people who
are suffering, and, most importantly, when this treatment protocol
is a safe treatment protocol. Detoxification is not a dangerous drug.
It will not have any dangerous side effects.

We have people, for example, Dr. William Rea of the Environ-
mental Health Center in Dallas, TX, who has on his own, mostly
on a pro bono basis, treated over 60 veterans. Dr. Rea is well-
known throughout the country as being one of the pioneers in the
whole area of the multiple chemical sensitivity.

Dr. Charles Ensure in Kansas has also treated patients.

So I would suggest, Mr. Chairman, what this meeting is about
is to open up the door to different treatments. The present diag-
nosis and treatment from VA and DOD is not working.

I would conclude by simply thanking Dr. Rostker, if I am pro-
nouncing your name right. We met last time informally on a tele-
vision program. You were on the East Coast and I was here, or
whatever, so it is nice to see you in person. If you allow me to
quote from the letter that you sent me.

Dr. Rostker says he knows that I met with Secretary Brown and
so forth and he says, I understand you met this week with Sec-
retary Brown and his staff at the Department of Energy to discuss
multiple chemical sensitivity research efforts, and that additional
research proposals on chemical sensitivities among Gulf war veter-
ans will be considered for future funding. I support such additional
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research. And he is shaking his head for the record, up and down
the right way.

Regardless of the current uncertainties and understanding of the
complex issues surrounding MCS and the many other potential
causes of illness, we will continue to try to understand and explain
why so many of those suffer with the Gulf war syndrome. I think
that is a step forward and we will pursue that later.

Thank you, Mr. Chairman.

Mr. SHAYS. I appreciate the gentleman.

[The information referred to follows:]



11

A BIOPSYCHOSOCIAL THERAPEUTIC APPROACH

FOR THE TREATMENT of MULTIPLE CHEMICAL
SENSITIVITY SYNDROME

IN VETERANS OF DESERT STORM

TREATMENT PROTOCOL

Submitted by,
Myra B. Shayevitz, M.D.,FCCP,FACP
Environmental Physician

May 5, 1995



12

TABLE OF CONTENTS

BACKGROUND
1. ADMITTING PROCESS
il. Details of Proposed Treatment Program
1. Control of Environment
2. Nutritional Support
3. Psychological Support
4. Education
5. Exercise Program
6. Example of Daily Schedule
i1, Personnel
IV. Post Hospital Treatment
Bibliography
Appendices
A. Instructions for Screening Team
B. Application for Admission
C. Environmental History( Accepted Pts.)
D. Food Diary
E. Consultants

10.

10.

12.
19.
22.
25.
29.
31.
33.
34.

42.
48.
62.
102,
104.



13

Background

Experience at Northampton VAMC has fed us to believe that the unexplained health
problems of some Persian Gulf veterans may relate to the combination of chemical,
physical and psychological stressors unique to the Desert Storm operation (Miller,
1994). Veterans seen at our facility and elsewhere have complained repeatedly of
multi-system symptomatology, including problems with overriding fatigue, memory
loss, joint pain, loss of concentrating ability, depression, headache, rash, cough, and
abdominal pain (Kang).

This symptomatology is remarkably similar to the syndrome which has been labeled
Multiple Chemical Sensitivity syndrome (MCS). MCS is a disorder in which multiple
symptoms occur in multiple systems or organs of the body as a result of exposure to
chemica!s.l Ehe symptoms mayinvolve any system of the body or several systems
simultaneously, most commonly the central nervous system, including problems with
fatigue, mood, memory and concentration. Differing symptoms and severity of
symptoms occur in individuals, even among those who have experienced a similar
exposure. Induction of the syndrome is by a wide range of environmental chemicals,
usually pesticides and petrochemicals, and there is subsequent triggering by much
lower levels of exposure than those involved in the initial induction of the iliness. The
sensitivity spreads to other, often chemically dissimilar, substances. Concomitant food,
alcohol and medication intolerance may develop (Miller 1993}, Symptoms of chronic
fatigue syndrome, PTSD and affective disorder may overlap those of MCS, but if the
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patients exhibit chemical sensitivities to environmental triggers as described above
they are eligible for admission 1o the program.

One intriguing theory to explain MCS is that proposed by Bell (1992) and Miller,
They point out that one end of the olfactory nerve is in the nose and the other end is
in the hypothai-amic limbic axis of the brain. It has been demonstrated that
environmental chemicals may enter the central nervous system via this pathway
{Shipleyl. They speculate that brain kindling occurs, causing an amplified neuronal
response on exposure to a large variety of environmental incitants (triggers). (Of
course, irritants in contact with skin or the GI tract will also be carried to the brain via
the bloodstream.) The hypothalamic limbic axis is the area of the brain which governs
emotions, food cravings, immune function, digestive and metabolic activities of the
gastrointestinal tract, and reproduction (Miller 1994). Many of the problems of the
Gulf War veterans lie in these spheres. Veterans may also be suffering from direct
toxic effects of chemicals on sperm, in the brain, or from other concomitant
abnormalities such as impaired liver sulfation detoxification processes.

There are two features of this syndrome which are invaluable in understanding this
symptom complex. The first is that of the spreading phenomenon. Although  the
initial event is frequently an exposure to environmental toxicants {often at very low
dosage}. the “sensitivity” spreads to low doses of chemically unrelated substances in
common use, such as household cleaning chemicals, periume, alcohoi, common
foods (foods are admixtures of chemicak), tobacco smoke, exhaust fumes, and fresh
newsprint. Repeated minute low dose exposures may trigger symptoms and
perpetuate the syndrome. The incitants (triggers) are in such common usage that
veterans are literally always at risk of exposures which perpetuate their symptoms,
{Miller 1993, Bell 1982}

A second feature of MCS is that of adaptation, or masking. When a patient is
constantly exposed to multiple environmental triggers, his reaction to them will not
be clear-cut, althbugh it will still result in the continuation of symptoms. The
symptomatology is “masked” and the patient is in an adapted state. It is only by
withdrawal from the offending irritants and re-exposure that the patient develops a
well defined and recognizable reaction. {Miller 1993, Bell 1982)
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The longer MCS is allowed to go untreated, the more likely it is that patients become
chronicaily disabled with enormous cost to the individual as well as to society (Miller
1993). In a report from the Ministry of Health of Toronto { Zimmerman Report,

1986), the estimated bill for 130 patients was in excess of two million dollars. The
cardinal principle of treatment is the avoidance of triggering substances (Ashford).

Although the entity of MCS is somewhat controversial, in fact MCS is not uncommon
in this country. The National Research Council {1992) estimates that 15% of the US
population may be susceptible. The Directory of the Association of Occupational and
Environmental Clinics (Washington, D.C.) lists evaluation of MCS at the Massachusetts
General Hospital, Emory University School of Public Health, Robert Wood Johnson
Medical School, Yale University, and Johns Hopkins, among other prestigious
universities’ occupational health clinics.

One clinically useful theoretical model of MCS holds that each individual has a total
tolerable load of chemical, physical, and emotional stress which, when exceeded,
may lead to MCS in susceptible individuals (Randolph, 1962; Ashford). The MCS
syndrome may begin with psychological stress accompanied by a
petrochemical/insecticide exposure (Miller 1993). Did this stress overload/chemical,
exposure combination happen in the Persian Gulf? The psychological and physical
stressors involved in the Gulf War operation included: going to war on short notice,
the use of many Reserve soldiers rather than hardened troops, the fear of poison gas
and Scud attacks, rumors of high casualty rates, trucks arriving filled with body bags
and caskets , little sieep, excessive heat, fear of mines, fear of fighting in Mission
Oriented Protective Posture (MOPP) suits at high temperatures, seeing hundreds of
dead animals with no explanation given by superiors, and hearing poison gas alarms
going off often necessitating donning MOPP gear, and sitting isolated from others for
more than one hour.

Chemical stressors included exposures of troops to more than twenty insecticides,
diesel fuel used in heaters in sleeping areas, contact by troops with ground soaked
with diesel fuel to keep the dust down, { 30,000 gallons per day in each of some

encampments) petrochemicals in the wash water, exposure to oily clothing from

fuel, fire and smoke, pesticide fogging in tents while occupied with our soldiers,
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pesticide spraying of toilet seats, living in tents on the flight line , inhaling fumes and
smoke from the oil well fires, use of Chemical Anti Resistant compound (CARC) paint
(Diisocyanate ) without issuing proper ventilation or airline respirators. Further, we
learned at the NIH Technology conference that uniforms were impregnated with
pyrethrum insecticides and reimpregnated every six washings thus providing 24 hour
direct dermal contact with insecticides. Soldiers often slept only six inches aparnt

facilitating the inhalation of pesticides (Haines).

In October of 1993, the Defense Depantment for the first time acknowledged that
low levels of chemical warfare agents were detected in the air in the Persian Gulf at
certain sites (Parks).The anticholinesterase compound, Pyridostigmine, { the “anti-
nerve gas” pill} was taken at the order of Division and Corps Commanders when in
their opinion the danger of poison gas attack was imminent. Some soldiers we

interviewed took more than thirty tablets.

Anticholinesterase agents prevent the hydroxylation of acetyl choline which can lead
to unopposed cholinergic stimulation and secondary neuro-muscular fatigue, paralysis,
excessive salivation and lacrimation, bronchoconstriction, nausea, vomiting, diarrhea ,
impaired cardiac function, shock and death (Gocdman). it was postulated that if
Pyridostigmine was bound to acety!cholinesterase, the nerve agent could not bind.
Hence, pyridostigmine would be protective, since it could be reversed by atropine.
Pyridostigmine had never before been given to large populations of normal
individuals in such an uncontrolled manner. The Army Institute of Chemical Defense
in their Doctrine of Use recognized the potential toxicity of this compound, stating
that “ If a dose is missed, under no circumstances should one take two tablets as a

make-up dose” (Gum).

There were, in fact, three potential sources of anti-cholinesterase exposure on the
battlefield: Sarin nerve agent, organophosphorus insecticides (after World War 2 the
technology for poison gas production was diverted into the manufacture of
anticholinesterase- insecticides) and Pyridostigmine. Anti-cholinesterase agents (e.g.,
insecticides) have long been recognized as sufficiently toxic to cause initial

sensitization to multiple chemicals at normally encountered doses. A post war
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experiment in which cockroaches were pre-treated with pyridostigmine found the
insecticide Deet to be 500% more lethal. (Moss).

As has been stated, the patient with multiple chemical sensitivities and the Persian

- “Gulf veterans whom we have examined appear to react to chemicals in very
common usage. In a study of 55 of our patients, 86% recognized environmental
exposures as perpetuating or exacerbating their symptoms. We compared the
symptoms of 50 seli-identified cases of MCS documented by Miller (Miller, 1994)
with 55 cases of our own at Northampton VA Medical Center Persian Gulf
Environmental Clinic. The chant below shows the similarity in incidence of these
symptoms.

SYM2TOMS N-HAMPTYON GW PTS vs MCS PTS

ek & BN

* Faligue ™Memory Joint ° Loss Depressi Headache Rash  Cough  Abd Pain
Loss Pain  Concen on .

Miller, Claudia. U of Texas Hesith Science Center
Ll NORTHAMPTON #SS PTS MCS =50 PTS \

These patients feel vulnerable to an increased symptomatology from even the
ordinary activities of daily living. Feeling “attacked” on all sides, the patient may
retreat and become non-functional {Heuser 1992). Because the complex problems
of the Persian Gulf veteran encompass the physical, the emotional and the cognitive
( and untreated may result in social isolation and disability, with high costs to society),
NVAMC recommends a BIOPSYCHOSOCIAL Treatment Proposal. This treatment is

modeled on approaches that have already proven successful in other treatment sites:
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removal of triggers and rebuilding of psychological and physical strength. The program
consists of up to a 30 day stay in a chemically clean unit, regulated diet, psychological
support using non drug therapies, family support, exercise training and detailed
education in such topics as environmental controls, assistance with securing work site
accommodations, management of diet and self directed exercise (Rea 1992,
Ashford). The patients will be followed by the treatment team for one year.

An additional critical component will be rigorous evaluation to measure the degree
of success of the program in achieving its objective of decreased symptomatology and
improvement in physical and emotional well-being. The evaluation components of

our clinical program are detailed in a separate document.

The next section details our proposed program.
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I. ADMITTING PROCESS

1. Case Definition for Purposes of Admission: Those Gulf Era Veterans with
Multiple Chemical Sensitivity Syndrome which is defined as multi- system
symptomatology attributable to muitiple chemical exposures. Patients
must be suffering from two or more symptoms originating from two or
more body systems/ organs sufficiently severe to adversely affect the
patient. Patient’s symptoms are now exacerbated by low levels of exposure
to chemicals in common usage (Ashford, Culien, Heuser).

2. Applicant Recruitment: We will accept applications through the usual
inter-VA communication and referral procedures, including letters to all
environmental physicians and communication through VA Internet access.
Self referred patients and those referred from Veteran Advocate groups may
also submit applications.

The submitted budget does not allow for VAMC Northampton to pay for travel
to the treatment site.

3. Application Process: There are two objectives. Our first objective is to have
a screening team not involved in the treatment determine suitable
candidates for admission. The second objective is to receive in-depth
information on those patients admitted to the program and to impart
necessary information to them regarding the program.

(a) The first mailing will be designed specifically to determine applicants
who are considered to be appropriate for treatment in this program,
to provide general information to the treating team should the
patient be accepted, and to inform the patients about the program
and obtain informed consent. (The detailed instructions to the
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outside screening committee are described in Appendix A.) Fifteen

of our Gulf War patients at Northampton VAMC have completed

the application for admission as part of a pilot study. In all cases the
information on the application form coincided with the presence
and severity of their symptoms. Subjects were able to fill out all
categories. The responses were checked for accuracy and
consistency during the clinic visit which followed. We expect to

continue this pilot study and to use 25 applications completed as a

teaching tool for instruction of the screening team.

(1) Application for admission (see Appendix 8.).

{2) Medical clearance from VA or civilian physician. it is important
that these patients have had a thorough general medical workup to
exclude any diagnoses which may be best treated by the usual
medical model.

(3) Laboratory work and diagnostic workup required for Gulf War
veterans (Farrar): This basically is a thorough, general workup to find
diagnoses which would be best treated under the usual medical model.
There is, however, also an immunology profile. Some patients with
chemical exposures do have immunological abnormalities, including
abnormal T cell, abnormal T helper/suppressor ratio, decreased NK
counts, low NK activity, and positive ANA and thyroid antibodies
(Wojdani 1991, Heuser). Similar immune abnormalities have been
described in Persian Gulf veterans tested at Immunoscience Laboratory,
Los Angeles, CA (Wojdani, 1993). The screening team will have special
instructions in appendix A. in the interpretation of laboratory tests.

{b) The second mailing will be to accepted candidates to objectively

' gauge the degree of disability and obtain facts necessary for
treatment and to produce a2 much more detailed document which
can be used as a patient history.
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(1) Environmental History (see Appendix C.

(2) List of allowed toiletries and clothes.

(3) Date of admission.

(4) Map and travel information.

{5) Test Battery contained in the Evaluation Protocol

il. DETAILS OF PROPOSED 30-DAY TREATMENT PROGRAM

Length of stay is estimated at 30 days (Rea, personal communication, 1994). This will
allow adequate time for patients to deadapt (unmask, detoxify} from chemical
exposure and give them time to adapt to the realities of coping with MCS through the

program which will be described below.

1. Contro! of the Environment

The Environmental Health Unit ( EHU) is considered the “gold standard” (Ashford) for
the diagnosis and treatment of those afflicted by chemical sensitivity. In the EHU it is
possible to overcome the masking ( adaptation} effect of continuous exposure to
environmental incitants in air food and water and effect de-adaptation (unmasking).
The adapted patient feels ill but cannot pin point or at times avoid the offending
incitants. De-adaptation accomplishes several goals : once removed from the incitants
causing the symptoms, the patient will feel much better; re- contact with offending
agents will produce a clearly defined reaction ( Ashford, Bell, 1982,Randolph,Rea,
1979, Miller, 1993). '

The unit will be housed on one wing of Ward D at Northampton VAMC, ( including
the nursing station), which will be renovated and designated the Northampton VA
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Medical Center Environmental Health Unit. The scope of changes to Ward D to
accommodate chemically sensitive patients will require some major changes to the air
handling systems. The South Wing will be isolated from the restlof the floor, both
physically through an air lock, and by separation of the air handling system. The
patient space will be positively pressured, and the air lock will be negative. The air lock
will be situated adjacent to the nursing station, with nursing station access. The doors
will be interlocked so only one can be opened at a time. The new partitions
containing the doors will be constructed from floor to ceiling. The existing ductwork
will be cleaned and modified to place the returns in the patient rooms. The
Bathrooms are new, but require a sealer on the grout. Ceiling tiles will be replaced
with hard surface tifes.

Time line for construction:

Day 110 90: Select contractor, select mechanical engineer, review existing air
handling system, design of air handling and lock system.

Day 90-180: Construction to completion.

Ward D is an ideal location since it contains the Pulmonary Function Lab the services
of which will be in high usage as respiratory problems occur in the majority of the
patients. Spirometry and peak flow as well as submaximal puimonary stress testing will
be of great clinical value. Patients with MCS frequently have respiratory problems,
including exertional asthma. There is a room fit for a vigorous exercise/sauna program
lined with natural materials { an old O.R.}, adjacent showers, a room to hold the
circuiting apparatus ( see later discussion: exercise), space to see out patients that will
be environmentaily protected and room for staff offices. The treatment team has
worked together with the Program Director for over five years using the
biopsychosocial approach to chronic pulmonary and geriatric patients. Ward D has
wall oxygen, suction, and is near other medical staff in case of an acute crisis. Lastly,
there is a direct entrance to the outside with no need to go to the ground floor which
has been recently carpeted.
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The beds, bedding and room furnishings will be made from nonsynthetic materials.
The clothing worn by staff and patients will be from natural fibers and laundered in
nontoxic detergents. The use of perfume, chlorinated and petrochemical based
products will be strictly forbidden. There will be specially filtered water available and
spring water for drinking and cooking. Commerciaily available spring water from a
variety of readily available New England sources will be tested by a nearby water testing
laboratory. The spring water to be used in the program will then be selected on the
basis of purity and economy. Safe cleaning chemicals, non volatile organic compounds,
for the unit will include borax, original Bon Ami, super washing soda, Neo-Life Green
soap (Rea, 1994,Barrett ,Maki). Laundry will all be washed on Ward D. These safe
cleaning chemicals will be used on the whole of Ward D, the hallway leading to D
West, and including the Day Room, Porch, Nursing Station, and Laundry Room on DX.
Traffic into the unit will be strictly controlled and the industrial hygienist will check the
air quality on a regular basis. The television sets will be enclosed and vented. The
majority of furnishings will be metal. The perimeter radiant heat will be modified and
filtered. The water supply system for showers will be filtered

Dr. william Rea, the medical director of the successful Environmental Health Center
of Dallas , Texas will act as consultant. He has already made one trip to the proposed
unit and met with the chief engineer. All renovations will be pre-approved by Dr.
Rea as well as all nutritional supplements, water and cleaning agents ( Rea 1994,
Ashford). All staff will be non smokers. Their uniforms witl be washed in the same
manner as those of the patients. They will change into special “clean” uniforms at

work (Lawson).

2. Nutritional Support

Based on data-from other patients with MCS (Rea 1992), we can expect that
approximately 80% of our veteran patients will have food sensitivities or
intolerances. Foods are admixtures of chemicals. The body’s biochemical process
for breaking down foreign chemicals can strain its ability to metabolize foods that
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involve similar metaboalic pathways, creating a reduced ability to process the food
and an increase in intolerance 1o centain food types. The primary goal in managing
food sensitivity is identification and elimination of offending incitants. Certain foods
have cross-antigenicity with other members of the respective food family because
they are chemically similar { Raop). Further, one must keep in mind that the signs
and symptoms of food sensitivity cover a tremendous range of individuality in each
patient and that they are myriad. New food sensitivities may develop in MCS
patients because of the spreading phenomenon. Theoretically, however, food
sensitivity is perhaps the only allergic disorder in which one can perfectly contro!
the avoidance of incitants, For this reason it becomes possible to demonstrate a
cause and effect relationship between the ingestion of a specific food and the
accentuation of allergic symptoms (Boyles).

Food reactions may be fixed and immediate, probably 1gE mediated: symptoms
will occur each time a food is consumed no matier how long it is avoided. The
food reactions that are more common in MCS may be igG mediated (Trevino) and
are much more subtle and difficult to detect. If a patient is allergic to a food,
reaction may not be immediate. In that case, especially when the patient is eating
the food (such as wheat or milk} constantly, reaction will not be exaggerated and
clear-cut but will result only in a continuance of previous symptoms. The
symptomatology is “masked” and the patient cannot correlate the ingestion of
food with chronic symptoms (Trevino, Lawlor).

To complicate this picture further, the initial ingestion of the allergic foods often
results in a stimulatory reaction in which the patient “feels better.” When the
stimulatory phase abates, the undesirable symptomatology returns and the patient,
remembering the “high,” then eats the food again. in essence, he becomes
addicted to the very substance that is causing his problem. Once the patient is
“addicted” to a particular food, he will satisfy his craving by frequent consumption
of the food in various forms in an attempt to alleviate the symptoms of withdrawal.
I the food is eliminated entirely, the patient may suffer withdrawal symptoms over
a period of 3 10 5 days. At the end of this stage, it is postulated that total
withdrawal of the food antigen leaves a significant level of uncomplexed 1gG. If the
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food is again consumed, there will be a clearly definable reaction (Trevino).

To summarize, when a patient is frequently exposed to the food incitant, the
phenomenon of adaptation or masking occurs. The patient does not feel well but
cannot discern what triggers are causing his or her symptoms. When repeatedly
exposed to the same or chemically similar food, spreading also occurs--the
development of new allergies, each with a varying reaction. When food incitants
are removed for a period of time, deadaptation or unmasking occurs and it is easier
for the patient to recognize food triggers. When foods are eaten infrequently, the
rate of development of new allergies declines sharply.

It is for the above reasons that we wish to utilize an elimination/rotary diversified
diet which is therapeutic, preventive and diagnostic (Boyles). We can expect that
the regulated diet of our program will (1) detect new food sensitivities, (2) prevent
new reactions from occurring, and (3) give the patients a nutritionally dense core of
safe foods before they leave the program (Rao, Boyles, Sampson 1986,1988, Rea
1979, Pastorello).

In a rotation diet, the same food item is not eaten more often than once every four
days. Different foods within the same food family may be consumed every other
day. For example, if using the grass family on Monday, wheat will be eaten on
Monday and friday and oats may be eaten on Wednesday. Ready prepared,
processed foods with antificial colors, flavors and preservatives, foods with-many
ingredients, and canned foods with contain residues, are avoided. Utilized foods
are fresh or frozen. Less chemically contaminated foods, preferably organic, are
preferred. Spring water in glass containers is utilized for drinking and cooking.
Meals are spaced 3 to 4 hours apant, and food portions are not restricted (Maynard,
Rockwell).

Food rotation itself, however, may not be sufficient to effect an impressive
improvement in symptoms. Recently, 62 patients with MCS at the Breakspear
Hospital in England under the direction of Doctors Monro and Christopher Heard
(Bland) were found to have defects in their liver sulfation pathways. They were
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given a tailored nutrition intervention program with the result that 75% of the
patients had an improved liver sulfation pathway and a simultaneous decline in
symptomatology of MCS,

The liver is an extremely complex body organ. One of its major functions is
detoxification, which allows for safe excretion of offending substances. The liver
converts endo and exotoxins to byproducts which are excretable in urine. in an
interesting experiment (Bland), patients with no abnormalities in the usual liver
function tests were divided into two groups. The test group received an
oligoantigenic diet (allergen-free), which contained minerals and nutrients
supportive of upregulation of hepatic detoxification. The placebo contro! diet was
similar in all respects to the test diet with the exception that it contained only the
RDA levels of all vitamins and minerals. The participants stayed on their respective
diets for 21 days. A metabolic questionnaire which has been derived from the
Cornell Medical index {Bland), was given to both groups. Phase 1, liver
detoxification, was tested by caffeine clearance, and Phase 2 by the ability of the
liver to convert sodium benzoate to hippurate for excretion. Before eating the test
meal, both groups had similar test results. After intervention, however, there was a
statistically significant difference in Phase 1 and Phase 2 systems with enhanced
Cytocrome P450 activity in the test diet group and a concomitant decrease in
chronic symptoms and health complaints. Bland has concluded that individuals
with very low P450 activity are those whose physiologies are most sensitive to
environmental exposures and are 2iso those who have the greatest number of
chronic symptoms as measured by the metabolic screening questionnaire.

Given these findings, we will use an intervention diet in our program which will
include oligoantigenic components such as white rice protein concentrate, an
energy-efficient source of dietary fat such as medium chain triglycerides, an easily
digested carbohydrate with a low fermentation sensitivity as in high molecular
weight dextrins along with specific upregulation nutrients such as zinc, copper,
manganese, molybdenum, iron, B vitamins, L-cysteine, glutathione, N-acetyl
cysteine, tocopherol, carotene, and ascorbate. To this hypoallergenic liquid we will
add foods in 2 monorotation. Hopefully, this schema will allow elimination of
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offending allergens and improve the conjugation ability of the liver, thereby
preventing the production of secondary toxins, and result in fewer complaints on
the metabolic screening questionnaire (Rigden).

tn the first weeks of the program, foods with known high allergenicity will be
eliminated. This includes dairy products, beef, pork, veal, nuts and those foods
containing gluten (wheat, oats, rye, et al.). In addition, all alcohol-containing
products and caffeine-containing beverages will be excluded. Acceptable foods
will include chicken, turkey, lamb, legumes, cold-water fish such as salmon, halibut
and mackerel, fruits and vegetables.

A careful dietary history is essential for the detection of food allergens which should
be eliminated from the onset and also for the detection of symptomatology
resulting from food triggers. f a patient suffers symptomatology after any meal, the
offending food will be eliminated and another food substituted. A food diary (see
Appendix D.) completed after each meal, will be implemented to detect
symptomatology during all phases of the program (Rockweli).
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Example of the Northampton VA Medical Center Rotation Diet:

Three glasses of oligoantigenic liquid

17

BREAKFAST LUNCH SUPPER SNACK
DAY 1

Acorn Squash | Halibut Tuna Raisins
DAY 2

Banana Lamb Chicken Pear
DAY 3

Butternut Turkey Sole Figs

Squash
DAY 4

Garbanzo Potato Cornish Hen Pineapple

Beans
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Three Glasses of Oligoantigenic Liquid per day

18

BREAKFAST LUNCH SUPPER SNACK
DAY 1
Acorn Squash | Halibut Tuna Cantaloupe
Grapefruit Turnip Greens | Broccoli Raisins
DAY 2
Banana Lamb Chicken Avocado
Sweet Potato | Pears Green Beans Prunes
DAY 3
Butternut Turkey Sole Figs
Squash Lettuce Zucchini Oranges
Brussels
Sprouts
DAY 4
Garbanzo Potato Cornish Hen Strawberry
Beans Tomato Green Peas Pineapple
Apple '

At the end of 2 tolaiions, patients will have consurhed 32 different foods in 2

controlled manner.

The dietitian will measure body composition before and after reatment, check weight weekly,
and ensure meals are completely nutritious. The dietitian will construct a detailed diet manual
which will be approved by Mrs. Barbara Maynard, a highly experienced dietitian and author of
the book Rotational Bon Appetit. Our plan is to adapt the current VAMC Northampton
diet, which is nutritious and diversified, 1o this plan. This will minimize added
expense and maximize the ability of other similar future VA Programs to utilize a
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rotation diet successfully. A specially trained dietitian with a knowledge of food
families will oversee this aspect of care.

Any vitamin or other nutritional supplements will be specially formulated for those
with allergies, will not contzin diluents, preservatives or chemicat additives, and will be
free of plant and animal alle. -ens. At the Dallas Environmental Health Center, vitamin
and mineral levels are regularly measured and supplemented as needed (Johnson,
1989). Galland reported on several nutritional abnormalities, including excretion of
essential amino acids, decreased erythrocyte superoxide dismutase activity, among
others, and reported that supplements with antioxidants including selenium, copper,
zinc, sulfur containing amino acids did produce major clinical improvement in
chemically sensitive patients. Research on humans has supported the use of
antioxidants such as vitamin A, C, E and selenium as protectors against certain

pollutants (Calabrese).

3) Psychological Support:

We have found psychiatric conditions common in veterans of the Persian Gulf which
are similar to those described in MCS (Bell 1993). Studies suggest that affective
disorders such as depression, anxiety disorders such as panic and phobias, may be
common in this subset of patients. The symptoms of low-level chemica! exposure
may include depression, difficulty concentrating, anxiety, peculiar bodily sensations,
headache, and other subjective symptoms. Patients feel as though they cannot trust
their own bodies or feelings, for at one moment they might feet fine, making plans or
appointments. Then, perhaps the next day or even on the very same day, they may
feel headachy, sleepy, lethargic, and suddenly they are uﬁéble to fulfill the plans they
made when they felt energetic. A trip down the soap aisle in the supermarket may
result in agitation with accompanying outbursts. The patient may complain of
lethargy and depression followed by feeling “wired up” ( Shayevitz, 1990). These ups
and downs are frequently interpreted by physicians and even patients as responses to
psychosocial stresses. However, patients who have been treated in an environmental
unit ofteq find that there is a direct, clear, cause-and-effect relationship between
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their symptoms, foods and chemicals.

psychiatric diagnoses are not etiological explanations for environmental illness, they
are simply labels for a set of symptoms. Additional conditions in these patients, such
as borderline antisocial personality disorders, can definitely complicate treatment as
well as increase the risk of concomitant substance abuse problems. (Bell 1993).

Nondrug therapies done by specially trained psychologists and psychiatrists of the
cognitive behavioral/guided imagery type can be effective in patients with MCS
(Didriksen, Haller). it must be remembered that finding an effective psychological
therapy does not prove that the illness is psychogenic. Concomitant co-morbidity such
as PTSD may require individualized help (Bell,1993).

The primary purpose of our treatment is the development of techniques to improve
seli-control, sense of competence, and autonomy, the feeling of healing from within
and the development in the patient of preparatory skills for dealing with the myriad of
distressing situations which have already happened and which, in fact, may occur in
the future (Baldwin). The use of guided imagery and cognitive therapy as a
therapeutic approach will begin with an emphasis on the achievement of relaxation
through relaxation response and meditation. Relaxation and meditation provide the
psychological setting for the establishment of conditions conducive to imagery and
control of thought processes. With the use of positive imagery and cognitive therapy
and the shift away from recurring frightening themes, there is a likelihood that the
patient can increasingly master his emotional, social, and physical problems. This will
provide him with an important new asset that will increase his sense of being in
charge as opposed to being buffeted by a host of physical and emotional reactions

(Singer).

We want our patients to feel they can have a rich and full life with many interesting
ways of viewing things and a “can-do” philosophy. We want them to perceive they
are in control from withbin, will have a comfortable sense of direction from inside, will
not feel overwhelmed, victimized, resentful, or suffering from the necessity to retreat.
The veteran will once again be able to take and accept risks so necessary for personal
development. Our aim, then, will be to have the patient re-establish an optimistic
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outlook, reinforce a positive self image and be able to handle setbacks, failures and
. frustrations. (Beck 1976, Singer 1974, Burns 1980, Baldwin 1985, Didriksen, Bell
1993, Ashford, Rigden, Simon).

The primary criteria for the employment of the Psychologist and Psychiatrist will be
expertise in cognitive therapy and guided imagery. The Psychologist and Psychiatrist
will be responsible for the development of the treatment manual.

Steven McDermott, M.D., Director of the Cognitive Therapy and Research Program at
Massachusetts General Hospital and Director of Cognitive Therapy at Westwood
Lodge Hospital, has agreed to join the evaluation team. His duties will include:

{1} interview potential candidates and sign off on their retention as the Program
Psychiatrist and Psychologist.

(2) Supervise the Program Psychologist and Psychiatrist in the development of the
treatment manual and sign off when completed satisfactorily.

(3) Rate taped sessions submitied to him on a random basis, using the rating scale
developed by the National Institute of Mental Health for Cognitive Therapy.

{4} On Site teaching and consultation as required.

Rorry Zahourek, MS, RN, CS, Assistant Clinical Professor, University of Massachusetts
School of Nufsing and author of Relaxation and Imagery: Tools of Therapeutic Communication
‘and Intervention (Saunders, 1988}, has also agreed to join the team. Ms. Zahourek is an
acknowledged expent in Guided tmagery, recognized as a teacher, therapist and
consultant. She will act as consultant and program planner for Guided imagery and:
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(1) Interview potential candidates and co-sign Dr. McDermott's appraisal.

(2) Sign off on the treatment manual as regards guided imagery and help in its
development.

(3) Rate randomly recorded case sessions.
(4) Provide on-site teaching and consultation as required.

These measures will result in a detailed treatment plan so that all patients will receive
consistent psychological suppont by experts and will ensure that quality control is
sustained through careful monitoring of these sessions,

4, Education

Patients with chemical sensitivities feel assaulted by the most common and mundane
of items- a new car interior, fragrance emanating from the person sitting next to them
in a movie, a new coat of paint, a freshly waxed store floor, deodorant in the rest
room. Frightened and woutided, they retreat into social isolation. A vicious cycle
ensues, for the less they do, the less they can do. ignorant of self protection
techniques, forays out of this isolation result in further damage and indeed some
sufierers live their lives in porcelain lined dwellings.

From the first-day of admission to the EHU at Northampton, the emphasis will be on
the relief of symptoms and the permanent return to pre-illness functioning. The
patient will enter into an active partnership with the treatment team in an intense
program of education to prepare them for discharge ( Golos & O’Shea, 1987). Upon
entering the unit, the patient will be given an audio tape with accompanying printed
material. This tape will describe MCS and introduce all the key concepts. The patient



34

23

will be able to listen as frequently as he/she wishes. A series of lectures will be
presented over the course of the thirty day stay covering the following subjects:

{a) Topics covered in the educational program:

(1) Understanding the effect of chemicals on the body: Important principles:
Total body load (burden), adaptation (masking), bipolarity, biochemical
individuality, spreading phenomenon and switch phenomenon, a strategy ifor
treatment of exposures and relapses (Ashford, Rea 1992).

(2) Controlling exposures in the home.

(i) Knowing about the Fair Housing Act, knowing how to list needed
accommodations in writing for house manager or owner, Controlling pesticides,
no smoking policies, nontoxic cleaning agents, “petrochemical air fresheners,”
petrochemical products used for repair, maintenance, construction or
remodeling, exhaust from heating systems and appliances that use natural gas, oil
or wbod, keeping the house free of dust (Bower, Rousseau, Gorman, Dadd, Golos
1992).

(i)} Controlling exposures in the bedroom: Making the bedroom oasis, learning
about toxic furniture, including mattresses, foam pitiows, buying new linens,
washing bed linens (Golos 1992).

(iii) Improving air quality at home. Home and room filters, respirators and
masks, reading boxes, ventilation, materials, storage, garage (Rousseau). Furniture,
cleaning chemicals, house paints, removing dust and molds, non-toxic pet control.

(iv) Improving water quality (Rousseau, Bower).
(v) Controlling exposures in medical care and medications (Ziem 1994).
(vi) Controlling neighborhood pesticide exposure (Ziem 1994).
(vii) Do you need to move to anqther dwelling (Shayevitz 1991)?
(3) Going to Work:

improving air quality.
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Understanding the Americans with Disabilities Act, reasonable accommodations,
e.g., special filtering devices, no smoking policies, special parking area away from
fumes, nontoxic cleaning products, nontoxic construction products, the
elimination of air fresheners, other environmental controls. Reading material;
The ADA Handbook, The Rehabilitation Act of 1973, literature from the New
England Center for Environmental Health Strategies, the government ADA
hotline, and technical assistance line.

{4) Travel and Leisure: Creative but nontoxic projects and leisure activities . Car
filters. Venturing out into the community safely {Shayevitz 1991, Ziem 1994).

{5) Networking: Publications and national organizations, information on
chemicals, pesticides and product safety, support groups (Lamielle, Dadd).

{6) Nutrition:
(i) The mechanism of food allergy, food addiction, withdrawal, and repetitious

eating.
(i} Home testing of foods.
{iii) The rotary diversified diet.
(iv) Food families, cooking methods, recipes, and substitutions.
{v} Sources and supp!ement_s.
(vi) Reading food labels.
{vii} Understanding commercial preparation and packaging methods.
{viii) The healthy core shopping. list (Golos, Rogers, Rockwell, Lamielle).

(7} Conservation of Energy: For personal hygiene, in the kitchen, housecleaning,
shopping, washing clothes, daily activities (Shayevitz 1991).

(8): Exercise: cardiopulmonary conditioning, suggested training program,
understanding the fit principle, training sensitive zone, exercise prescription
(Shayevitz, 1991, McArdle, Katch).
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(9] Emaotion: Learning about oneself, interpreting what one has learned, acting on
discoveries, knowing when to seek help (Baldwin, Beck, Singer).

gach lecture will be accompanied by written material so that by the time of
discharge, the patient will have a virtual textbook of information which has been
individualized for him/her.

Our education program will take the patients into the community on guided trips
during the 4th week of the program where they can learn how to enjoy
themselves while avoiding incitants. Damaging exposures however, are inevitable,
but our patients will know exactly what to do to mitigate symptoms.

in every aspect of our treatment plan, from avoidance techniques to the zealous
pursuit of happiness, the patient will be given his own individualized self- directed
plan. At a minimum, at discharge from the unit the patient will (1) understand his
individual avoidance regimen, (2) know how to work and spend leisure time safely,
(3) understand proper diet, and (4) follow prescribed exercise plan safely. A thirty
day treatment plan is just a start for these paﬁents who have been ill for 4 years,
but our aim will be to “ propel” the patient into momentum for getting well
rather than ever retreating into a porcelain village . (Ziem, 1994,1991, Rea 1992,
Rogers, Dadd, Randoiph et al., Gorman, Golos, 1992, 1987, Samet)

5. Exercise /Sauna program:

A significant number of toxic chemicals are Iiﬁid or fat soluble and tend to
bioaccumulate, pasticularly in the fatty tissues throughout the body. This is a
significant point, for once these types of chemicals enter the body's fat stores they
are not easily removed by natural physiological mechanisms. In fact, establishment
of a normal bady weight will be important in this program. Studies of
organohalide levels in adipose tissue have shown that over 90%, and in some cases
even 100% of the sample collected, had detectable levels of DDT, dieldrin,
apatichlor, apoxide and PCB (Root}). In 1973, PPB, a fire retardant, was substituted
for cattle feed supplement in the state of Michigan, contaminating milk and meat.
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In 1978, 97% of 1,000 individuals tested in Michigan had deteciable PPBs in their
adipose tissues and several studies have estimated that these residents may in fact
bear a toxic burden throughout their lifetime {(Wolff, 1979, 1982 ).

The exercise sauna treatment developed by Hubbard (Ashford) has been shown to
reduce chemical burdens in humans., The sauna program consists of forced
sweating at 140 degrees Fahrenheit immediately following physical exercise. We
will begin with 10 minutes, excusing the veteran promptly if any discomfort or
dizziness occurs. We will gradually increase the sessions by 2 minutes at a time
until we reach a maximum of 30 minutes per sauna session. There will be 510 6
sauna days per week. There will be careful atiention paid to pre- and post-sauna
weight, blood pressure, temperature and pulse. Minerals and fluids will be added
to replace those lost by sweating. Ten to fifteen per cent of toxic materials
excreted through the body will be present in sebaceous sweat.

In a study by Root presented at the Proceedings of the National Conference on
Hazardous Wastes and Environmental Emergencies, 15 symptoms of a chemically
exposed population, which appear to be identical 1o those of the Persian Gulf
veterans, including rash, weakness, incoordination, fatigue, nervousness,
headaches, joint , muscle pain and abdominal pain, were compared with those of
a heaithy population. in general, the symptoms were approximately 2 1o 4 times
more common in the chemically exposed population. After treatment in the
exercise sauna programs, symptoms significantly improved (Root, Ziem 1994,
Ashford), ‘

A principle component of the exercise training will be aerobics. This will result in
an increase in trained muscles’ capacity to mobilize and oxidize fat. Aerobic
exercise increases the activity of fat mobilizing enzymes. At any submaximal work
rate a trained person uses more free fafty acids for energy than his untrained
counterpart. Aerobic exercise also contributes to other advantages in stroke

" volume, cardiac oulput, oxygen extraction, heart rate during exercise and
respiratory function. Exercise produces endorphins which improve mood and
exercise means strength and self empowerment.



38

27

Another component of our training program will be that of strength training
{anaerobic exercise). Both men and women often lack sufficient strength to

- successfully perform activities which will greatly enhance their life after leaving the
program such as tennis, golf, skiing and dancing. Appropriate forms of muscular
overload activity improves muscular strength and also has a favorable effect on
body composition (Katch),

Each patient will receive an exercise prescription based on working at 70-85% of
the maximal heart rate, which will be estimated at 220 minus the age and is called
the Training Sensitive Zone (TSZ). Time in the training zone will vary for each
participant according to their individual fitness level, with the ultimate goal to be
able to work at this level for 30 minutes. The higher levels of Training »Sensitive
Zone will be utilized in the aerobic portions of the program. in the anaerobic
portion, or circuit trainihg_, veterans may find it more comfortable to work at the
lower end of the TSZ, approximately 60-75% of max.

A key team member will be a trained exercise scientist whose credentials are
approved by Professor Frank Katch of the University of Massachusetts Exercise
Science Department. Dr, Katch has agreed to join the team as consultant in the
writing of a detailed manual and o ensure quality control he will monitor random
sessions and provide patient and staff education.. The exercise scientist will initiate
a program of circuit weight training. Circuiting modifies the standard approach to
strength training, de-emphasizing heavy local muscle overload in order tovprdvide
a more general total bodily conditioning. This can be expected to improve body
composition, muscular strength, and endurance. In a circuit program a person lifts
a weight that is 40-55% of his or her maximum strengtﬁ. it is then lifted as many
times as possible for 30 seconds. After an individually determined rest period, the
participant moves to the next weightlifting station until the circuit is completed.
Four exercise stations will be utilized and the circuit will be repeated several times
to eventually allow for 20--30 minutes of continuous exercise. As. strength
increases, the weight in each station will be increased and the rest periods
decreased. A circuit program will be carried on every other day or equivalent
throughout the 30-day stay. Light free weight lifting will also be utilized.
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The second component of this program will be that of interval training. This will
include an aerobic program with repeated exercise bouts with rest or relief
intervals varying from several minutes to several seconds as the program progresses.
The prescription will be modified in terms of intensity and duration of exercise
interval, the length and type of relief interval and the number of work intervals,
repetition blocks or sets per workout to meet the specific requirements and
individual fitness levels of these veterans. Interva!l training produces high intensity
intermittent exercise for a relatively long period. For example, few people can run
at a 4-minute mile pace for longer than a few minutes. However, if running
intervals are limited to only 15-30 seconds, followed by rest intervals, the patient is
able to accomplish a significant amount of high intensity exercise with proper
spacing of rest and work intervals. This allows a significant aerobic exercise
without an appreciable buildup of lactic acid, thus reducing fatigue. Recovery
takes place more quickly (Katch).

Patients will also be introduced to simple aerobic techniques using running in
place, moving to music, and jumping rope. Continuous training involving steady-
paced exercise performed at moderate levels for sustained periods of time will be
employed, but of sufficient energy intensity to ensure physiological improvements
and mobilization of fat. This continuous exercise training will be submaximum and
will be able to be engaged in for considerable time in relative comfort 7 days a
week over the 30-day period and will be ideal for use in the postdischarge phase

of treatment.
Each facet of the exercise program will contain the following components:
1. A warm-up walk and gentle movement phase lasting 5 minutes.

2. Stretching and flexibility exercises, to include gastrocnemius stretching, Achilles
tendon stretching, quadriceps stretch, side stretch, and total body stretch.

3. Warm-up.- Veterans will exercise beginning at a very low level, gradually
increasing the pulse rate to that just below each individual TSZ over the next 7

minutes.
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4, T}aining Sensitive Zone time. The effort will be increased and the heart rate
will be brought into the prescribed range. This time will vary according to the
individual’s fitness. Veterans will be allowed to exercise only to the point of feeling
they have worked but are not exhausted, that they feel elated and not depressed,
sore, or stiff. They may not exercise over that point at which they cannot say four
words without taking a breath or at which they fee! chest pain, dizziness or anxiety.
If possible, for each individual, time in the T5Z will be increased to 30 minutes.

5. Cool-down. This is a time to allow heart, lungs and muscles to recover
gradually. It is an opportunity for the large pool of blood that will now be located
in the extremities to be redistributed back to the central part of the body. In this
phase the participants will gradually return to the warm-up walk rate over a period
of 5-10 minutes. At the completion of the cool-down the pulse should be below
120 or back to resting level.

6. Post-cool-down stretching and flexibility. The object of this phase will be to
relieve the increased contraction of muscles which occurs during strenuous
exercise and decrease the number of post-exercise aches and pains, as well as
contribute further to overall suppleness and flexibility. All stretching flexibility
exercises are repeated at this point. 10 min.

The exercise might be divided as follows:
Days 1, 3 and 5: Moderately low-level aerobics with circuit training.
Days 2, 4 and 6: High-level aerobics with interval training.

Day 7: Low-level aerobics, light free weight lifting.

6. An Example of a Daily schedule:

Dressed, washed and have eaten breakfast by 8:00. 8:15 - 9:15, rounds.
Nine-fifteen io 11:00, exercise/sauna therapy.

Stress management, 11:30-12:30

Lunch and rest period, 12:30-1:30
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1:30-2:15, Education.
2:15-4:30, Cognitive group/individual therapy.
Supper, 5:00

6:00, evening program: study course material, take tests, reading assignments and
prepare reports, social interaction, recreational activities.

10:00, lights out
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Weekend program
Occupatioqal therapy, 9:00-10:00
Exercise/sauna program, 10:00-11:30
11:30-12:15, Education -- Review of week’s lectures
Lunch
1:00-3:00, games: ‘backgammon, bridge teacher, bridge, chess
meditation, reflection, prayer with hospital chaplain
5:00, Supper
Evening, entertaining movies, complete studies for the next week’s educational
program

1il. Personnel

The intérdisciplinary team is key to the success of this treatment program.
Members of the team will include not only the Psychologist, Psychiatrist, Medical
Director, Social Worker, Exercise Scientist, Nurses, Nurse Practitioner, but also
the Janitors, Dietitian, Food Service Workers, Engineers, Pharmacist, Respiratory
Therapist, and Laundry Workers. It is imperative that each member of the team
be given the specific education necessary to his/her part of this program. The
team must remain as permanent as possible. The Program Director will be
responsible for training of all team members, for the choosing of each individual
team member in concert with the Chief of Medicine and the Chief of Staff and
all members will be detailed to the medical service under a matrix design. Usage
of the Matrix Management Method will ensure that all team members are
responsible to one person and that they will not be removed from the
Environmental Unit, thus necessitating retraining of personnel , diminishing the
time spent in patient care. Adverse effects in patients resulting from
contamination of the air, food or water will invalidate the research. It is
therefore imperative that the Program Director be in control of all aspects of
patient environment and treatment. Team members must be non-smokers and
refrain from wearing scented toiletries. Their uniforms and clothes must be
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washed in the identical manner to that of the patients. Staff who cannot comply
with this contract will not be eligible for interdisciplinary team membership.

The pfogram' director will further be responsible for the necessary thorough
environmental history and the development of any individualized aspects of the
treatment brogram. She will guide the patient through the gamut of reactions
which may occur during treatment, aid in the recognition of environmental
hazards unique to each patient and prescribe the necessary environmental
controls and nutritional suppont. The program director will be responsible for the
operation of the outpatient program to ensure continuity of care and patient
follow-up.

The nurse practitioner will assist the Program Director, witl help to see in and out
patients, and also coordinate the education program,

The social worker will play an active role in group, individual and family therapy,
will help secure safe housing and workplace accommodations for the patient and
follow the patients in the post-hospitalization phase of treatment to ensure
proper follow-up. -

The psychologist and psychiatrist will provide individual, group and family therapy,
and contribute to continuity of care by providing therapy on an outpatient basis
both for individuals and for groups.

The nutritionist will oversee all aspects of the diet and will participate in the
patient education program. She will devise food substitutions when allergies
occur using her knowledge of food families ; she will collate the diet diaries.

The nurses will provide the constant supervision required to detect reactions in

their earliest phases.
The secretary will enter all data collected on the computer.

The team chaplain will hold regular sessions using prayers, readings, meditations,

reflections and music.

Vocational Rehabilitation referrals will be made as required.
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1V. Post Hospital Treatment:

The program director, nutritionist, exercise therapist, psychiatrist, social worker and
psychologist will hold outpatient office hours once weekly for follow up care. Patients
will be seen in groups the size determined by the current patient census. For those
patients unable to come to the medical center, telephone interviews will be held.

Post treatment schedule: Visits at one, three, six, nine and 12 months.

There will also be a bi-monthly support group run by the Psychologist and a similar
group run by the team social worker,

There will be regularly scheduled supervised outpatient exercise training sessions.
Psychological and physiological outpatient testing will occur according to the schedule
outlined in the Evaluation Protocol.

The social worker will provide a valuable link with other VAMC'S, help to secure safe

work accommodations and link with the families.
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JNSTRUCTIONS FOR SCREENING TEAM

A. Check the application for admission. This application is divided into 5 sections
printed in bold and labeled 1 to 5. It is expected that all “Yes” answers will be given
confirming presence in the Persian Guif, a metabolic screen score of 30 to 160 points
and at 1 symptom with a ranking of 3 or 4 in at least 2 categories, 1 or more chemical
exposures in the Gulf, recognition of 2 or more environmental triggers, and a
completed informed consent. If all answers are “Yes,” proceed with B.

8. Check the physician’s summary on the back of Part V, Defined Data Base, Physical
Examination, VA Form 10-7978e.

we would expect in this section the physician will check alt *No” answers to such
questions as: the temperature is over 100; blood pressure over 150/90; significantly
enlarged glands in neck or elsewhere in the body; enlarged liver; enlarged spleen;
abnormal mass anywhere in the body; red, hot, tender or swollen joints; deformity or
condition which would exclude participation in an exercise program or exclude
diagnosis of MCS. The laboratory/radiology summary should have all “No” answers.

There is one exception. It will not matter whether the physician answers “Yes” or
“No” to the question regarding the sinus series..

Look at the scoring sheet labeled “Profile of an Eligible Patient.” All accepted
patients will have this profile.

APPLICATION FOR ADMISSION

A. Please check sections {1-5) on the application for admission.. There will be five
sections. In order to be eligible for acceptance, the answer must be “Yes” in all

sections.

Section 1. Presence in Persian Guli era confirmed. __Yes ___No
Section 2. Metabolic Screen: Does the candidate score 30-160 points
" score of 3-4 in at least 2 categories , _Yes No
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Section 3. Gulf exposure history: Does the applicant answer yes to any of the

identified exposures? Confirm one or more __Yes ___No
Section 4. Other environmental questions: Does the applicant answer yes to one or

more exposures? __Yes ___No
Section 5. Treatment Program (informed Consent): All eligible candidates must

initial each line of the identified conditions of treatment ___Yes ___No
Check Physician’s Summary on the back of Form 10-7978e.
8. Physical Examination: All answers for eligible candidates will be “No”
* Fever? __Yes __No
* Blood pressure > 150/90 __Yes __No
« Significantly enlarged lymph glands in neck or elsewhere in the body

_Yes __ No

¢ Enlarged liver - __Yes ___No
s Enlarged spleen _Yes ___No
¢ Mass anywhere in body __Yes ___No
« Red hot tender or swollen joints Yes No

Check Physician’s Summary on the back of Form 1-7978e.
C. Laboratory/Radiology Findings: All answers for eligible candidates will be “No”

* Sed rate > 20 mm __Yes __ No
* WBC > 12,000, HGB < 12 gr. _Yes ___No
* Elevated Liver Enzymes __Yes ___No
¢ Billirubin over 2 _Yes __ No
* Stools positive for Ova and Parasites __Yes ___No
* EKG consistent with myocardial ischemia or infarct __Yes .___No
* Positive biopsy for Leischmaniasis _Yes __No
+ Elevated TSH, T3, T4, FTI. or low T3, T4, FTi __Yes ___No
* More than 1 plus protein in the urine __Yes ___No
¢ Fasting blood sugar > 120 __Yes __No
s Elevated BUN or creatinine __Yes __No
« CT of brain shows mass (patient describes headaches) _Yes __No
* Sinus series is abnormal (patient describes headaches) _Yes __No

¢ Abnormal chest X-ray Yes No
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1. Application for Admission: All answers for accepted candidates will be “Yes”

Check only sections in bold print (1-5),

« Presence in Persian Gulf era confirmed. (1.} _X_Yes
« Metabolic Screen: Score 30-160 points (2) _X_Yes
» Symptoms coincide with those positive on MSQ and/or Chief Complaint

_X.Yes
« Gulf exposure history:? Confirm one or more (3.) _X_ Yes
» Other environmental questions: confirm one or more (4.} _X_VYes
« Patient Contract. (5) All lines initialed _X_Yes

2. Physical Examination: All answers for eligible candidates will be “No”

¢ Fever _Yes
* Blood pressure > 150/90 __Yes
» Enlarged lymph glands in neck or elsewhere in the body _Yes
» Enlarged liver __Yes
* Enlarged spleen __Yes
« Mass anywhere in body __Yes
« Red hot tender or swollen joints __Yes

No

| |

3. Laboratory/Radiology Findings: All answers for eligible candidates will be “No”*

» Sed rate > 20 mm Yes
* WBC » 12,000, HGB < 12 gr. _Yes
» Elevated Liver Enzymes __Yes
* Billirubin over 2 __Yes
* Stools positive for Ova and Parasites _Yes
* EKG consistent with myocardial ischemia or infarct _Yes
* Positive biopsy for Leischmaniasis if done __Yes
* Elevated TSH, 13, T4, FT1. or low T3, T4, FT} __Yes
* More than 1 plus protein in the urine’ __Yes
* Fasting blood sugar > 120 __Yes
* Elevated BUN or creatinine __Yes
* CT scan of brain, if done, shows mass __Yes

_X_No
X _No
_X_No
_X_No
_X_No
X _No
_X_No
_X_No
_X_No
_X.No
_X_No
_X_No



* Chest X-ray is abnormal
* Sinus series normal or abnormal OK
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Yes

<

46

No
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PERSIAN GULF LABORATORY WORK

CBC

. T and B lymphocytes, helper/suppressor ratio, natural killer cells
Sed rate

. Antinuclear antibody

Serum immunoglobulin 1gG , Ig £, 1gM, IgA

Liver profile,Serum GGT

. Stool for ova and parasites (3)

. Eosinophil count

. Urinalysis

10. Serum B12 and folate

11. T3, 74, TSH

12. Hepatitis screening tests For A B And C

13. Electrolytes, fasting blood sugar,Magnesium, Calcium, Phosphorous

4. BUN creatinine
5. Stool for occult blood, WBC

6. Rheumatoid factor
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Appendix. B.

Application for Admission.

48
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APPLICATION FOR ADMISSION

_1_. Are you a Persian Gulf Era Veteran?
From: Month Year To: Month Year

when did you first become ill? Month Year
Areyouillmow? Y N

2. Metabolic Screening

Chief complaint (single worst symptom):

List four other complaints (symptoms) in order of severity:
1. 2.
3. 4.

Rate each of the following symptoms based upon your health for the past 30 days:

Point Scale: 0 = never or almost never have the symptom
1 = occasionally have it, effect is not severe
2 = occasionally have it, effect is severe
3 = frequently have it, effect is not severe
4 = frequently have it, effect is severe

Digestive: ___ Nausea or vomiting ___ Diarrhea
___ Constipation ___Bloated feeling
___ Belching, passing gas ___ Heartbumn
___TOTAL
Ears: __ Rchy ears ___ Earaches, ear infection
’ ___ Drainage from ear ___ Ringing in ears, hearing loss

___TOTAL



Emotions:

Energy/Activity:

Eyes:
eyelids

Head:

Lungs:

Mind:

Mouth/Throat:

Nose:

Skin:

61

. Mood swings  —_ Anxiety, fear, nervous
____ Anger, irritability ___ Depression
__TOTAL
___ Fatigue, sluggishness  ___ Apathy, lethargy
___ Hyperactivity ____ Restlessness
___TOTAL
___ Watery, itchy eyes ___Swollen, reddened or sticky
___ Dark circles under eyes ___ Blurred/tunnel vision
___TOTAL
__ Headaches ___ Faintness
___ Dizziness ___ Insomnia
___TOTAL
___ Chest congestion ___ Asthma, bronchitis
___ Shortness of breath ___Difficulty breathing
__ _TOTAL
___ Poor memory ___ Confusion
____Poor concentration ___ Poor coordination
___ Difficulty making ___ Stuttering, stammering
decisions ___ Slurred speech
___ Learning disabilities __TOTAL
___ Chronic coughing ___ Gagging, frequent need to clear
____Sore throat, hoarse throat
___ Swollen or discolored ___ Canker sores
tongue, gums, lips ___TOTAL
___ Stuffy nose ___ Sinus problems
___ Hay fever ___Sneezing attacks
___ Excessive mucous ___TOTAL
___Acne ___ Hives, rashes, dry skin

____ Hair loss ___ Flushing or flashes

50
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. Excessive sweating ___TOTAL
Heart: __ Skipped heartbeats ___ Rapid heartbeats
. Chest pain ___TOTAL
joints/Muscles: ___Pain or aches in joints ___ Arthritis
___ Stiffness, limited ___Pain, aches in muscles
movement ___ Feeling of weakness or tiredness
__TOTAL
Weight: __ Binge eating/drinking ___ Craving certain foods
___Overweight ___ Compulsive eating
___ Water retention __ Underweight
—_TOTAL
Other: __ Frequent illness ___ Frequent or urgent urination
__ Genital itch, discharge __ TOTAL
GRAND TOTAL

Add up the numbers to arrive at a total for each section, then add the totals for each
section to arrive at the grand total.

3. GULF EXPOSURE HISTORY

Were you exposed to oil, smoke, products of combustion, pesticides or other
fumes: __ Daily __Weekly __Monthly _ - Rarely

_.Yes __No Kerosene heaters fueled with diesel (or Mogas blend) in sleeping or
work tent/bldg.

__Daily __Weekly __ Monthly __ Rarely

__Yes _ No Diesel portable field heater that fumed and smoked in sleeping or work
tent.

__Daily __Wweekly __ Monthly __ Rarely
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__Yes __No Admin. Bidg/tent heated with Herman Nelson heater

___Daily ___Weekly __ Monthly __Rarely

__Yes __No Fuel spills and sprays on hands, arms, body or

hands in diesel to clean parts.
___Daily __Weekly __ Monthly __ Rarely

Yes __No Clothing areas were oily from oil well fire and smoke
__Daily _ Weekly __ Monthly __ Rarely

Yes _ No Directly downwind of, or walked over ground soaked with fuel oil
around base camp/work areas for dust contro!.
___Daily __Weekly __ Monthly __ Rarely_

Yes __No Fuel in shower water
__ Daily __Weekly __ Monthly __Rarely

52

Yes __No Drove diesel trucks or tanks in, or out of the unventilated holds of ships

at port
__Daily __Weekly _ Monthly __ Rarely

Yes __No Worked in mess tent with M-2 burners
__ Daily _ Weekly ___Monthly _ Rarely

Yes __No Used in-vehicle, nighttime, diesel heater during downtime in
M-1A1 tank, or other tracked vehicle
__Daily __Weekly _ Monthly __ Rarely

Yes __No Was on burn detail for human waste using gasoline/diesel fuels .
___Daily _ weekly __ Monthly _ Rarely

Yes _ No Got fogged heavily with pesticides
__Daily ___Weekly __ Monthly _ Rarely

Yes __No Unloaded pesticide treated equipment
___Daily __weekly __ Monthly __ Rarely
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Yes
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o __Don'tknow 1 took the anthrax vaccine

_Yes __No 1 took the anti-nerve gas pill. How many?

Yes

Yes

Yes

Yes

_No __Don'tknow 1 took the botulism vaccine

__No Performed duty at a toxic landfill and staging area

called Whiskey Hotel or simitar.

__Daily __Weekly __Monthly __ Rarely

__No Refueled truck tankers mpside, exposing self to fuel vapors rising from

the large top portal.

__Daily __Weekly __ Monthly __ Rarely

__No Served duty on a ship with petrochemicals entering the water supply

via its desalinization system.

___Daily __ Weekly __ Monthly ___ Rarely

Yes __No Stood in tracked vehicle exhaust to stay warm,

Yes

Yes

Yes

_ Daily __ Weekly __ Monthly ___Rarely

__No Stood above and around fumes from concentrated battery acid while

filling new batteries for installation.

_ Daily __Weekly __ Monthly __ Rarely

__No Stationed downwind/near the world’s largest

petrochemical plant & ammonia plant near Al jubayl. ___ Miles

__No Had physical contact/inhalation of Carc paint from freshly painted

tracked vehicles and storage containers.

___Daily __Weekly __Monthly __Rarely

__Yes __No Contact with smoke from oil well fires.

___Daily __weekly ___Monthly ___ Rarely

__Yes __No Diesel fuel sprayed in the encampments to keep the dust down.

___Daily ___Weekly ___Monthly __ Rarely
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_Yes __No Diesel fuel in the shower water.
___Daily __ Weekly __ Monthly ___Rarely

__Yes __No Diesel fuel in the drinking water.
_ _Daily __Weekly __ Monthly ___Rarely

__Yes __No Was in areas where animals/livestock/insects had all died.
__Daily _ Weekly __Monthly __Rarely

4. OTHER ENVIRONMENTAL QUESTIONS

If yes, what symptoms?
Do you notice an increase in symptoms in:

place of worship __Yes _ No Symptoms:

malls or shopping centers

Yes ___ No Symptoms:

school Yes ___ No Symptoms:

particular classroom

___Yes ___ No Symptoms:
car ___Yes ____ No Symptoms:
gas station __ Yes __ No Symptoms:

beauty parlor, hair stylist

Yes __ No Symptoms:
fabric store __Yes _ No Symptoms:

carpeting stores Yes __No Symptoms:

hospi'ai __Yes ___No Symptoms:
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going down soap aisle in grocery store
Yes ___ No Symptoms:

Other

po these products bother you?

Gasoline products
Yes __ No Symptoms:

Exhaust fumes

Yes ___No Symptoms:

Soaps, detergents
Yes ___ No Symptoms:

Fabric softeners
Yes ___ No Symptoms:

Bleaches ___Yes __ No Symptoms:

Chiogrinated water
Yes __ No Symptoms:

Ammonia __ Yes __No Symptoms:

Polishes, floor waxes

Yes ___No Symptoms:

Insect sprays

Yes ___ No Symptoms:

Mosquito spray

__Yes ___ No Symptoms:
Moth balls __ Yes _ No Symptoms:
Asphalt, tar

__Yes ___No Symptoms:

Disinfectant, sprays/liquid
Yes ___No Symptoms:

Rubber products
Yes ___No Symptoms:
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Varnish, paint, shellac

_._Yes ___ No Symptoms:
Hair sprays __ Yes __ No Symptoms:
Cosmetics Yes __ No Symptoms:

Perfumes ___ Yes __ No Symptoms:

Newsprint __Yes _ No Symptoms:
Tobacco smoke

_..Yes ___ No Symptoms:
Metals
Nickel __Yes _ No Symptoms:

Mercury __ Yes __ No Symptoms:

inexpensive earrings
Yes No  Symptoms:

Other
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5. PATIENT CONTRACT
2

The statements below describe the conditions youll be required to meet as part of the treatment.
Piease read each carefully and initial each line signifying that you agree,

If 1 smoke/chew tobacco | will stop before admission

if 1 drink, | wilf give up all alcoho!

If 1 drink Diet Coke or similar | will give up drinking this and all sodas
I am willing to give up chocolate.

e ——

t understand there will be no passes and visitation may be limited.

1 will participate in the education program, which includes study and homework..
1| am willing to make many lifestyle changes during the program and after | am
discharged.
____1 am willing to go on a regulated diet, including a liquid diet for 4  days.

) will eat only what is served to me. This may be only one food (portion size unlimited)

at each meal.
__ b will actively participate in an exercise program tailored for me.

____Vam willing to accept psychological support and learn to look at things a new way.

I will not expect to leave the unit except on authorized trips for my

30-day stay.
{ understand that during the detoxification process | may undergo withdrawal reactions

such as headache, depressed feelings, feeling of anxiety and angry outbursts.

I have read all of the above. | understand and | will comply as checked, or, if accepted, |

understand that failure to comply will result in immediate discharge.

Witness

Signature

Date

BIBLIOGRAPHY
Haines

American Academy of Envir { Medicine
Bland
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Questions to assess fatigue and chronic fatigue s ndrome

If subject reports persistent fatigue as a symptom, he/she is asked the following questions:

a. How often have you experienced this symptom in the past month?
CODE: How many times/past week? ’
[0] __ none now =
[1]__once
[2] __ 2-3 times
{3} __4-6 times
(4] _ > 7 times
[5] __ generally all the time
[8] __ don't know, can't determine

b. When you are experiencing this symptom in the past month, how long does it last?
0] __ not experiencing now
(1] __acute, one time, 1 day
[2] __ chronic, > 2-7 days
[8] __ don't know, can't determine

c. In the past month, how would you describe the intensity of the symptom?
[0] __ no discomfort
{1] __ mild, minimal, noticed but not bothersome
[2] __ moderate, some discomfort
[3] __ severe, considerabie distress
[4] __ exareme, medical treatment, incapacitating
[8] __ don't know, can't determine

d. Have vou lost work or had to take sick days in the past month as a result of the symptom?
[0] _no
[1] __yes, if ves, how many days?:.

e. When did you first start experiencing this symptom?
Month/year

f. Is there anything specific that you think may have triggered the start of the symptom?
2. Now, when you experience the symptom, is there any particular circumstance that triggers it?

h. Compared to over the past year, how would you say the symptom has been in the past month?
it getting worse, getting better or about the same?

[1] __ getting worse
[2] __ about the same
[3] __ gening better
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gition, the subject is asked:

d
in
1. Does the fatigue get better with bed rest? [0]___no [1]___ yes
A 2 Haveyou had to reduce your average daily activities
because of your fatigue? [0___no [i1}___ yes

If yes, how much? % reduction

3. What types of things don't you do now because of your fatigue?

ur fatigue accompanied by:

Py yo
5 1s3 1. Sore thoat? [01__ no [11__ yes
2. Short-term memory loss” [0]__no [1}__ yes
3. Tender or sore lymph nodes? o} __no {1]___ yes
4. Muscle pain? [0J___ no [1] __ yes
5 Multijoint pain without
joint swelling or redness? [0]__ mno [11___ yes
6.Headaches of a new type, pattern [0)___ no (1] __ yes
or severity?
7. Unrefreshing sleep? [0]__ no [11__ ves
8. Malaise lasting more than 24 hours
after exercise? [0} ___no {1]1___ yes

for diagnosis of CFS {extracted from Fukuda et al., 1994]:

' A criteria--fatigue should not get better with bedrest, there should be a substantial reduction in
daily activity, and it should have lasted for at least 6 consecutive months

* B criteria-- positive endorsement of at least 4 of the 8 symptoms

;. If subject meets all the above criteria and does not report having a psvchological or medical

condition that would produce similar svmptoms (refer to exclusion/inclusion list included in Fukuda
e al.,, 1994), then he/she would be diagnosed with CFS.

NOTE: We also administer a Fatigue Questionnaire along with the SF-36 to get an indication of the
subject's limitations. ’ :
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(Office Use Only) ID# __

-

“Here is a list of problems and complaints that veterans sometimes bave. Please read each one careful
and then indicate, using the numbers to the right, how much you have been bothered by that probl.
(3 . .
"Not  Alittle Quite
atall - bit Moderately abit Extremelv

1. Repeated, disturbing memorics of your military

expericnces? 1 2 3 4 5
2. Repeated, distwbing dreams of your military
expericnces? 1 2 3 4 5
3. Suddealy acting or feeling as if yowr military
cricaces were happening again? 1 2 3 4 5
4. Feclisg very upset whea something happened
that reminded you of your military experiences? 1 2 3 4 s
5. Trouble remmzmbering important parts of your
military experizness? 1 2 3 4 5
6. Loss of inrerest in activities that you used
to ezjey? 1 2 3 4 5
7. Fesiizg distact or cut off from other people? 1 2 3 4 5
g. g emotionally numb, or being unable to bave
fings for those closs to you? 1 2 3 4 5
9. Fesling as if your future will somehow be cut short? 1 2 3 4 5
10. Trouble fallisg or staying aslezp? 1 2 3 4 5
11, Fesling irritable or haviog angry cutbursts? 1 2 3 4 5
12. Havirg difficulty concentrating? 1 2 3 4 5
13. Being “superalert,” or watchful or oo guard? 1 2 3 4 5
14. Fezling jumpy or casily startled? 1 2 3 4 5
15. Having physical reactions when something remiods
you of your military experiences? - 1 2 3 4 5
In the lest month, how much have you tried to: h
16. Avoid thinking about your military experiences, or
avoid baving feelings about them? 1 2 3 4 5
17. Avoid activities or situations because they reminded 1 2 3 4 5

Jou cf your military experiences.



Fatigue Questionnaire
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1. Have vou been experiencing reelh{gs of Fatigue in the past TWO weeks? By Fatigue we mean a sense of tiredness,
lack of enecgy. or total body give-out.

If yes, please complete the rollowm Please read each statement and choose a number from 1 10 7, where #1
v agree. Piease answer these

0] po__
(i yes__

with the

and #7 i

questions as they apply o the past TWO WEEKS. [lndicate 'NA' if vou feel question does not apply to you.]

di that you g

Circle the appropriate number!

Completely

Questions disagree —_agree
1.1 fe2! drowsy when ! am fatigued. 1 2 3 4 5 6 7
2. When [ am fadgued. I lose my patience. 1 4 3 4 5 6 7
3. My motivation is lower when | am fatigued, 1 2 3 4 5 6 7
<. When | am fatigued, I have difficulty

concentrating. 1 2 3 4 5 6 7
3. Exercise brings on my fatigue, 1 2 3 4 5 6 7
6. Heat brings on my faugue. 1 2 3 4 3 ] 7
7. Long periods of inactivity bring on mv fatigue. 1 2 3 4 5 6 7
8. Stress brings on my fatigue. 1 2 3 4 5 6 7
9. Depression brings on my fatigue. 1 2 3 4 5 ] 7
10. Work brings on my fatigue. 1 2 3 4 5 6 7
Li. My farigue is worse in the afternoon. 1 2 3 4 5 6 7
12. My faigue is worse in the moming. 1 2 3 4 3 6 7
L3, Periormance of routine daily activities

increases my fatgue. 1 2 3 4 5 6 7
1. Resting lessens my faugue. 1 2 3 4 5 6 7
15. Sizeping lessens my fatigue, 1 2 3 4 3 6 7
16 Ceol temperatures lessen my fatigue. 1 2 3 4 5 6 7
17. Positive experiences lessen my fatigue. 1 2 3 4 5 6 7
18. 1 am easily farigued. 1 2 3 4 5 3 7
19. Fatigue interferes with my physical

functioning. 1 2 3 4 5 6 7
20. Fatigue causes frequent problems for me. i 2 3 + 5 6 7
21 My fatigue prevents sustained physical

functioning, i 2 3 4 3 6 7
22, Fatigue interferss with carrying out certain

duties and responsibilities. 1 2 3 4 3 6 7
23. Fatigue predated other symproms. 1 2 3 4 5 6 7
24. Fanigue is my most disabling symptom. 1 2 3 4 5 6 7
2% Faugue is among my three most disabling

symptoms 1 2 3 4 5 6 7

Completely

NA
NA
NA
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Completely Completely
Questions (cont.) disagree agee
26. Fatigue interferes with my work, family,
or social life. H 2 3 4 s 8 7
27. Fatigue muakes my other symploms worse. 1 2 3 4 5 s 7
28. Fatigue that I now experience is different
in quality and severity than the fatigue 1 .
experienced before I developed this condition. 1 2 3 4 5 6 7
! loaged fatigue after exerci 1 2 3 4 s 6 7

29.1

‘P

F

NA
NA
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Appendix C.

Environmental History For Accepted Patients.

NOTICE TO PATIENTS:
you have already been accepted into the program. Please fill out this
sestionnaire as best you can and we will complete it with you upon arrival
it the Northampton VAMC Environmental Health Unit.
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NORTHAMPTON VAMC
ENVIRONMENTAL HISTORY

QATE
-+ NAME AGE
ADDRESS PHONE NQ.{ )
ZiP CODE,
BIRTHPLACE DATE OF BIRTH
Which Service? Rank and Title?
For what job did you train
What were your actual duties ?
Education:
Adults: Grade schoot Years of high school Years of college
Years of post graduate Learning disabilities
Childrere  Grade school: Grade High school: Grade
Birth defects: If yes, status post-Gulf service: ___Yes ___ No
Goal in requesting treatment
General health information; Mt wi. BP (date)

When and where did you get vour last physical check-up? .

63
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MARITAL STATUS: ___ Single ___ Married —_ Widowlen
___Separated ___ Divorced

OCCUPATION HOBBIES

LIST WORK HISTORY AND DATES PRIOR TO PERSIAN
GULF.

Any chemicals, fumes or combustion products involved?

Any other contact with chemicals fumes, combustion products at work or at hobbies
or in any way:

At 'work, are your symptoms better
worse
the same

Are you bothered by smoking in your work place?
Any particular place or room at work which bothers you?

Have you been exposed to any of the following items
at work presently or in previous jobs?

Asbestos

Chemicals

Fumes

Mists (like spray paints)

Biologics (blood, serum, etc.}

Dusts (grain, cotton)

Agricultural sprays

Do you think your work and/or machines have
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- anything to do with your symptoms?

Are there materials used at work that you think
have something to do with your symptoms?

Describe these materials and/or machines/fequipment
How long at this employment?

How many miles do you travel to work
by expressway miles? Sideroads miles?

CHIEF COMPLAINT AND PRESENT ILLNESS

Chief complaint (YOUR SINGLE WORST SYMPTOM):

List four other complaints in order of severity:

3. 4.
Date main symptoms first began?
Began in what state or country?

How often do you feel ill? Daily Weekly or Times per month
What symptoms, if any, are always with you? (List in order of severity.)
1.

2.

3.

Never free of symptoms? __Yes __ No

Free of symptoms? __Yes __No When?

Date main symptoms first began?

Began in what state or country?
How often do you feel ill? Daily Weekly or Times per month
What symptoms, if any, are always with you? {List in order of severity.)
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2.

3.

Never free of symptoms? ___Yes ___No

Free of symptoms? __Yes ___No When?

Symptoms worse what time of day? __Awakening ___Afternoon

__Evening  __ Night
Symptoms are relieved by medication? ___Slightly  ___Moderately
___Completely ___Not at alt

Do you feel better at home, at work or outside?

Have you developed an intolerance for alcohol {can’t drink the way you used to)?

Date or age main symptoms first began?

Began in what state or country?

If your symptoms are episodic --

When and where did latest episode begin and end?

How often do episodes occur? ___Daily __Weekly or ___ Times Per Month
How long do they last? ___ Minutes ___ Hours ___ Daysor ___ Weeks

What symptoms, if any, remain in between attacks? {List in order of severity)

Never free of symptoms? ___ Yes No
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rée of symptoms? __Yes ___ No When?
svﬂ‘P‘oms worse. what time of day? ___ Awakening _ Afternoon
___ Evening ___ Night
gymptoms are relieved by medication? ___ Slightly ___ Moderately

symptoms

symptoms

farly spring? __Yes __No In June? __Yes __No In September? __Yes

List current additional medical problems (symptoms): 1.

___Completely ___ Notatall
are associated with fever? __ Frequently ___Never

are worse in the house after lights have been on an hour? __Yes

__No

__No

3.

please answer these questions about your Gulf experience.
_Yes __No Saw body bags and caskets.

__Yes __No Heard forecast of large numbers of casualties

Yes __No Was afraid of fighting in MOPP gear at high temperatures.
Yes __No Had inadequate sleep.

Yes __No Was frightened of poison gas attacks.

Yes _ No Was worried about mines.

Yes __No Was worried about Scud attacks.

Yes __No Heard poison gas alarms going off.

__Yes __No Had to sit in MOPP gear for more than one hour at a time.

How often?

67
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REVIEW OF SYSTEMS BY SYMPTOMS

SKIN: Check past or current skin symptoms:

__ Eczema ___Redness ___Rash
___ ltching __ Edema ___ Cracking
____ Bruise easily . Weeping lesions __ Hives

List the main skin areas involved:

is your skin sensitive to? ___ Sun ___ Fabrics ___ Detergents ___ Other
Did you have unusually severe teenage acne? ___ Yes. ___ No
Antibiotic given: ___Yes __ No How long: Type:

HEADACHE AND CEREBRAL: Check items which apply to pain and intensity:

. Constant _ Throbbing ___ Constriction
___ Vise-like ___ Excruciating ___ Episodic
___ Pulsating __ Tight ___ Drawing
___Dull ___ Burning ___Band-like
__ Heaviness ___Sharp __ Boring
___ Cap-like ___Soreness __ Cutting
___ Pressure ___ Cramp-like ___Acute
Check the location of head pain: Character of pain:

___ Onright side of head ___. Begins slowly

___ Onback of neck __Lasts hours

___ Back of the eyes . Returns regularly

___ Inupper teeth ___ Clears without treatment
___Top ofi head - ___Clears with treatment
___ Back of head ___ Lasts seconds
___Forehead _ Lasts minutes

__ Temple __ Lasts days

___ On left side of head . Begins suddenly
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_On the crown of head __ tpisodic
_In the cheek ___Relieved by walking

Check items associated with headache:

__Loss of sight . Running nose __ Nausea

_ Dazzling lights ___ Nasal blockage ___ Vomiting

. Diarrhea ___ Visual disturbance ___ Neck/shoulder pain
__Swelling of eye __ Pallor ___ Flushing

- Inflamed eye ___ Queasy stomach ____ Chilly sensation

__ Tearing of eye ___ Abdominal pain

Check what your headache is preceded or worsened by:

__ Exercise ___ Fear ___ Humidity
__ Odors . Anger ___ Overheating
___ Alcoholic drinks ___ Fasting ___ Anxiety

___ Arguments ____ Disappointment ___Rejection
__Foods ___intense light ____Infections
__ Coffeeftea ___ Eye strain ___ Motion

__ Muscle strain ___ Chiiling ___Noise

___ Unusual stimulation ___ intense thinking

EYES: Check symptoms which apply:

__ ltching ___ lrritated ___Watering
___Dryness ___Burning __ Pain

___ Sties __ Crusty lids ___ Granulated lids
__. Puffiness ___ Twitching lids ___Swelling of lids
___Biloodshot ___ “Floaters” ___Mucus in eyes
__ Dark circles ___ Blurred vision ___ Sensitive to light
___ Cataracts ___ Glaucoma ___Wear glasses
Are these symptoms present all year round? ___Yes ___ No

Which is your worst season? __Spring ___ Summer ___ Fall ___ Winter

Which months:
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EARS: Check symptoms which apply:

___Hearing loss . ___ Nerve deafness ___ Wear hearing aid
___lhiching inside . Crusting inside ___ Ringing/roaring

___ Blocked sensation ___ Dizziness ___Sense of imbalance
__ Pressure __ Pain ___ Fluid accumulation
___ Serous ofitis ___Everlanced ___Frequent infections
___Drainage . Tubes in ears

Are these symptoms present all year round? ___ Yes __No

Which is your worst season? ___ Spring ___ Summer ___Fall ___ Winter

Which months?

NOSE/SINUSES: Check each symptom which applies (to greater than normal degrees):

___lrches ___ Blocks ___Runs

___ Sneezes ___ Bleeds _. Crusts

___ Burns ___ Blisters ___Sinus infections

___ Post-nasal drip __ Mucus yellow ___ Mucus blood-streaked
___No sense of smell ___Polyps ___ Require nose drops/spray
___ Other

Are these symptoms present all year round? ___Yes ___ No

Which is your worst season? ___ Spring ___ Summer ___ Fall __ Winter

Which months?

When? ___ Upon arising ___ After meals ___ After medicines
_ Uponlying down ___ At night __Cold__ Hot__ Dry
___ Other

Do you experience a profuse watery discharge from nose and nasal stuffiness, followed in 36 to 48
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pours by purulent secretions and chest symptoms (such as a wheeze, cough, expectoration)?
Yes No

— —

MOUTH AND THROAT: Check symptoms which apply:

. Cracked lips/corners ___Chapped lips . Fever blisters
_ Sleep with mouth open  __ Hoarseness _ Tongue swollen
- Sorefraw tongue __Lose voice ___ Sore throats
_ Throat/palate itch ___ Difficult swallowing  ___ Teeth pain
Throat clearing . Throat closes ___ Fillings, which type?
__ Wear dentures ___ Grind teeth in sieep
__ Badtaste ___ Bad breath
Do you ever have swollen neck glands? __Yes ___ No

|f you use any of the following, indicate the brand name:

Toothpaste Dentifrice Mouthwash
Tobacco Chewing gum Cough drops
Chapstick Lipstick

Adhesive for dental plates

CARDIAC: Check any chest symptom you have now or have had in the past:

___Rapid hean ___ Skipped beats ___ Murmurs
___ Heart enlargement ___Chest pains ___ Ankle swelling

Which is your main symptom?

List diagnosis if made

When is this symptom worse?

___Morning __ Spring ____ Winter
___ Mid to late morning ___ Summer ___ Year Round
___Mid to late afternoon ___Fall ___ Other

—_ Night
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if you take cardiac medications --

Which medications relieve you best?

+How soon do these medications relieve you?

For how long do these medications relieve you?

RESPIRATORY: Check any symptom you have now or have had in the past:

. Wheezing .. Asthma .. Bronchitis

.. Frequent colds __ Frequent infections  ___ Pneumnonia

__ Frequent coughs ___ Pleurisy . Night sweats/flushing
. Coughdry __. Tight chest . Heavy chest

. Cough mucus .. Short of breath

How far can you walk vigorously before becoming short of breath?

Which is your main symptom?

when is this symptom worse?

.. Morning . Spring . Winter
e Mid 10 late morning . Summer . Year round
.. Mid to late afternoon __Fall . Other

__ Night

which medications relieve you best?

How soon do these medications relieve you?

For how long do these medications relieve you?

Do you smoke? ___ Yes .__ No  How many per day?
How long have you smoked?

Have you ever smoked? __Yes ___ No How long did you smoke?
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when did you quit?

GASTROINTESTINAL: Check symptoms which apply:

__ Heartburn ___Indigestion ___Retaste food
___Bloating __ Flatulence ____Belch frequently
__ Good appetite ___ Queasy stomach ___ Bioody stoois
___Poor appetite ___ Frequent nausea ___ Stomach aches
___ Picky eater ___ Frequent vomiting  ___ Constipated

___ Cramping ___ Vomit blood ___ Anal itching

__ Use laxatives ___Diarrhea ___Tarry stools

___ Mucus in stools ___ Anal pain ___ Rectal bleeding
__ Ulcer ___ Gallbladder trouble

Do these symptoms occur in relation to eating? ___ Yes ___ No

if so, what foods:

Do you take any “G1” medications? ___Yes ___ No

If so, please list:

GENITOURINARY: Check items which apply:

__ Genital Herpes ___Kidney disease ___ Kidney stones
___ Difficult urination ___ Prostate trouble ___ Painful urination
___ Sores ___ Bladder disease ___ incontinent
___Have Trichomonas ___ Syphilis ___ Have discharge
___ Being treated for ___ Pass blood ___Have yeast infection
Trichomonas ___ Bed wetting ___ Impotence
__ Spouse being treated ___ Cystitis ___ Frigidity
for Trichomonas. ___Have/had cancer .. Other
__ lching . - Where

. Burning



86

MUSCULOSKELETAL: Check which items apply:

Do you have: Muscle pain? __Yes __ No How severe: 14_ 24__ 3+_

4+
joint swelling? __ Yes _ No Howsevere: 1+__ 2+ 34+__ 4+:
Has fluid been removed from any joint? . Yes __ No
Do you have momning stifiness? ___ Yes __ No How long does it last?
If present, when did pain or swelling begin?
jsitsteady oroffandon? ___ Yes ___ No
Do you experience: fatigue? — Yes ___No
Check diagnoses you have been given by other physician:
__ Osteoarthritis —_Convulsions — Autoimmune Disease
___ Rheumatic faver . Rheumatoid ... Paralysis
___Lupus . Multiple Sclerosis  ___ Other
___ Collagen vascular Disease
ENDOCRINE: Check items which apply:
Do you now have or have you ever had:
A weight loss of more than 5 pounds during the last 12 months? __ Yes __ No
A weight gain of more than 5 pounds during the last 12 months? __ Yes _ No
Lack of appetite? _ Yes __ No Notable increase in appetite? _ Yes _ No
Abnormal thirst? __ Yes -__ No  Diabetes or sugar in the urine? __ Yes __ No

Enlarged thyroid, ﬁoiter, over- or underactive thyroid? __ Yes __ No

Low blood sugar? __Yes __No
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2 around eyes? ___Yes __ No

;,llin
il

,OMEN ONLY: Check which items apply:

inthe legs? __Yes ___ No

greast soreness before periods ___ Breast cysts or lumps
’areast soreness during periods ___ Breast soreness
“ Had breast biopsy ___Had mastectomy
~ other ___ Breast implants
-

e 3t onset of menses?

Regular periods __HadD&C __ Use contraceptive pill
- \rregular periods ___ Had miscarriage ___ Use foam
’scant flow ___ Use lubricants ___ Use douches
’Heavy flow ___ Use diaphragm ___ Pregnant now
: partial/total hysterectomy

ahich of your symptoms do you have before periods?
<ow long do they fast?

which symptoms do you have during periods?
How long do they last?

which symptoms do you have at ovulation?
How long do they last?

Taking which hormones?

ige at menopause?

surgery of the uterus, ovaries, etc.? ___Yes __ No
liyes, please specify
Cesareans? __Yes ___No Ifyes, when?

if yes, when?

Breast surgery? _ _Yes _No
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How many pregnancies? How many children born alive?

How many premature births? How many stillbirths? How many miscarriages?
Any complications with pregnancies? __ Yes __ No

If yes, please specify and state when?

Any adopted children? __ Yes __ No

NEUROLOGICAL/PSYCHOLOGICAL: Check items which apply:

___Weakness in limb ___ Bilurred vision . Abnormal EEG
___ Numbness ___ Double vision __ Diagnosis of Multiple Sclerosis
___ Tingling ___Foot drop __ Lack of coordination
___ Abnormal gait ___Spinal pain ___Tics

___ Tremor ___ Neck pain ___Back pain
___Convulsions ___Feel groggy

____ Dizziness ____Unable to concentrate

___ Fainting spells ___ Short attention span
___Blackouts ___ Vision changes

___Amnesia ___ Unable to reason

. Had shock therapy .. Considered a nervous person

___ Frequently keyed up and jittery ___ Worried by little things

___ Shaky ___ State of anxiety

___ Startled by sudden noises ___ Unusual tension

. Often feel suddenly scared __ Frustration

__ Goo pieces easily ___ Numbness

. Forgetiul ___ Often break out in cold sweats
__ tListless __ Sweats

___ Stuporous .- ___ Profuse sweating

___ Withdrawn feeling ___ Depressed

__ Feel “lost” in time . Psychiatric care

___ Had a nervous breakdown ___Have difficulty staying awake

___ Family member had nervous __ Daytime sleepiness
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breakdown ___ Am a workahotic

Use tranquilizers __. Often unable to perform work
“" Hospitalized for nerves ___ Have had hallucinations
- Aggressive ___ Have had visions
: Misunderstood by others ___ Have heard voices
- Irritable ___ Am being controlled by other forces
_ Easily flare in anger __ Have seriously considered suicide
__Feeling of hostility ___Have overused alcohol
- Undue fatigue ___ Cryoften
__Pale ___Often unhappy

Hyperactive ___Feel insecure

Restless legs __Have overused drugs
__ Considered clumsy ___Been addicted to a drug
- Unable to coordinate muscles ___ Extremely shy or sensitive
__ Have difficulty falling asieep ___ Other
__Have difficulty staying asleep
__ Sleep walking

Often awakened by frightening dreams

Tell us anything you would like about your daily life:

ENVIRONMENT: Check items which apply:

Do you live in an apartment? ___Yes __ No How old?
Do you live in a house? __Yes __No Howold?
Other type of housing: Mobile home, farm, etc. Be specific:

Is there a garage attached? ___Yes ___ No

is there an abundance of vegetation immediately around your home? __Yes __

No
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Does your home tend to get dustier than other homes? ___Yes __ No
Does your home tend to get drier than other homes? " __Yes __No
Does your home have a basement? __._Yes __ No

Have you ever noticed molid or mildew in your home (basement, bathroom, closet, windowsills,
etc. ___Yes Nov

Any strong odors you notice that bother you that never did before? List:

At home, are there:

new furniture or carpets

dust

mold

gas heat

smoke

waterbed

particle board in your bedroom
foam mattress - foam pillows

POLLEN: Check items which apply:

__ Worse outdoors ___Redness of eyes

___ Worse on windy days ___ Worse on clear sunny days

___ Watering of eyes ___ Worse outdoors from 7-11 a.m,
___ ltiching of eyes ___ Air conditioning helps

Do you flare when going from an air conditioned room to open air? __ Yes _ No
Does the cool air of air conditioning increase your symptoms? _Yes __No
Are nasal and eye symptoms both present? __Yes _ No

Do you notice a flare of your symptoms on known high pollen days? __ Yes _ No
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Are your symptoms: Worse in spring? —Yes __No
Worse in summer? ___Yes __ No
Worse in fall? Yes __ No

puUST: Check items which apply:

__Worse indoors __ Better outdoors __ Dusting or sweeping increases symptoms
flare shortly after going to bed? __Yes __ No

Symptoms accentuate on waking? ___Yes ___ No

Symptoms recur or increase each year with the return of cold weather? _Yes _ No

Do you experience definite nasal symptoms:

with little or no itching of your eyes? ___ Yes ___ No
With itching of your eyes? __Yes ___No
Do you experience? ____ Sinus headaches —_ Frequent colds
___ Productive cough —_ Purulent secretions
___Intermittent fever ___ Worse in damp air
Are your symptoms worse when furnace goes on for the year? ___ Yes __ No
Explain:

MOLD: Check items which apply:

. Worse outdoors between 4:30 to 8:30 PM ___ Better in your house

___ Worse after sundown — Worse in certain room

_.— Cool evening air increases your symptoms Name it:

—_ Worse in damp places or low places in . Flare in basement
theroad ___Worse in a centain home

—. Worse when mowing or playing on the grass ___ Worse in your house

—_. Symptoms worse from mid-july to November ___ Worse in other homes
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___ Distinctly worse from September to frost ___ Fiare around food mills {(smut)
___ Definite increase of symptoms around —_Other: __
October 15t

__ Worse on windy days
___ Especially worse with north wind
PILLOW: Check items which apply:

__ Feather ___ Kapok
___ Foam rubber ___ Synthetic

Spouse/roommate’s pillow:

__ Other,

MATTRESS: Check items which apply:

___ Water bed __ Conventional
___Cotton ___ Futon (cotton/foam)
___ Foam rubber ___ Plastic covered

___ Box spring or innerspring
___Other

Spouse/roommate’s mattress:
BLANKETS: Check items which apply:

___Wool . Quilt
___ Cotton ___ Synthetic

Spouse/roommate’s:

ANIMALS OR PETS: Check items which apply:

__Dog __Ca

.. Fish . ___Rabbits
- Hamster ___Guinea pig
__. Other

__ Bid
___ Horse {own/ride)
__ Cattle

Animals in house? ___ Yes No  Animals in bedroom? ___Yes __ No
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JANTS: Check items which apply:

o you have indoor plants? ___ Yes ___ No

.yes, how many, where:

1OORING: Check items which apply:

___cotton ___ wool ___ synthetic

“srpets/rugs:
-arpets/rugs padding: _ foam ___felt ___straw/fiber

“le: __ vinyl ___marble ___terrazzo ___ ceramic
WPPLIANCES: Check items which apply:

sove: ___gas __electric Exhaustfan? ___Yes __ No

Jryer: ___gas ___electric

eirigerator:  ___gas  ___ electric

__ electric Location:

Wwater heater: ___gas

CLIMATE CONTROL SYSTEMS: Check items which apply:

__ Floor furnace

__ Gas forced air
___ Gas or kerosene heating unit

__Oilforced air

__ Electric forced air ___Fireplace
___ Radiator steam/hot water heat ___ Space heater (vented/unvented)
___ Other

__Electric baseboard or panel
__ Wall furnace

Where is the furnace located?

Air Conditioning:
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___Window unit Filters: ___ electrostatic ___hepa
__ Central ___fumecontrol  ___ carbon
__ other

FURNISHINGS: Check items which apply:

Upholstery: ___ cotton Cushions: ___ foam
____ synthetic ___ cotton
___ synthetic

Window coverings:

Blinds: ___ metal Draperies: ___ synthetic
___ wooden __.cotton

CHEMICALS: Check items which apply:

Do you use strong chemicals (i.e., disinfectants, bleaches, oven and drain cleaners)

in your home? ___ Yes __ No If yes, name them:

Do you use floor and furniture wax and wax remover? _ Yes ___No

Do you use pesticides in your home? ___Yes __ No If yes, name them:

Do you or have you used a lawn care company? ___Yes ___No I yes, name of
the company When was the last time? ___

How often do you have the treatments?

Do you regularly have your home treated ior insects? ___ Yes No

If yes, name of the company and list the specific name of the chemical
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Have you had your home treated for termites? _ Yes __No lfyes, when ___

List the product used:

po you live near a power generating station? __Yes ___ No If yes, how near?
__500feetorless __1/2to3 miles __ Smiles __ 10 miles
Do you live near an electric distribution sub-station? _ Yes __ No If yes,
how near? __ S00ft.orless __1/2to3 miles __ 5 miles __ 10 miles

. Do you live near high voltage electrical transmission lines? __Yes __ No
ffyes, how near? ___ 500ft. orless __ 1/2to 3 miles ___5miles __ 10miles
Is there a power transformer near your home? ___ Yes ___ No Ifyes, how near?
__500feetorless ___1/2to3miles __ 5miles __ 10 miles
Do you live in direct line of a T.V. transmitter? _ Yes ___No

Do you believe you have symptoms produced from these? (Circle the appropriate answer)

1. T.V. transmitter 4. Generating station
2. Electric lines 5. Electric distribution sub-station

3. Transformer

If so, please list or describe:

Do you live near a microwave tower? ___ Yes No  If yes, how near?

__S00feetorless __ 1/2to3miles ___5miles __ 10 miles
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Do you live near a radiotower? ___Yes __ No If yes, how near?
___500feetorless __1/2to3miles __ Smiles ___ 10 miles
What type of electric lights do you have?

___ Incandescent ___ Fluorescent __ Full spectrum
Do you notice symptoms from your lighting? ___Yes ___ No I yes, list the symptoms in order
of severity.

1 3.

On what type of equipment do you prepare your food?
Gas ____Electric __ Microwave

Do you notice any difference in symptoms irom food prepared in a specific way?

Gas: _Yes ___ No Electric: ___Yes ___ No Microwave: __ Yes ___No
Do you notice any symptoms when near the microwave oven? __Yes __ No
Do you notice any symptoms from exposure to the T.V.? ' —_Yes ___No
Do you have a T.V. antenna on your home? __ Yes __ No

Do you have cable television? ___ Yes __ No.

Do you work in a modern office building with computers, electric typewriters, photocopiers,
printers, word processors? ____ Yes ___ No ’

Do you operate any of these machines? ___Yes _ . No If yes, list the symptoms produced in
order of severity.
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v po you notice a s‘ensilivity tometal? ~__Yes ___ No
po weather change cause a change in your mental or physical health? __ Yes __No
- Explain:
: po you use electric blankets? __ Yes __ No if you experience symptoms, list them in order
 of severity.
Blankets: 1. 2. 3.
Metal: 1. 2. 3.
Weather
changes: 1. 2. 3.
Do you obtain your water froma well? ___ Yes __ No
How deep is the well? __25ft. __50f. __ 100#.
Is it an Artesian well? __Yes _ No
‘ Do you have a basement? —_Yes ___No
What kind of soil does your area have? ___Sandy ___ Clay ___ Granite

___Shell __ phosphate rock
What kind of material constitutes your basement floors & walis?
___Solid concrete  .__ Concrete ___Cinderblock ___ Soil
From what material is the foundation of your home constructed?

__ Concrete Wood ___ Other




98

Do you notice any cracks in the foundation or walls of your basement? __Yes __No

How many stories does your house have? __One __ Two ___Three
Do you have storm windows & doors? __Yes __No
1s your home well insulated? __Yes __ No

What type of insulation do you have?

is your home well ventilated? _.Yes __No

Explain

Has there been any mining in the immediate vicinity of your home? _ Yes __ No

If yes, how near? __ 1 mileorless ___Smiles __ 10 miles
Do you know of any landfill areas near your home? ___ Yes __ No
If yes, how near? ___ 1 mileorless __ Smiles ___ 10 miles

Do you know what substance constituted the landfill on which your home was built?
No

If yes, what was the substance?

Do you know the previous use of the land on which your home was built?
Yes No

If yes, what was the previous use?

Do you live near a gasoline station or similar? ___ Yes No

Please explain:

Do you live near a neighbor who uses pesticides? ___ Yes __ No

Please explain:

86
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How long have you lived in this home?

Have you noticed any change in your health since being in this home?
__Yes __No

If yes, what type of change? __ Heant _ Lungs __ Gl __ Cerebral __ Other

List three symptoms in order of severity. 1.

2. 3.

Do you have an air or water purification system, or both? ___Yes ___ No
__ Both: Type

Have you had any air sampling done in your home? ___Yes ___ No
Results:

Have you had any water sampling done? ___ Yes ___ No

Results:

Do you ieel better inside or outside your home?  ___ inside ___ Outside
Do you feel better in a particular room or area? __ Yes ___ No

Which one?

Do you feel worse in a particular room orarea? ___Yes __ No

Which one?

Has your house been checked for radon? ___ Yes __ No

ii yes, please explain:
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INHALANT AND CHEMICAL EXPOSURE: Check your occupation and exposures.

___ Office worker ___Work in extreme cold

___Professional worker What type

___ Work around cosmetics ___Salesperson

___ Work around fumes ___ Construction worker

___ Farm worker ___Painter

___ Factory worker __ Hospital worker

___ Works indoors ___Teacher

___ Work in extreme heat ___ Works with animals
What type ___ Other

Check if exposed to; doubie-check if you have symptoms from:

___ Dust ___ Photocopy paper ___Pesticides
__ Overstufied furniture ___ Varnish ___ Herbicides
... Fireplace __Solvents . Grain dust
___Slab home __Lacquer _ . Mildew
___Post & beam home  ___ Furniture polish ___Dog inside
___Oid home ___ Floor wax __ Catinside
___ Marshy area ___Incense __ Bird inside
___ Desen area ___ Mothballs ___ Other pets inside
___ Woody area ___ Disinfectants ___Sisal (rope)
___ Prairie ___ Plastic ___Tar
__ Tobacco smoke ___Dyes ; ___Rubber
____Linoleum ___Paints . Chemicals
. Linoleum tile ___ Turpentine ___Potted plants
___New carpet ___Diesel fumes . Cosmetics
___ Old carpet ___ Exhaust fumes  Nail polish
__ Rugs . Gasoline fumes ___Perfume
___ Wooden floors . Alcohol
__ Kapok ___ Dry cleaning

List family habbies which bring on symptoms (model planes, etc.):
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List family work exposures:

List 4 symptoms, if any, from these exposures in order of severity:

2,

™

FOOD: Check items which apply:

___ Bothered by food odors

__ Excessive hunger
___ Eat daytime snacks

Excessive thirst

Avoid centain foods ___ Elimination diet

Dislike certain foods

__ Weight loss ___ Eat bedtime snacks
__ Weight gain ___ Eat “junk” foods
__. Overeat foods ___ Skip meals

___ Crave certain foods . Eat regular meals
___ Crave beverages __ Crash diets

Check items which apply to you, the adult, when you wer

___ Bothered by foods .. Bothered by beverages

___ Poor appetite ___Picky eater

___Bottle fed ___ Colic

___Eczema ___Hives

__ Constipation ___ Diarrhea

___ Stomachaches ___Headaches

___ Night sweats ___ Hyperactivity

___Learning problem ___ Behavior problem
___ Other

__ Dyslexia

Is there a family history of allergies or food intolerance?

Are most of your meais ___ at home

__Yes

____Rotation diet

___ “Caveman” diet .

_ Use exotic foods

___ Cook from scratch

.. Use convenience

foods

___ High protein diet
___Vegetarian diet
___ Other,

e an infant and child:

Feeding problems

Failure to thrive

___ Constant hunger
Skin rash

___ Vomiting

Gassiness

___Legaches
Fussiness

___ Celiac syndrome
___Other

No

___ at restaurants
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Do you mostly eat foods that are? __ fresh __ canned __frozen __ packaged

What are your favorite or most enjoyed foods?

- What are vour favorite or most enjoyed beverages?

Check preference __Beer _ Wine _ Scotch __Bourbon _Gin __Vodka __Rum
How many alcohotic drinks do you have daily?

How many cups of coffee do you drink daily? Regular or decaffeinated?

How many cupsiglasses of tea do you drink daily?
How many soft drinks do you drink daily? Regutar or diet?

List particular habits, problems, or peculiarities concerning your food intake:

IMMUNIZATION: Have you ever had:

Smalipox vaccination . Yes _ No if yes, when
DDT or Tetanus Taxoid? ___Yes ___ No if yes, when
Polio immunization? Yo ___No If yes, when
Mumps immunization? __ Yes ___ No if yes, when
Measles immunization? ___Yes __ No # yes, when

Anthrax immunization? Yes ___No if yes, when
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typhoid immunization? __Yes __ No Ii yes, when
potulinus immunization? __Yes ___ No if yes, when
nher:

11ST MEDICATIONS YOU ARE PRESENTLY TAKING:

PAST HISTORY

allergies, or asthma: include antibiotics, metals, seasonal (hayfever).

medical or surgical ilinesses. List all operations.

Have you ever been diagnosed by a physician as having epilepsy? _-_ Yes __ No
depression? _—__Yes __No

high blood pressure? ___ Yes ___ No

head injury? __Yes _ No Describe

Name any conditions such as kidney trouble, diabetes, heant disease, stroke, loss of consciousness,
elc., which you presently have or have had:
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Please list major illnesses you have had and the date, if known:

Have you had a birth defect? Yes ___No

Have you had abirth injury?  ____Yes __ No

in school -- were or are you an exceptional, good, poor student:

MEDICATION/DRUGS TAKEN IN THE PAST: Check items which apply:

. Brondecon ___Lanoxin

. Aminophyliin ___ Nystatin

. Vanceril ____Nizoral

o Susphrine . Seldane

... Bronkodyl . Nasalchrom

.. Alupent — Xanax

... Bronkephrine ___Lithium

.. Theophylline ___ Valium

.. Theo-Dur —__ Muscle relaxers
_ Elixophyllin ___ Digestive enzymes
___ Prednisolone ____Konsyl

s Prednisone ___ Metamucil

. Epinephrine ___ Diuretics

... Conisone _ Laxatives

. Adrenalin ___ Thyroid medications
___ Penicillin ) ___ Dietary supplements
o Insulin ... Vitamins

. Mycin drugs ___ Sleeping pills

. Dilantin ___Marijuana

. Antibiotics __ Street drugs

. Deconamine ___ Minerals

. Phenobarbital —_ACTM,

___ Demorol —__ Aspirin

. Codeine ___Tylenol

.. Decadron ___ Cough medicine

w. Deconamine ___Nose drops
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_. Tranquilizers ___ Hormones
__Digitalis . Antihistamines
__ Sulfa drugs ___ Others

_ Paregoric ___ Others

__ Blood pressure medications ___ Others

_. Birth control pills ___ Others

__ Inderol

If you use illicit drugs -- last usage date:

Do you ieel addicted? ____Yes __No

ALLERCY: Check items which apply:

Have you ever had allergy tests? ___ Yes ___ No  If yes, when and what type?

With what physician?

Are you taking allergy injections at the present time? ___Yes __ No lvyes,

please explain:

Do you frequently require emergency treatment for allergy? ___ Yes ___ No
How many times per year?

List current allergy treatment, if any:

BOSPITALIZATION:

Please list all haspita!iiations arud state purpose:
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Please list all operations and give dates:

STUDIES: Check items which apply:
in the recent past have you had any of the iollowing studies:

X-tays of the sinuses? . Yes No i yes, when?

X-rays of the chest? __Yes __ No Ifyes, when?

X-rays of the stomach, galibladder, or colon? __ Yes __ No If yes, when?

X-rays of the teeth (dental examination)?  __Yes __ No If yes, when?
Scans of the whole body, bone, or brain? __Yes __No Ifyes, when?
Electrocardiogram? __Yes __ No Ifyes, when?
Hearing tests? . Yes __No [Ifyes, when?
Blood or urine tests? —Yes ___No If yes, when?
Tuberculin skin test? ___Yes ___ No If yes, when?

(TB skin test)

Proctoscopic examination? __ Yes _ No I yes, when? i

Mammography? . Yes __ No I yes, when?

SURGICAL HISTORY: Check items which apply:
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Have you had:
Tonsiliectomy and Adenoidectomy? __ Yes __ No if yes, when?

Surgery of nose, ears, mastoid, or
sinuses (also sinus irrigation or flushing)? __ Yes _ No |f yes, when?

Appendectomy? _Yes __No |Ifyes, when?
Hernia repair or rupture surgery? _.Yes __ No ifyes, when? __
Hemorrhoidectomy? __Yes __No (ifyes, when?

Surgery of stomach, bowel, or

galibladder? __Yes __No |If yes, when?

Any other operations? __Yes __No Ifyes, please specify:

Surgery for fractures, concussions? __Yes __No Ifyes, please specify:
SENSITIVITIES

CONTACT DERMATITIS: Check items which apply:
Has your skin ever been bothered by contact with any substances?

If yes, which substance?

__ Yes

How widespread was the involvement?

How frequently has it recurred?
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What treatment have you used?

Mave you ever had? __ Poison Oak __ Poison lvy __ Poison Sumac __ Other,

Does wearing metal watches, rings, necklaces cause you to break out?

INSECT SENSITIVITY: Check items which apply:

List any insects to whose bite or sting you get greater than normal reactions:

Check any reaction you get:

.. Hives __. Fainting . Nausea

__ Dizziness ___. Shock ___ Loss of consciousness
___ Vomiting ____ Mental confusion __ Large local swelling
____ Difficulty in breathing ___ Difficulty swallowing ___ Other

___ Required hospitalization __ Anaphylaxis
Do insects seem to single youout? ___Yes ___No  Which insects?
How many reactions to insects have you had? __

What type of treatment do you receive after each reaction?

MEDICATION: List any allergy to drug or injection, with symptoms:

Drug Symptom Drug Symptom
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Check your reaction to: ___ Dental Anesthesia __ lodines
___ Other Anesthesia ___ Tetanus Antitoxin
___ Tetanus Toxoid .. X-ray Contrast Media

__._ Other vaccination

COMMUNICABLE DISEASES: Check items which apply:

Do you now have or have you ever had:

__Yes __ No Measles __Yes ___ No Rheumatic fever
___Yes ___No German measies __.Yes ___No Polio or meningitis
__Yes ___ No Mumps ___Yes __No Tuberculosis
__Yes ___ No Chicken pox ___Yes ___No Vailey fever
___Yes ___ No Whooping cough ___Yes _ No Infectious mononucleosis
___Yes ___No Diphtheria __Yes __No Syphilis
__Yes ___ No influenza __Yes ___No Gonorrhea
__Yes ___ No Scarlet fever or ___Yes ___No Other

Scarlatina

FAMILY: Check any of the following iilnesses which occurred in your family:

__ Hayiever ___ Hives ____ Constipation
__Cancer ___ Headache ___ High blood pressure
__Eczema ___ Ventigo ___ Low blood pressure
___ Epilepsy ____Hean disease ___ Tuberculosis
___Asthma ___Indigestion ___ Arthritis
___ Psychiatric care __ Drug use ___ Depression
___ Emphysema ___ Diarrhea ___Nervousness
___ Kidney disease __. Brain tumors ___ Nervous breakdown
___ Undue fatigue ___ Diabetes ___ Emotional problems
Dementing iliness; __Yes _No
Learning disabilities: __Yes __No

Any neurological disease: __Yes _No
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Diabetes: _Yes __No
High blood pressure: _Yes _No
Muitiple sclerosis: _Yes__No
ilupus: _Yes __No
Alzheimer's: __Yes __No
Cancer: _Yes _No
Epilepsy: _Yes _No
Depression: __Yes _No
Substance abuse: __Yes _No
Rheumatoid arthritis: _ Yes __No

Explain:

Additional comments:

Health (Mention all allergies or known diseases if living):

FATHER: Age
AGE AT DEATH: If deceased, cause of death:

MOTHER: Age Health (Mention all allergies or known diseases if living):
AGE AT DEATH: If deceased, cause of death:

BROTHER OR SISTER: Age or ages Health {Mention all allergies or

known diseases if living):

AGE AT DEATH: If deceased, cause of death:
HUSBAND OR WIFE: Age Health (Mention all atlergies or known diseases
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if living):
AGE AT DEATH: If deceased, cause of death:
SON OR DAUGHTER: Age or ages Health (Mention all ailergies or

known diseases if living):

AGE AT DEATH: If deceased, cause of death:

GENERAL FAMILY: Check items which apply:

Has any blood relative ever had:

Heart disease, heant attack, high blood pressure ér stroke? ___Yes __ No

if yes, who?

Tubercuiosis? ___ Yes __ No If yes, who!

Cancer? ___Yes ___No Ifyes, who?

Blood disease like leukemia, severe anemia, bleeding tendency? ___ Yes

if yes, who?

Diabetes? ____Yes ___ No if yes, who?

“Goiter,” overactive or underactive thyroid? __Yes __ No Ifyes, who? __
Ulcers of stomach or duodenum? ___Yes ___No If yes, who? __

FAMILY HISTORY TO ALLERGY: Check iterns which apply:

Has any blood reiative ever had:
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Migraine? __ Yes __ No “if yes, who?

Hayfever, sinus trouble or frequent colds? ___Yes __ No I yes, who?

Asthma, bronchitis, or frequent chest colds? __Yes __ No If yes, who?

Hives? __ Yes ___ No . If yes, who?

Eczema? ___Yes __ No If yes, who?

Skin rash irom cosmetics or metals, detergents? ___ Yes ___ No If yes, who?

Poison ivy or oak, ultraspore, sumac? ___Yes __ No If yes, who!

Insect allergy? ___ Yes ___No If yes, who?

Food allergy? ___Yes __ No Ifyes, who?

Adapted with per Envi i Health Clinic, Datlas, TX
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APPENDIX D.

FOOD DIARY
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/03
DAILY FOOD DlAry
NAME: DATE: ----vveeeaen -
PLEASE GRADE:  5=average day (-5 grade increasing symptoms  5-10 decreasing
sympltoms ’
day 1 day 2 day 3 day 4 Comments

Breakfast Food

Reaction
Lunch Food

Reaction
Dinner Food

Reaction

Breakfast Food

Reaction
Lunch Food

Reaction
dinner Food

Reaction




115

104

APPENDIX E.

CONSULTANTS
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Expertise
Iris Bell, M.D., Ph.D. MCS Research
Department of Psychiatry Symptomatology
VAMC Tucson, Arizona
Steven McDermott, M.D. Cognitive Therapy
Director, Cognitive Therapy
Massachusetts General Hospital
Natalie Golos MCS Education
Author, Environmental Medicine,
Success in the Bedroom
Frank Katch, Ph.D. Exercise Physiology
Professor, Exercise Science
University of Massachusetts, Amherst
Barbara Maynard, R.D. Nutrition,
Author, Rotational Bon Appetit Rotation Diet
Rory Zahourek, R.N., M.A. Guided Imagery

Assistant Clinical Professor

School of Nursing
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University of Massachusetts, Amherst
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Mr. SHAYS. At this time I would call on Mr. Gilman, who is the
chairman of the International Relations Committee of this House,
and appreciate you being here.

Mr. GILMAN. Thank you, Mr. Chairman.

First of all, I want to commend you for providing us the oppor-
tunity to further pursue this important issue, and I also want to
recognize the commitment of many of our colleagues on this sub-
committee in pursuing the issue.

While I have not benefited from last year’s hearings or actual
participation, I do share our colleagues’ concern for our Nation’s
Persian Gulf war veterans and their families. The issue of the Per-
sian Gulf war syndrome is highly controversial and emotional for
all of those involved, including the families of the veterans in-
volved.

And while we may disagree about the cause of the syndrome or
even if one all-encompassing disease exists, I think we all agree
that the Department of Defense’s record on this subject left much
to be desired. It is simply inexcusable that DOD flatly and categori-
cally denied the presence of chemical weapons in the Persian Gulf
war theater, despite evidence to the contrary. It was only after
being faced with overwhelming evidence that this position was sud-
denly reversed last summer.

Likewise, the VA’s position of not having given much attention
and priority to the possibility of low-level exposures in their med-
ical research and in our treatment of our veterans, I think was
short-sighted. In essence, it appears that the VA simply followed
the lead by the Department of Defense in not considering the possi-
bility of low-level chemical exposure.

There are numerous serious questions which do remain. In re-
cent studies by the President’s Advisory Committee, and two sepa-
rate university studies have resulted in widely diverse conclusions,
certainly more research is needed, yet we must guard against
studying this subject to death. There are numerous veterans who
are suffering from something that was related to their service in
the Gulf.

I am concerned that all the studies in the world are not going
to reveal any magic bullet which will answer all of our questions
with regard to the cause of the syndrome, yet the Persian Gulf the-
ater was a highly toxic environment. Whether it was a few chem-
ical agents or a combination of various factors, we are not certain.
But in all probability, stress from combat played a role, but I re-
main highly skeptical that stress is the sole cause.

One issue which I hope we will be addressing, Mr. Chairman,
during this or any future hearings, is that of the reported birth de-
fects in children born to Gulf war veterans, especially those who
had healthy children born prior to the Gulf war. That issue which
has not received much attention is one that could safely be as-
sumed to be totally unrelated to any combat stress. With this being
said, I again thank Chairman Shays for pursuing this issue. I look
forward to hearing the testimony of our witnesses today.

Mr. SHAYS. Thank you very much, Mr. Gilman, and at this time
I would call on Ms. Ros-Lehtinen.

Ms. Ros-LEHTINEN. Thank you so much, Mr. Chairman.
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Although I am not fortunate enough to serve on your sub-
committee, I wanted to briefly stop by and congratulate you for
holding a hearing on this important issue. As the wife of a Vietnam
veteran, our family knows all too well how long it took our Armed
Forces to recognize the health effects that many of the chemicals
used in that war had on the brave men and women who fought
there and served our country well.

We certainly thought that sad chapter was behind us, yet we find
ourselves in a new decade once again confronting the bureaucracy
and slowness of recognizing the effects of different chemicals used
now in a new combat theater. So I congratulate you for holding the
hearing, and we hope that—and we are optimistic that good things
will come for our veterans as a result of your hearings.

Thank you, Mr. Chairman.

Mr. SHAYS. I thank the gentlelady. At this time I would call on
Mr. Snowbarger, who is a new member of the committee, and is
also designated to be the vice chairman of this subcommittee, and
it is wonderful to have you here.

Mr. SNOWBARGER. Mr. Chairman, thank you, not only for the op-
portunity to serve on this committee, but to serve as your vice
chairman.

Briefly, I wanted to thank the panelists for their presence here
today and I look forward to their remarks. I realize that the com-
mittee has done a lot of work on this issue before, so I am kind
of coming in at the tail end of some of this. But the importance of
the topic was brought home again as late as last Friday when one
of my constituents came to me complaining that he was having
problems with Gulf war syndrome and was anxious to hear what
the committee’s work was going to show on his behalf. I am happy
to be part of the committee, Mr. Chairman, and thank you.

Mr. SHAYS. I thank the gentlemen, and at this time, Mr. Horn,
do you have a statement you would like to make?

Mr. HorN. I don’t have a statement.

Mr. SHAYS. Great to have you here.

Let me say we have three excellent panels, and we are very
eager to hear from all of them. I think, as most of you know, when
we scheduled this hearing we thought it would be a slow day in
the Capitol and obviously it is a very important day with the de-
bate on the ethics of the Speaker. And so this committee will at-
tempt to adjourn at approximately 12 o’clock.

Our intention is we will finish the first panel. We are not going
to keep you here and have you come back. So our intention is to
have the first panel conclude, and at the end of that probably ad-
journ. It could be as late as—excuse me, not adjourn but to recess.
It could be as late as 1:30 or 2. But I do suspect that the first panel
will take all of our time.

So with that, let me just take care of some House business we
need to take care of first.

First, I will be swearing in the witnesses in a few minutes. I
have been designated by the chairman of the committee since I am
not officially the chairman of the subcommittee, and that is, pursu-
ant to a letter of January 16, I have the authority to swear in wit-
nesses, subject to the approval of Mr. Waxman as well, who has
concurred. We will be doing that shortly.
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Before we swear in the witnesses, I ask unanimous consent that
all members of the full committee be permitted to place any open-
ing statements in the record, and that the record remain open for
3 days for that purpose. And without objection, so ordered.

[The prepared statement of Hon. Mike Pappas follows:]
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~“TESTIFTONY OF THE
HONORABLE MICHAEL PAPPAS
TO THE GOVERNMENT REFORM AND OVERSIGHT COMMITTEE
SUBCOMMITTEE ON HUMAN RESOURCES

Tuesday January 21, 1997

I am absolutely committed to making sure our nations veterans receive a full
investigation into the effects of the Persian Gulf War Syndrome. Our veterans deserve nothing
less after the tremendous sacrifice they made during the war and I commend the committee for
their comprehensive investigation into this terrible sickness.

Additionally, I am confident that the committee’s work will help broaden the public
knowledge on a wide range of specific issues relating to the syndrome, including the role of low
level exposures in causing gulf war illnesses and battlefield stress as a factor in causing the
illness. Furthermore, it is my sincere hope that as a consequence of this new knowledge, the
government agencies responsible for treatment will better be able to assist our veterans.

Finally, I would like to thank the group of witnesses that the committee has asked to
testify. I am sure that their testimony will give this committee and the American people a clearer
insight into better identifying Gulf War Syndrome.
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Mr. SHAYS. I also ask unanimous consent that our witnesses be
permitted to include their written statements in the record, and
without objection so ordered.

At this time, I would officially recognize and ask them to stand.
Dr. Kenneth Kizer, Under Secretary for the Health Department of
Veterans Affairs, it is wonderful to have you here; and Bernard
Rostker, Special Assistant for Persian Gulf War Illnesses, Depart-
ment of Defense; and also Dr. Donald Custis, also a retired Admi-
ral.

I understand that the acoustics here are not too good and if you
have trouble picking up what we are saying, don’t be reluctant to
ask any of us to slow down.

Dr. Custis as well, Admiral, U.S. Navy, retired, member, Presi-
dential Advisory Committee on Persian Gulf War Veterans’ IlI-
nesses.

So we have a wonderful panel, and also we will be swearing in
Ms. Holly Gwin, who was involved in actually writing the final
draft of the report as counsel in charge of the report as well.

And Ms. Gwin, is it your intention to have a statement or will
you be here to respond to questions?

Ms. GWIN. Respond to questions.

Mr. SHAYS. Therefore, we need to swear all of you in. Therefore,
if you would stand—I would say we swear even Members of Con-
gress when they come before the subcommittee.

[Witnesses sworn.]

Mr. SHAYS. For the record, all four witnesses have responded in
the affirmative. We are going to go in the order in which I called
you, from left to right.

Dr. Kizer, it is wonderful to have you here, and I appreciate the
good work you do for the Department of Veterans Affairs.

STATEMENTS OF KENNETH W. KIZER, M.D., UNDER SEC-
RETARY FOR HEALTH, DEPARTMENT OF VETERANS AF-
FAIRS, ACCOMPANIED BY FRANCES MURPHY, VA CENTRAL
OFFICE; BERNARD ROSTKER, SPECIAL ASSISTANT FOR PGW
ILLNESSES, DEPARTMENT OF DEFENSE; DONALD CUSTIS,
M.D., ADMIRAL, U.S. NAVY (RETIRED), MEMBER, PRESI-
DENTIAL ADVISORY COMMITTEE ON PGW VETERANS’ ILL-
NESSES, ACCOMPANIED BY HOLLY L. GWIN, DEPUTY DIREC-
TOR AND COUNSEL

Dr. Kizer. Good morning, Mr. Chairman. Having provided rather
]loengf‘ghy written testimony, I will keep these comments relatively

rief.

I would like to make comments in five specific areas. First, 1
would like to note that we believe the VA has a good program to
deal with the illnesses of our Persian Gulf veterans. It is a com-
prehensive program that includes providing medical care, con-
ducting research, granting disability compensation, and conducting
education and outreach efforts.

IMlustrative of the medical care provided are the following statis-
tics that indicate over 63,000 registry exams have been performed
to date; over 187,000 veterans have been seen in our ambulatory
care clinics; over 19,000 veterans have been hospitalized; and more
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than 74,000 have been seen in our readjustment counseling vet
centers.

Notwithstanding the fact that we believe the VA has a very good
program, we are continually looking for ways to improve it and
make it better, and, therefore, we welcome this opportunity to en-
gage in this ongoing dialog.

The second area I would like to comment on has to do with the
notion of a syndrome per se; perhaps I can put a few things in per-
spective here.

We believe that Persian Gulf veterans have a diverse array of
symptoms and conditions that cannot be neatly folded into one di-
agnosis or one syndrome. We also firmly believe that the veterans
who seek care from the VA are suffering from genuine illnesses,
and we are providing treatment for these veterans as illustrated by
the numbers that I just cited. I would also note, perhaps contrary
to one of the comments, I don’t recall exactly who made it before,
many veterans are benefiting from the treatment that is being pro-
vided.

Again, I would like to illustrate with some numbers the fact that
our Persian Gulf veterans’ conditions do not cluster in any one sys-
tem or disease category. Instead, they span a wide range of ill-
nesses and diagnostic categories.

To date, in our registry examination program, over 7 percent of
the diagnoses have been for infectious diseases; over 14 percent for
respiratory disorders; 11 percent for gastrointestinal conditions; 7
percent—7.1 percent—for cardiovascular or circulatory problems;
3.4 percent for genitourinary conditions; 13%2 percent for skin dis-
orders; nearly 5 percent for injury for poisoning conditions; 15 per-
cent for psychiatric disorders; over 8 percent for neurologic condi-
tions; and less than half of 1 percent for neoplasms.

These numbers also help to put in perspective the notion of
stress. While the VA does believe that some veterans are suffering
from stress-related conditions, it would certainly be a gross
mischaracterization of the record and the facts to indicate that VA
believes that all of these veterans are suffering from stress-related
conditions. Indeed, just to the contrary. While we believe some are,
we feel that most are not suffering from stress, per se.

The third area I would like to comment on briefly has to do with
a question as to whether the VA listened to the Persian Gulf vet-
erans. I think the facts are there, indeed, and an objective review
of the record, will clearly show that VA has been attentive to the
veterans’ concerns about toxic exposures, including chemical war-
fare agent exposures.

This data is illustrated by many things, including the questions
and design of the uniform case assessment protocol that is used to
evaluate Persian Gulf veterans, as well as the current registry ex-
amination protocol.

Other examples are the research studies that have been funded,
most of which were funded before information about the
Khamisiyah incident was reported by DOD; by the establishment
of the VA Environmental Hazard Centers in 1994; by our collabora-
tion with Japanese scientists investigating the Tokyo subway ter-
rorist incident involving sarin, beginning well over a year before
the data about Khamisiyah was reported by DOD; and, by repeated
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public comments, some of which have been widely reported in the
media. Indeed, I can recall being chastised at a hearing by some-
body else for my comments that were reported in USA Today in
early March

Mr. SHAYS. Just for the record, that was not a hearing before
this committee.

Dr. Kizer. That is correct. As I said, it was before another com-
mittee for comments——

Mr. SHAYS. We may chastise you for other reasons.

Dr. KiZER. I am sure you will.

Just to finish that, I think the record clearly shows both in the
public media as well as elsewhere that we have been wide open to
this possibility from the beginning.

The fourth area that I would comment on really has to do with
the illnesses and conditions that our Persian Gulf veterans have,
illustrating both some of the strengths and some of the short-
comings of modern medicine. Indeed, the practice of medicine today
continues to be an art as well as a science. The fact that about
three-fourths of our Persian Gulf veterans have had their condi-
tions diagnosed as quickly as they have been and with the least
amount of invasive testing as possible certainly would not have
been possible 15 or 20 years ago.

However, today’s medical knowledge does not have all the an-
swers, and despite the wonders of modern medicine and the illu-
sion that is often created by television or the movies, many people
have symptoms and conditions for which there is no clear diagnosis
or understanding of the disease, and certainly no “magic bullet” of
treatment.

I can tell you from my firsthand experience as a professor at a
university medical center where many complex patients came with
uncertain diagnoses, uncertain conditions, that that was the norm,
and many people left the university medical center likewise with-
out having firm diagnoses established. Likewise, I can tell you as
a medical toxicologist that medical science certainly does not hold
answers or the science is not as refined in the area of toxicology
as we would like.

This is very clearly borne out by some of the issues and some of
the questions that you have asked, Mr. Chairman, regarding as-
sessing individuals for potential exposure to chemical warfare
agents. There simply is no valid chemical test today to identify
chemical warfare agent exposures that occurred years ago. You just
cannot do that because the science does not exist. That is the sort
of confirmatory testing that both of us would like to be able to do
on our veterans does not exist. And as I think Mr. Sanders com-
mented in his opening comments, that really is no different from
the situation that exists with our agricultural workers or with in-
dustrial workers who have been exposed to many of the same
neurotoxins in a variety of other settings in the course of their
work as well as members of the public who may live near
Superfund or who live near various other toxic waste sites and
have developed various symptoms that they believe are related to
chemical exposures, and in many cases multiple chemical expo-
sures.
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We know that many conditions—just to finish this point—we
know that many of the symptoms and conditions that people have
today and have received a diagnosis, especially for those who have
had nonspecific symptoms, may get alternative diagnoses if they
see other practitioners. Indeed, I would hazard to say as I look at
the panel it probably would not be a unique experience that you
may have been to a physician once who told you he wasn’t sure ex-
actly what you were suffering from or likewise you may have seen
more than one physician for the same condition and gotten more
than one diagnosis or impression as to what was causing your
symptoms. This is not at all unique to Persian Gulf veterans, by
any means. Likewise, as medical science advances and more tests
are performed on individuals, we certainly find that diagnoses are
often refined.

Just the last point in this regard, I would also note that the VA
has recognized that forward-looking thinkers usually challenge tra-
ditional views. Often the forward-looking thinkers have views that
are at variance with established or conventional thinking. We also
recognize that such researchers have had difficulty getting their
unconventional methods or diagnoses or treatments accepted by the
scientific community.

Recognizing this fact, the VA has kept an open mind and open
door. We will certainly continue to listen to and encourage innova-
tive ideas. The one thing we will require, though, is that investiga-
tive methods and techniques have to be consistent with sound
science and ethical principles of experimentation. We simply do not
believe that veterans can be the focus of experiments.

Finally, Mr. Chairman, and recognizing that my time is rapidly
disappearing here, let me comment.

Mr. SHAYS. Dr. Kizer, we value your testimony and realize you
won’t always be coming before the committee so there is no time
restraint on you.

Dr. Kizer. I was watching the lights.

Mr. SHAYS. It helps us get a gauge, so we will put the green on
again.

Dr. Kizer. Thank you, Mr. Chairman.

The last area I want to comment on in this brief opening state-
ment is the one that you asked me to comment upon and that is
the studies by Dr. Haley and Dr. Schwartz that were published in
last week’s issue of the Journal of the American Medical Associa-
tion.

In brief, just to summarize those studies, the study by Dr.
Schwartz and his colleagues was a population-based telephone sur-
vey of a sample of 2,000 Persian Gulf veterans and an equal num-
ber of Gulf-era veterans whose home of record was in Iowa. The
participation rates were high in this study, which is good. About
76 percent of the eligible subjects participated.

This study examines self-reported symptoms and their preva-
lence rates, and used validated algorithms to group symptoms into
five categories of medical conditions. The study group was found to
have a significantly higher self-reported prevalence of medical and
psychiatric conditions, including asthma and bronchitis, post-trau-
matic stress disorder, depression, cognitive dysfunction, chronic fa-
tigue, and fibromyalgia.
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Among these Persian Gulf veterans, these conditions were more
often reported by those with self-identified exposures to
pyridostigmine bromide, chemical warfare agents, pesticides, sol-
vents, and smoke than those who did not report, or self-report,
such exposures.

I would note that this higher rate of self-reported symptoms is
very similar to the findings of a study that the VA requested CDC
to conduct some time ago of Pennsylvania veterans. That was pub-
lished in the June 1995 issue of Morbidity and Mortality Weekly
Report.

I would also, Mr. Chairman, if you would indulge me, take this
opportunity to publicly thank Dr. Schwartz. As is typical of VA
physicians, most VA physicians are members of university faculty,
and certainly Dr. Schwartz fits that category. He is one of our staff
physicians at the Iowa City VA Medical Center and a faculty mem-
ber at the University of Iowa. I would certainly like to thank him
for his work, not only on a day-to-day basis with our patients at
the medical center, but also for his work on this study.

Likewise, Dr. Haley, who is one of the attending physicians at
the VA Medical Center in Dallas. I would also like to acknowledge
and thank him for his efforts on behalf of the patients at the VA
Medical Center in Dallas where he works, as well as recognizing
his position with the university there.

Let me turn specifically to the studies of—several studies, three
studies—that are reported by Dr. Haley and colleagues in the issue
of JAMA that I cited. These studies focus on a single military unit
of Gulf war veterans, the 24th Reserve Naval Construction Bat-
talion and this to characterize the illness of this group of veterans.
Dr. Haley administered a detailed questionnaire on symptoms and
risk factors to 249 of the 606 members of this unit, 41 percent of
the unit, and through a technique called factor analysis, the inves-
tigators found six patterns of symptom clusters, indeed six different
syndromes in this relatively small group of persons.

I actually, in the interest of time, will forego all of the details
that were reported, particularly of the studies that focused on the
23 veterans that were most intensively studied with neuro-
psychological and neurophysiologic testing. I would just note that
when the findings were reported by the authors, and the findings
of the studies were shown to and reviewed by a group of neurolo-
gists, no abnormality was found. Using some complicated statistical
methodologies, Dr. Haley was able to identify, in the aggregate, the
patients from the study group who had more symptoms or abnor-
malities than the others.

I would also, in the interest of time, not go through some of the
specific limitations. We would concur with Dr. Haley in his discus-
sion of the report and what is published in the journal, that the
studies do suffer from a number of shortcomings that make it dif-
ficult to extrapolate the findings, particularly the small sample size
and the potential problem of selection bias.

At this point, we are in the process of engaging in further discus-
sion with Dr. Haley to find out some of the details that were not
published. So, we will defer further discussion of these issues until
a later time when we have had the opportunity to go over some of
these details with him.
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I would note, though, that we don’t believe that these studies
provide the definitive answer. They certainly are important. We
view them as very significant findings, but further research is nec-
essary to answer questions both raised by these studies as well as
by others and, likewise, we need to review the findings of these
studies within the context of what else is known about what may
precipitate those findings, accepting the findings themselves. There
is literature that also needs to be reviewed as far as what may
have caused those specific findings, and that is, of course, a process
that will continue.

Let me conclude these comments, Mr. Chairman, by again noting
that we believe the VA has a good program for dealing with the
illnesses of Persian Gulf veterans. No one is being turned away
from care, and while it may take some time for research to provide
answers to some of the problems that some of our veterans have,
we will continue to provide the best care that we can while that
research is being brought to conclusion.

Likewise, I would just repeat—as I said at the outset—that we
welcome the scrutiny of our program. The scrutiny has been pro-
vided by the Presidential Advisory Commission, by the many vet-
erans’ service organizations that have been acutely interested in
this subject, by the National Academy of Science and the Institute
of Medicine that has an ongoing review of the program, by the Vet-
erans Affairs Committees of both the House and the Senate, by this
subcommittee, and all of the many other entities that already have
commented upon and will comment in the future or that will re-
view this effort.

Thank you, Mr. Chairman. I would—if I might also just ask one
procedural question, having not testified before you before. One of
the things I have noticed in some other hearings is that sometimes
words may be used differently by different people. You as an attor-
ney may use a word somewhat differently than I as a physician
might, and if that arises, I just wonder if you will allow us to make
sure we are talking about the same thing when words like that
come up.

[The prepared statement of Dr. Kizer follows:]
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Kenneth W. Kizer. M.D, MLP.H.
Under Secretary for Health
Department of Veterans Affairs
Before the
House Committee or Government Reform and Oversight
Subcommitiec on Human Resources angd Intergovernmental Relations
Hearing or: Health Issues
of Persian Gulf Wer Veterans

danuary 2%, 1997
ek EEEERE
Hr. Chabman and Members of the Commijttee, I welcome this
opportunity to consinue the dislogue with you regarding VA's programs
relatad 1o Persizn Gulf War veterans. In response to your specific request, -
Mr. Chairman, [ will comment particularly on VA’s responses to the Hkelihood
of lowlevel exposure of some American troops to chemical warfare perve

agenfta,
BACKGROUND

In the way of baekground, let me reiterate a few points about VA’s

general response to the health concerns of our Peralan Gulf War veterans,

On August 2, 1980, Iraq invaded Kuwait, and the United States
regponded by sending American personnel to the Pergian Guif, Ultimately,
nearly 700,000 U.S. troops were deployed to the Guif in Operations Desert
Shield and Desert Storm. After months of tense military build-upin a
spartan and hostils desert envirenmment in which our troops were
outnuinbered and under congtant threat of chemical and biclogical warfare
attacks, our coalition forces launched an air war and, later, a short ground
war, defeating Iraq after four days of hattle. It is worth emphasizing,
however, that while the war itself may have technically lasted only & few



129

days, the combat environment and associated battlefield stressors were

present and affected coalition forces for several months.

As you well know, Mr. Chairman, for some Persian Gulf War veterans
the war did not ¢nd when the ccase-fire was sigue&. Shortly after returning
from the Persian Gulf War, some veterans began to report & variety of
symptoms and illnesses. In preparation for ths expected needs of this latest
group of corrbat veterans, VA immediately began development of its Persian
Gulf programs. The first component of VA’s compyrehensive Gulf War
response was the establahment of a health care program, the VA Persian Gulf
Registry health examination pregram. The Regis by was developed in 1991,
and implementad in 1992, I has continued o fur ¥ion as a health care access
Program ever sinee,

In 1298, at the request of VA, Congress enacted Public Law 108-210,
giving Persian Gulf veterans special eligihility for VA healtk care. This

authority remqins operational today.

In iate 1884, when ] joined the Department of Veterans Affairs as
TInder Secretery for Health , VA already had a well-established set of
programs. Since that time, we have worked continuocusly to improve and
expand our Pegsian Gulf programs to epcompass a comprahensive four-
pronged approach, addressing medical care, research, compensation, and
outreach and educational issues. We hope that through continuous serutiny
and review of VA programas these efforts will continue to improve. We are
addressing the concerns expressed by veterans, veterans service
orgauizations, and the Presidential Advisory Committee on Gulf War
Vetergns’ Ilhiesses. Specifically, the Department is reviewing suggestions to
extend the presumption period for compensation and will present our
recommendation to the President by March 8, 1997,

) 2
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REGISTRY EXAMINATIONS
VA provides Pergian Gulf Registry health examinetions end follow-up
care at its medingl facilitiee nationwide, specialized svaluations af four
regions! Refervel Centers znd readjustment and sexual trauma sounseling te
Targien (3ulf War veterans, To date, more than 85,000 Pergian Gulf War
veterans have completed Registry examinations, slrost 187,000 have been

seen in VA ambulatory care clinics, more than 19,000 have been hospitalized

at VA medical {ncilities, more than 350 vaterans hava received spesiaiized
Reforral Conte- avaluations, and mare than 74,000 have been counseled at

VA’ Vet Centers,

Persisn Gulf veterans participating in the Registry examination
nrogram have commonly reported that they suffer from a diverse array of
symptoms, including fatigue, ekin rash, headache, muscle aud joint pain;
mermory problums, shortness of breath, sleep disturbances, gastrointestinal
symptoms, and chest pein. These sympioma have been freated serisusly, and

kave received appropriate medical evalustions.

To date, the diagnoses racsived by Registry participants do oot cluster
in oms organ xystem or diseass category. Instead, they span a wide range of
illnesses and diagnostic categories. To date, 7.1 percent of Registry diagnoses
have been for infectious diseases, 14.4 percent for respiratory disorders, 11.4
persent for gustrointestingl conditions, 7.1 percent for cardiovascular or '
cireulatory problems, 8.4 percent for genitourinary conditions, 18.5 percent for
skin disorders, 4.8 percent for injury and poisoning conditions, 15.1 percent
for paychiatric disorders, 8.3 percent for neurologic conditions and 0.4 percent
for neoplasms. 26.4 percent of Registry participants have not had a definitive
medical diagnosis, and 12 percent have had no bealth complaints. While

3
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having no complaints, the latter pexsons have wished to participate in the
examination because they were concerned that their future health might be
affected as a consequence of their service in the Persian Gulf War. Seventy-
three percent o all Registry participants have gelf-reported their health a5
“all right” to "good.” ‘

With regard to the possible troop exposure to chemical warfare nerve
agents, the Departrment of Defense has provided VA with a list of 21,799
individuals who they have identified as being within 50 kilometers of the
Khamisiyah Ammunition Storage Area during the demolition period in March
1991. A comprter mateh of the Persian Gulf Health Examination Registry
database with this list identified 1,978 veterans, or approximately 9 percent,
who had eompleted Registry examinations prior to September 1996, A
preliminary comparison of the examination results of these individuals with
other Registyy participants shows that similar types and rates of symptoms,
diagnoses, and self-reportad health statns are being reported, but virtually all
individuals in this subgroup have reported symptoms at the time of their
Registry examinations. Furthermore, those 81 Registry participants who
have been identified as part of the on-site Khamisiyah demolition team have
been diagnosed with musculoskeletal eonditions at a higher rate than
veterans whe were further away - i.e., beyond the 50-kilometer radiug or
general Regintry group. This health surveillance data is preliminary and is
compiled from evaluations of a non-random, self-selected group of the
individuals possibly exposed to nerve agents at Khamisiyah. While this
information gives one perspective, or a partial snapshot, of the heaith of some
veterans thought to be present at this sits in March 1991, the results cannot
be generalizod to the entire Khamisiyah group or considered definitive. More .
complete information on the potential exposures, the individual affected, and
research on the possible chronic health effects of low-level chemical warfare
nerve sgent exposures sre needed. A topy of this compiled clinical data has
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been provided t the Subcommittes.

At this puin, I should reinforce the points made by past VA witnesses
before this Subcommittee in noting that the Peréian Gulf Registry was never
intended or designed to be a scientific research study. 1t is a health care
aceess program which was esteblished to assist veterans’ entry into the
continuum of VA care. Lei me emphasize that it is a program to facilitate
gaining access to care. As such, we encourage all Persian Gulf War veterans,
gympiomatic or not, to get g Registry examination. Furthermore, if Persian

- Gulf War veterans have health problems that may be related to an exposure
that octiered curing their Guif service they are eligible for outpatient and
inpatient care at VA medical fHeilities.

NO UNIQUE DISEASE EVIDENT AS YET

While some Persian Gulf veterans have had symptoms that are dificult
to diagnose or that remain unexplained, there is consensus among
government and non-government physicians and scientists that current
evidence does not support the existence of a single or unique disease process
or condition causing the symptoms and problems that Persian Gulf veterans
have reportec, Indeed, the recent reports by Haley, et al,, that were published
in the January 15, 1997, issue of JAMA report aix different syndromes among
a group of only 249 veterans.

The results of recently published research studies also have indicated
that Persian Gulf veterans are not suffering higher rates of Jife-threatening
medical conditions or being hospitalized at higher rates than their non-
deployed counterparts. Do these things mean that there is no problem and
that Persian Guif veterans concerns are being dismissed or ignored by VA?
The answer ig an emphatic “No”.

5
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Statements about the lack of a Gulf War Syndrome should not be
misconstrued to mean that VA does not beliove the concerns and complaints of
Pergian Gulf veterans are real. To the contrary, we believe that Persian Gulf
veterans who scek care from VA are suffering from genuine illnesses and, ag
indicated by thn numbers previously cited, we are providing treatment for
these persons. [n this regard, I believe I should also comment on some of the
risperceptions that seem to exist regerding VA’s view of the role of stress in-
possibly causing symptoms or disease in some Persian Gulf veterans.

STRESS AS AFACTOR

As a physician, I find it disappointing that some people have tried to
equate saying that strazs may have an etiologic role in some of the reported
illnesses is the same as saying that the symptoms or ilinesses are viewed as
being imaginary or lesg then real, Indeed, it is hard to believe that in the
19908 anyone would conclude that acknowledgment of the siress response and
its very real sequelae somehow implies menta) weakness or feigned illness.
Such an erronzous conclusion flies in the face of the extensive literature
showing the pormaley of stress-induced health effacte.

The stress response is & normal reaction o being introduced into a new
environment ur immersion in an alien setting. The atress regponse is resl,
albeit poorly understood at the molecular and biochemical level, In fact, as a
species, if we did not have a physiologic response te stress, we would have
died out long ago. The very real physical effects of stress in causing heart
disease or hypertension, in weakening the immune system and the body’s
natural defenses, and in eausing gastrointestinal malfunction, hormonal
imbalance, low birth weight and decreased cognitive function are simply
irrefutable. Comversely, the health benefits of stress reduction, emotional

[
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suppert are also well documented, although even loss well understosd
physiclogically than the deleterious affects of stress.

1t concernis me greatly that some people seem to want to summarily
dismiss the intersection of mind and body and the undenisble fact that altered
bodily funetion zan be induced by environmental atress. Irresponsible
statements in tids regard perpetuate misconceptions and cutdated
sterectypes, and they discourage people from seeking potentially beneficial
treatment for their very real conditions. Someone with stress-induced ‘
myosardial infarction, byperthyroidism or irritable bowel needs treatment for
their condition every bit as rauch 23 someone who has the same condition but
in whom stress has had lese of a contributory role.

Having said these things, { should add that this in no way means that
VA believes thut all the symptoms and complaints experienced by Persian
Gulf veterans ure stress induced. That would be just as wrong as saying that
none of the heilth effects are stress-related. We believe that some symptoms
are sequelae of the stress response and some are not. We have consistently
and repeatedly stated our belief that multiple factors have caused the
conditions reported by Persian Guif veterans, and it is disappointing {0 hear
how this has been inaccurately portrayed by some people.

CONTINUING ACENOWLEDGMENT OF THE POSSIBILITY OF
CHEMICAL WARFARE AGENT EXPOSURES

The record shows quite clearly that VA has always acknowledged the
possibility thait Persian Gulf War veterans were exposed to a wide varlety of
conditions and hazardous agents while serving in the Southwest Asia theater
of operations, including chemical warfare agents. VA’s public statements
have always heen clear that all exposiires, including chemical warfare agents,

7
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were being invistigated. VA's openness to veterans’ views and concerns is
also evident in the representation of veterans service organizations on the VA
Persian Guif War Expert Scientific Advisory Committee, This openness is
also reflacted in our research program and in the design of our case

agsegsment protocol

In 1993, VA designed its clinical uniform case assessment protocol to
detect clinieal 1igns and symptoms related to possible nerve gas and other
neurotoxic expnsures. Neurclogic examinations and cognitive testing were
part of the earliest versions of this protocol. As a consequence, VA diagnostic
protocols continue to serve ar a valid set of clinical guidelines for initial
screening exaniinations (Phase 1) and mare comprehensive evaluations of
difficult-to-dia;mose cases (Phase II). These protocols received positive
reviews by higaly-respected physicians and scientists in the past, and they
will be reviewed once more later this year by a newly constituted Inatitute of

Medicine Committee.

With re;rard to these protocols, I should also note that to date, no valid
diagnostic test has been found to identify chemics] warfare agent exposures
that occurred vears ago; therefore, no confirmatory test can be performed for
veterans who wish to know whether or not they were exposed to these toxins
during their service in the Gulf. The technology to do this simply does not
exist. This is no different from the situation with agricultural or industrial
workers who may be exposed to the same types of neurotoxins in the course of
their work or 10 members of the public who live near toxic waste sites and
have developed various symptoms that they believe are related to chemical
exposures.

In the wake of the recent information regarding the possiblé exposure
of service members to nerve agents at Khamisiyah in March 1991, VA has
8
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been asked wheliher we listened to vetsrans who raported their belief that
they had been czposed to chemical warfare agents during their Persian Gulf
service. We believs that there is undeniable evidence that VA id listen to
those veterans and did take appropriats aetion to investigate their concerns.
Ag ome sxample, members of 8 Navy Reserve Construction Battalion unit from
Alghams, Tepnessee, North Caroline, and Georgia reported suffering adverse
health effecte which they attributed t» exposure to chemical warfare agenis
during their Persian Guif War gervice. [n response, VA established a pilot
medicsl prograss &t the Birmingham VA Medical Center to evaluate their
health gtatus. s part of this special health-care program, more than 100
veierans were ovaiuated and treaied, Veterans with cognitive symptoms
received extensive {7-8 hour) neuropsychological testing and climical
evaluations, A another example, within days after the tragic incident of a
savin release i 2 Tolyo subway cn March 20, 1095, VA sdentists began
soliaborative rogesreh afforts with scientists in Japen studying the survivors
of that insldan, because we believed this would help answer questions

regarting Pexsiar Gulf veterans.

Turthermeore, the VA revised Registry examination protecol routinely
asks participants to report the exposures they believe sccurred during their
service in Desert Shield and Desert Storm, including possible exposure to

mustard gas or narve agents.

In addition to these clinical programs, VA research studies
investigating -he prevalence of symptoms and medical conditions among Gulf
Way yeterans are designed to determine whether those aymptoms and
gonditions are associated with the wide range of reported risk factors,
including chemical warfare agents.



137

VA RESEARCH

In order to get the best assessment of the health status of the veterans,
a carefully designed and weil-executed research program is necessary. VA, as
lead agent for federally spongored Parsian Gulf War research programs, has
already laid the foundation for such a research plan in cooperation with DeD
and HHS, In deing this, we have recognized that forward leoking thinkers
usually challenge traditional thinking; their views are offen at variance with
established or conventionsal thinking. Such researchers have often had
difficulty getting their unconventional wethods, diagnoses or ireatments
sccepted by the scieatific community. Recognizing this fact, VA bas kept an
open mind and an open door. We listen: to and encourage investigators with
innovative ideas, although we require that their investigative methods and
techniques be consistent with sound science and ethical prineiples of

gxperimentat.cn,

Under the auspices of the Persian Guif Vaterans Coordinating Bosrd’s
Research Working Group, VA has developed a structured research portfalic to
address the currently recognized, highest priovity medical and scientific
isgues. VAs interest In the array of hazards is clearly reflected in the fosus of
the government's research program, which includes 90 reseszch projects =t
various stages of progress ir: the federal government’s research portfolio,
More than 30 projects are VA-sponsored. The rumber of projects in different
focus areas are:

s 17 epidemiology projects on symptoms and general health

e 23 projects on brain and nervous gvstem function '

« B projects on the toxicology of pyridostigmine bromide

= 9 projects on environmental toxieology, including oil well fire smoke

+ 5 projects on immunology

10
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projects on the oceurrence of life threstening il'ness and mortality

2 projects on deplsted uranium

ts in & variety of ather focus areny

& proj

siond werfars agenia

new information on Perglan Gulf vaterany illnesses. For evampla:

E

VA gnd Dol studies demonatrate thet ulthough PTSD rates smong
Persin Trulf veterang whe wers exposed to violence and carnage ars
elgvnted, post-traumatic stress disorder does not explain the

mejerity of health problems in Persian Gulf veterans.

VA's mortality study dernonstrated that Persian Gulf veterans suffer
from s small, but significant increased death rate due to injuries
when compared to non-deployed military veterans. However, {his
study found that Parsian Gulf veterans are net experiencing cancer
or sirious life-threatening disesses at a greater rate than their non-
deployed counterparts.

DoD’'s hospitalization study demonsirates that Gulf Wear veterans
still on active duty do ot appear t0 be experiencing illnesses severe
enough to be hospitalized at a greates rate than their non-deployed
active duty counterparis.

ii
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* VA, DoD and HHS studies demonstrate that deployed Persian Gulf
vetersns are experiencing more health symptoms than their non-
deploved counterparts.

Specifie details about these and other government-sponsored research

programs are contained in the report Federally Sponsored Regearch on
Pergian Gulf Veterans’ Minesses for 1695 and in the 1996 update of A Working
Plan for Research or; Persian Gulf Veterane’ Jlinesses.

As can bu seen from the above, the federal research portfolio addreases
8 wide array of concerns. Contrary to what some people have alleged, only a
small portion of the government’s research has addressed the relationship
between stress sxposure and psychophysiological outecomes. Most of the focus
tc date has been on environmental exposures, and most of these were funded
well before the information on Khamisiyah became available.

The recent report of the Presidential Advisory Committee on Gulf War
Velerans’ lllnesses recommended that we increase our research efforts in the
area of the relationship between exposure to stress and physiological ‘
outcomes. I agree with this, This is an important area of scientific
investigation that impacts the lives of evéryone, civilian and soldier alike.
One example illustrates this: coronary artery disease is one of the most
serious public health problems in Americs, and stress is one of the leading
rigk factors for coronary artery disease.

Beginning in 1994, VA's research program focused on the possibility
that Persian Gulf veterans may have been éxposed 0 a class of neurotoxins
that includes sarin and other chemical warfare agents. At that time, VA
established three Environmental Hazards Research Centers, each of which

12
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are conducting research related to potential neurotozin exposure reported by
veterans, inclading chemical warfare agenis.

Because z carsfully designed and well axseuted reseavch program ig
vital fo improving health assessicents and care for veterans, VA has invested
in more than thirty research projects on Persian Gulf vetarans’ dinesses belnig
carried out natwawide by VA and nen-VA undversity affiliated investigators.
In 1993, we egisblished a fourth Environmentsl Hazerds Research Center at
the Louisville VAME for investigation of adverse reproductive sutcomas. 1o
addition, VA's Fnvironmental Epidamisiogy Servics has completed an indtial
Persian Gulf Veterans Mortality Study a¢ part of a long-tarm study of this
issue. The VA “National Health Survey of Parsian Gulf Vet.erahs and Their
Families” is being carried out by the VA's Enviropmental Epidemiclogy
Bervice. Phass I, a postal survey of 15,000 Gulf War veterans and a
comparison group of 15,000 Guif-era veterane, was completed in August 1526,
The questions sn this survey asked veterans to report health complaints,
medical conditions, and possible exposures to 2 wide variety of possible
envirgnmental agents, including potential nerve gas or mustard gas exposure.
The response rata for Phase 1 of this postal survey was good, with an adjusted
response rate of approximately 57 percent. Phase II will consist of 8,000
telephone interviews and a review of 4,000 medical records. Phase II will
address the potential for non-response bias, provide a more stable estimate of
prevalence rates for various health outcomes, and verify self-reported health
outcomes in medical records. The Phase III examination protocol is being
finalized and VA hopes to initiate examinations of veterans and their family
members in Spring 1997, Peer-review is provided by a subcommittee of VA's
Persian Gulf War Expert Scientific Advisery Committee. Details of these and
other government-sponsored research studies are included in the report

d ynsored Research on Persian Gulf Veteray

Copies of this report have been previously provided to the Subcommittee. We
13
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santinue o sesreh for answers and o expand our understanding of the
complex array of issues related to Persian Gulf veterans’ illnesses. While
scientific answars are being sought, VA also continues to provide Pargian Gulf
veterzns with needed health care and other services to reduce their suffering.

COORDINATING BOARD'S ROLE IN RESEARCH

In January 1984, the President established the Persian Guif Veterans
LCoordinating Foard, chaired by the Secretaries of VA, Doll, and HHS, to
provide interdepartmental coordination and direction of federal programs
related to Persian Gulf War veterans. The Coordinating Board provides an
interdepartmental means to share information on Persian Gulf War veterans
health issues, w0 allocate available resources to the apparent highest
priorities, and to disseminate new reseerch information. The Coordinating
Board has three specific ohjectives:

« to ensure that all veterans are provided the complete range of
healthcare services necessary to take cars of medical problems that may be
related to deployment in Operations Desert Shield and Desert Storm;

s to develop a research progrem that will result in the most accurate
and complete understanding of the health problems experienced by Persian
Gulf War veterans and the factors that have coatributed to these problems;
and

- to develop clear and consistent guidelines for the evaluation and
" compensation of disabilities relatad to Persian Gulf service.

VA plays a central role in the Persian Gulf Veterang Coordinating
Board through its participation in the Clinical, Research, and Compensation
14
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and Benefits Working Groups. In particular, the Research Working Group
provides guidance and coordination for VA, DoD and HHS research activities
related to Persian Gulf War veterans’ health. It coordinates all studies
conducted or sponsored by these three departments in order to prevent
unnecessary duplication and to ensure that important gaps in scientific
knowiedge are identified and addressed. The working group is actively
invelved in dirscting resources toward high priority questions and monitoring
the results of Tederally sponsored ressarch projects. In the past year alone, it
produced the two reports noted earlier: Federally Sponsored Regoarch on
Parsian Gulf Veterans Mnesses for 1968 and the 1886 update of A Working
Plan for Regea ersi ulf Vetersns Illne

One example of the Coordinating Board’s proactive role in relevant
research administration was its prioritization of the federal govermment and
non-governmesit research proposals submitted for funding pursuant to DoD's

"ip96 Broad Agency Announcement. The American Institute for Biological
Sden\cé‘s‘ (AIBS) performed peer-review of the 111 proposals submitted. The
research worki ng group reviewed those proposals Judged scientifically '
maeritorious by AIBS and prioritized them according to relevance and potential
to fill gaps ir: the existing Persian Gulf research portfolio, Twelve research
projects encom passing the areas of reproductive outcomes, toxicology of
pyridestigmine bmmi&e, modealing of respiratory toxicant exposures from tent
heaters, neuropsychological outcomes, immune dysfunction, mycoplasma
infaction, leishmaniasis, chronic fatigue, fbromyalgia, and neuwromuscular
function were riven high priority for funding by the research working group.
On this basis, DoD awarded these grants in 1996,

Althouga, as I discussed above, the clinical and research programs of
VA have been open to the posaibility of chemical warfare exposure, studies of
the potentisl long-term health effects of low-level (asymptomatic) chemical
15 ’
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warfare sgent exnosurs were not given a high priority pricr to the revelations

about Kharisiyab. This was beczuse militsry and intelligence sources had

i} that thare had been no use, presence, or evidance of
sxpesure to chemics? warfare sgents in the theater of operations. Dolls report
iafizld agsessment, combined with 5 lack of clear-cut clinieal

smoort & finding of chemical warfare axposurs, led the

A very important distinction to note, howevar, is that while exposures

per se were not judged fo ke as high & priovity of rasearch as some other areas,
the healith outcomes whish could result from such 2 neurctoxic exposure were
givern priovity, These outcomes included cognitive, neurclogie, and

nevromuscuiar offacts. This distinction between nat studying exposure bt

lying exposure sffscts is 2 very important point to understend. This
decision wae supported by coruaittee reports from the Institute of Mediciue,
V4 Persian Gulf Bxpert Sclentific Committee, the National Institutes of
Health Pachnoiogy Assessment Workshop, the Presidentiel Advisory

Cominities and others,

When Dol made its June 1996 snnouncement regarding possible
exposure of U.5. troops to sarin and cyclosarin as a result of the demolitior at
Knamisiysh, the Coordinating Board {mmediately began revision of its action
plan, Through the Research Working Group of the Coordinating Board, VA
a8 developed in action plan to address possible long-term health
consequences < £ low-leval exposure to chemical warfare nerve toxins and
mustard gas.

The published scientific research on chemical warfare nerve agents to
date has show that non-lethal, but symptomatic exposures may be associated
with persistent neurophysislogic test abnormalities of unclear clinical

15
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aignificance. Bowever, a recent literature review carried out by independent,
non-governmert and government scientists suggests that readily-identifiable,
long-term adverse health effects due $0 nerve agent exposures oceur only in
humans who show signs of acute toxicity or palsoning. However, ! should note
that the research in this ares ig sparse, and the absence of proof is not proof of
absence. In VA's judgment, this information does not mean that elinieally
important adverse health effects cannot or do not oceur in the setting of low-
level, asymptoratic neurotoxin expogures, especially if combined with other
toxic chemiesls or environmental stressors, The Coordinating Board has
recommended {hat more research resources be allocated to address this
guestion. I astvngly agree with this approach. The Research Working Group
has recongidertd the matter and intensified its efforts related to possible

sffects of low-level exposures tc chemical warfare agents.

Based vr the Coordinating Board’s recommendation, in Desember 19886,
$2.5 million was awarded to complete three new, peer-reviewed, basic science
vesesrch projects in this area. Furthermore, s request for propesalis on low-
lavel chemical warfare nerve agents wnud sther bazardous exposures was
developed by the Coordinating Board and published by Dol in the December
10, 1698, issue of the Commerce Business Daily. An additional $11.6 miflion
from the Dold appropriations has been idsntified to fund this Bread Agency
Announcemnent (BAAY, with at least 82 million specifically designated for
research on investigation of the pogsible association of adverse health effects
2nd low-level ¢hiemical warfare nerve agent exposure, A copy of the original
2nd amended FAA has already been provided to the Subcommittee.

While these efforts represent a good beginning, in June 1996, 1 asked
VA’s Office of Research and Development to take a completely fresh look st
these issues. This included asking them to develop a strategic plan for an
environupental health research agenda that specifically focuses on low-level '
17
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exposures to neuratoxins that might result from chemical warfare agents or
ather military situations. This is due to me in February. Likewise, we are
organizing an international scientific sympesium that is scheduled for March
§-7. 1997, that bridges potential military and civilian incidents involving
zxposurs to those types of chemicals. Given the relative lack of worldwide
seiontific capability for assessing these issues in the traditiona! open and
pesr-reviewed manner in which the best aciencs is narried out, we believe it is
sgseniiat 1o bring together & mult-diseplinary group of experts to focus on

finding innoevetive solutions to these perplexing issues,
g DerTp

Ressarch relatod to the illnesses of Persian Guif War veterans i= highiy
comples, and iz is especialiy 2o for the investigation of concerns related o
pasaible how el exposure to chemical warfars sgents, VA is committad to

challenges snd obtaining the most accurate answers we can

e health of PGW weterans and thelr families.

CENT REPORTS

Tz this regard, Mr. Chairmar, in your letter of January 9, 1987, you
reguested that I comment on the reports on Parsian Gulf War veterans that
wers published in the January 15, 1997, issue of the Journal of the American
Medical Association. We beliave the reports by Hsley, et al,, and the
spidemiclogical survey by Schwartz and colleagues represent notable
contributions to the research effort underway to better understand the

illnesses of Pursian (Gulf veterans,

The study of Schwarte, et al., is 2 population-based telephone survey of
2 sample of 2000 Persian Guif veterans and 2000 Gulf-era veteran controls
whose home «f record was lowa. Participation rates were high; 76 percent of
the slizible stbjects participated. The study examined gelf-reported symptom
18
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prevalence rates and used validated algorithms to group symptoms into five
eategories of medical conditions. The study group was found to have a
significantly higher self-reported prevalence of medical and psychiatric
conditions ineh xdiﬁg asthma and brenchitis, post-traumatic stress disorder,
depression, cognitive dysfunction, chronic fatigue, and Ebromyalgia. Among
Persian Gulf War veterans, these conditions were more often reported by
those with self-identified exposures to pyridostigmine bromide, chemical
warfare agents, pesticides, solvents, and smoke than among those not
reporting such exposures. The noted b gher rate of self-reported symptoms is
similar to the findings of a study VA requested CIC conduct on & group of
Pennsylvania veterans that was published in the June 1995 igsue of Morbidity
and Mortality Waskly Report.

Haley and eolleagues studied a single military unit of Gulf War
veterans, the 24% Reserve Naval Construction Battalion, To characterize the
illness of this group of veterans, Haley administered a detailed questionnéire
on symptoms and risk factors to 249 (41%) of the 806 members of this unit,
Through factor analysis, the investigators found six patterns of symptom
clusters ~ i.e., § different syndromes in this emall group of persons. The
predominate symptom clusters were reported as being characterized by
" impaired cognition, confusion-ataxia, and arthromyoneuropathy. To further
explore the syndromes, 23 of the most symptomatic Parsian gulf veterans and
20 controls underwent extensive neuropsychelogical and neuxophysiological
testing. A group of neurclogists reviewed the cases and were not able to make
a diagnosis, However, 2 complicated statistical comparison of the aggregated
test resulte of 1he study group compared to the control group found evidence of
subtle neuropsychological test abnormalities and asymmetry and prolongation
of certain neurophysiologic test parameters. An examination of self-reported
exposures showed that riek factors associated with the three mentioned
syndromes included flea collars for the impaired cognition syndrome, self:
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reported or perceived chemieal warfare and pyridestigmine bromide exposure
for the confusion-ataxia syndrome, and self-reported DEET and
pyridostigmine bromide exposure for the arthromyonsuropathy syndrome.

In addition to noting the findings of thess studies, Mr. Chairman, you
agked VA to dismuss the potential signifieanse of ihis research. We believe
these studies rre important because they confirm the findings of other
research studies that show that Persian Gulf War veterans report
significantly more symptoms. than their non-deployed counterparts. On the
whole, we concur with the editerial comment of Dr. Phillip Landrigan that
accompanied these reports and which wag published in the same issue of
JAMA. Thatis while we view these studiss 25 important, they do have
significant limitations. Specifieally, they both rely almost exclusively on saif-
reported symptoms and exposvres which may be afecred by recall bias. The
study of Haley, et al.; also suffers from a problem with gelsction bias whick
could posentisily skew the results. Specifically, enly 41 percent of the Seabee
cohart chose b participate in the study, and an analysis of nonresponse bias
revealed that these who did ot respond were less symptomatic than those
who participased (43% vs. 70%}. Said in a different way, if a greater
propertion of the Battalion participated in the study then it is possible that
the subtle statistical association that was noted may have disappeared. It
may not have. ag well. In view of these and other limitations, the study
results should be interpreted with caution. They certainly can not be
considered definitive. To better understand the study, we will pe seeking
additional unpublished details directly from Dr. Haley. Having said this,
though, I wouvld reiterate that we believe these studies are significant, but our
knowledge of the Persian Gulf veterans’ illnesses and their relation to Gulf
War servics i< still far from complete. Further research is necessary to
answer the myriad new research questions raised by these studies, Of note,
these questions were anticipated by the Research Working Group of the
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Persian Gulf Veterans Coordinating Board. A request for proposals which
was developed by the Research Working Group and published by DeD in the
Commerce Businesg Daily on December 10, 1996, will give the Coordinating
Board a further mechanism for addressing these additional research
questions, These proposals are due by February 18, 1997,

CLINICAL TRAINING

- VA was proactive in establishing health-care programs for Persian Gulf
War veterans. In the immediate post-war period, the medical and scientific
community had only linited knowledge of the complexity of Gulf War specific
issues and exposures. Through our clinical and research programs, VA has
been a leader in the development and dissemination of knowledge on Gulf
War-related health izsves. In order to keep our health-care providers well-
informed on the latest developments, VA has utilized a wide array of
communicatior. vehicles including periodic nationwide conference calls,
ﬁa.ilings, satellite video-teleconferences and annual on-site continuing
medical education (CME) conferences. Our initial efforts wers successful in
educsting a dedicated cadre of well-informed Registry physicians and staff,
and we will continue to keep them up-to-date on the latest developments.
However, I alsy see an opportunity to improve the understanding of Persian
Gulf war-related health ipsues by other medical personnel. My goal is that all
VA health-care providers will have a working understanding of Gulf War
exposures and health issues and will be sble fo discuss with their Persian
Gulf War patients how these issues could impact on their current or future
health status. In order to meet this challenge and continue to improve our
programs, the Veterans Health Administration has developed and will publish
a self-study Persian Gulf CME program for every VA physician in early 1997.
We will make this available to non-VA phyéicians, at cogt, as well,
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CONCLUSION

In conchiding these comments, Mr, Chairman, I should note that
Fersian Gulf War veterans are not faceless statistics to VA hiealth care
personnel. Thoy are American citizens who have answered their country’s call
to arms and se-ved their nation bravely. We view them as special peopls who
come to us with genuine problems snd concerns for their future. Our doctors,
nurses, therapiste and divecters are dedicated to providing compassionate
care, compensstion examinations end answering questions to the best of
medica! science’s ability, which I balieve we all agree i& not 28 good as we
would like in this arsa. We will push forward with our programs cooperating
with Dold and }THE. If we fall short of the high standards we set for
surselves, we will strive harder to achieve our goal of continuous
improvement. President Clinton has roade it clear that no effort should be
spared in this regard. In the end, long after the headlines fade away and
national attention turns elsewhere, VA will still be there to care for Persian

Gulf and other veterans. This is our mission,

In this regard we are grateful for the assistance provided by the
Presidential Advisory Committee on Gulf War Veterans’ lllnesses, We
recognize the central role they played in the investigation of possible troop
exposure to sarin and cyclosarin. The recommendations released in the
Committee's final report are very helpful and are being studied carefuily. As
the President has directed, VA along with the Departments of Defense and
Health and Huraan Services will be preparing an action plan addressing the
Committee’s recommendations. This action plan, which will‘ be developed
through the Coordinating Board, will be presented to the President by March
8, 1897,
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Thank you, Mr. Chairman That concludes my prepared testimony. I
will be happy to answer any questions.
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Mr. SHAYS. It is essential that we communicate well and I have
no problem with you asking for clarification. And, frankly, I don’t
have any problem if you hear someone ask a question of someone
else and step in if you think we are not communicating. I am not
an attorney, and I am not offended.

Dr. KizERr. I am sorry, I apologize.

Mr. SHAYS. Dr. Rostker.

Mr. ROSTKER. Thank you, Mr. Chairman

Mr. SHAYS. Excuse me. I am going to have you lower it down just
a little bit. It is the one with the long stem that projects your voice.
The other one is the TV camera.

Mr. ROSTKER. Mr. Chairman, thank you very much for the oppor-
tunity to come before the committee today to explain to you and to
the American people the very many changes we made in the De-
fense Department.

Mr. Chairman, on 12 November 1996, the Deputy Secretary of
Defense, Dr. John White, appointed me Special Assistant for Gulf
War Illnesses. This action was part of a broader set of initiatives
undertaken in September to assess the Department of Defense’s
Gulf war illness program in view of the recent events to include the
report that soldiers may have been exposed to chemical agents dur-
ing the destruction of storage sites at Khamisiyah.

My mission as the Special Assistant for Gulf War Illnesses is to
serve as the Department of Defense’s coordinator for all issues re-
lating to Gulf war illnesses. Two vital aspects of this mission are
to ensure that we learn everything possible about the suspected
chemical exposure events which occurred during and after the Per-
sian Gulf conflict and to promote improved communications with
Gulf war veterans on the relevant health issues.

This mission is critical not only because we have a moral duty
to our veterans but also because we must understand what is mak-
ing our people sick so that we can initiate the vital changes re-
quired to protect our forces in the future. We must ensure that
DOD puts in place all the required military doctrine, plus per-
sonnel and medical policies, procedures, and equipment so as to
prevent future repetitions of the problem.

To quote the President: “I want to assure all of you that we will
leave no stone unturned in our efforts to investigate Gulf war ill-
nesses, and to provide our Gulf war veterans with the medical care
they need. There are mysteries, still unanswered questions and we
must do more.”

Mr. Chairman, it is my business to leave no stone unturned. To
carry out this mission, I have expanded by an order of magnitude
the Department of Defense’s investigations organization. The origi-
nal team of 12 is now more than 110 people strong, and they have
completely revamped the way we do business. We have the inves-
tigators and analysts necessary to perform a full review of cur-
rently known incidents, and I have the authority to search out and
pursue reports of any new incidences.

My expanded efforts build on earlier work by refocusing and sub-
stantially increasing the level of commitment. Much of the increase
is focused on incidents which occurred during the Gulf war, the
hazardous exposures that may have resulted from these incidents,
and the broader implications of such incidents. We are doing this
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with renewed dedication to communicate with all veterans who
served and fought in Southwest Asia in 1991, including those vet-
erans who are still on active duty, serving in the National Guard
and Reserve, and those who have returned to full-time civilian life.

I have expanded into new areas to initiate proactive risk commu-
nication strategies with a two-way communication between the
DOD, the VA, and the Gulf war veterans as recommended by the
Presidential Advisory Committee on Gulf War Illnesses, the PAC.
Today, when a veteran calls our telephone hotline to offer informa-
tion, the veteran receives a followup call and is interviewed by a
trained investigator who ensures that information is incorporated
into our case files.

These call-backs not only provide an in-depth debrief, but for the
future, a single point of contact between my office and the report-
ing Gulf war veteran. The process involves the veteran in the in-
vestigative process in a significant and meaningful way. Our call-
back teams work on two shifts from 7 a.m. to 11 p.m., Monday
through Friday. Response from the veterans has been extremely
positive.

We also collaborate very closely with veterans’ service organiza-
tions. For example, on December 11th, we hosted the VSOs at a
demonstration of the chemical equipment used during the Gulf
war, particularly the M8 alarm, 256 test kits and the FOX chem-
ical reconnaissance vehicle. They appreciated the opportunity to be-
come more familiar with the equipment that has often been written
about in the press and was the subject of debate in Congress.

We have initiated a formal structure for our incident investiga-
tions. We are preparing a series of narratives that summarize what
we know about such incidents as Khamisiyah, the Marine breach-
ing operation, operational logs, FOX alarms, for pyridostigmine
bromide tablets, and every other issue under investigation. These
narratives will be a status report to the American people of what
we know, when we knew it, and what actions we plan to take. I
expect that this will be the basis for us to more effectively address
the concerns of Gulf war veterans and their families.

We are building on the major health programs initiated by the
Assistant Secretary of Defense for Health Affairs, Dr. Steve Joseph.
Under his leadership, a comprehensive clinical evaluation program
was established in which more than 38,000 Gulf war veterans reg-
istered—and those Gulf war veterans who are in active duty and
in the Reserve components today. The Department of Veterans Af-
fairs has its own registry with 63,000-plus veterans in their reg-
istry.

In addition to forming my organization, the Deputy Secretary of
Defense generated a number of other important initiatives. In the
area of research, the DOD has committed to spending $12 million
to study a wide range of medical issues relating to the Gulf war.
Further, we are prepared to spend an additional $15 million to
study the long-term effects of chemical and other hazardous expo-
sures, including low-level chemical exposures.

At this time, therefore, I am withdrawing the DOD staff paper
published on the GulfLINK home page on the Internet which dis-
counts low-level chemical exposures as the cause for Gulf war ill-
nesses. In doing this, I note that the PAC concluded and current



153

scientific evidence does not support a causal link between low-level
chemical exposures and undiagnosed Gulf war illnesses. However,
the PAC also recommended that additional research be warranted.
We concur in this assessment and plan to fund the appropriate re-
search. I approach this subject with a completely open mind, and
our research agenda is clear evidence to this.

Dr. White also initiated a review by the Institute of Medicine of
the DOD clinical health examination protocols in light of the possi-
bility of chemical exposures; a review by the Army Inspector Gen-
eral of the military operations at Khamisiyah; and a review by the
Assistant to the Secretary of Defense for Intelligence Oversight of
the circumstances surrounding the handling of intelligence data
concerning Khamisiyah.

Furthermore, Dr. White requested that the National Academy of
Sciences provide a mechanism for oversight to meet the President’s
call for an independent, open, and comprehensive examination of
health-related issues and assessment of the multiple issues relat-
ing to the protection of our forces. This is in addition to the PAC’s
oversight of the investigation into low-level chemical exposure
events and monitoring of the governmentwide implementations of
its recommendations.

Mr. Chairman, I would like to take a moment to comment on
issues raised by this committee on 10 December 1996, concerning
its perception that field commanders in the Gulf dismissed what
soldiers and Marines considered to be valid chemical detections.
Marine Corps Gunnery Sergeant George Grass, Major Randy
Hebert, and Army Major Michael Johnson are Americans whose
service we honor and testimony we welcome. We applaud these
men for coming forward to describe events about which we are all
deeply concerned. The clarity and detail of their observations con-
tributed significantly to our investigations, and we are examining
each and every one of the incidents they report. Their close, per-
sonal observations, however, must be taken into the context of all
of the information available to us as we go forward in our inves-
tigation.

As you see from the illustration provided in the handout before
you, I believe we can, indeed, corroborate one of the initial detec-
tions cited by Gunnery Sergeant Grass. However, it is important to
note that the same log that records his initial chemical alert also
records the action taken in response to that alert and the f