THE BOARD’S ROLE IN ASSISTING THE MILITARY
TO DEFINE ITS POLICY REGARDING
ACQUIRED IMMUNODEFICIENCY SYNDROME
AND EXPOSURE TO HUMAN T-LYMPHOTROPICVIRUS TYPE Il

During his tenure as Executive Secretary, Colonel Robert Nikolewski often reminded me that the
Board needed animportantnew issue to enhanceitsimage. The problems of acquired immunodeficiency
syndrome (AIDS) and human T-lymphotropic virus type TII (HTLV-111)filled that need. Attheend of the
Boards 6 June 1985meeting, when new business was discussed, Lt. ColonelJohn Herbold, USAF, then
in the Office of Health Affairs, asked, out of the blue, ”What does the Board have to recommend for the
military regarding AIDS?” What a question! We thought that we had escaped any difficult or
controversialproblems to consider asaction items at this meeting! | was the President of the Board at that
time, and | advised Dr. Herbold that the Board did not respond to verbal requests, and that all such
queriesshould be submitted in writing through the proper channels. Thatwas on 6 June 1985. Never has
the system witnessed such rapid transit of a set of provocative questions; they reached the AFEB office
from the Office of Health Affairs on 10 June 1985—a record. The memorandum for the Board, dated 10
June 1985, from J. Jarrett Clinton, M.D., Deputy Assistant Secretary of Defense, follows:

SUBJECT: HTLV-III Antibody Positivity

As introduced at the June6 meeting of the Subcommitteeon Disease Control,requestthe Board addressthe issue
of the public health significance o HTLV-III antibody positivity.

Specifically,what guidance can the Board provide regarding the appropriate implementationof public health
surveillanceand control measures? Given the spread of HTLV-III infection outside previously identified high-risk
groups, what studies should the services conduct and what data should be gathered to better define the natural
history of and potential military importance o this infectious agent in active-duty populations? Given the
comprehensive health care system of the Armed Forces, a closed system, how might our concernsand approaches
differ from those of the civilian sector?

Your considered deliberation of this critical issue is requested.

The AFEB has traditionally responded expeditiously when major health problems involve both the
military and the public. Accordingly, a special meeting of the Board’s Subcommittee on Infectious
Diseases was convened at WRAIR on 9 August 1985. The offices of Health Affairs and the respective
Surgeons General were bombarded with commentsand questions from all sources. These offices were
soon spared the nuisance of so many inquiries when the word got out that the AFEB was to direct its
attention to AIDS. Neither Colonel Nikolewskinor | nor our secretarieslogged the number of calls, but
they were numerous. Heads of various lay groups, gay rights groups, and the press called. The Board
received demands for allocationsof speaking times and placement onthe agenda of the pending August
mceting. The Board’s meetingsare, by law, opensessions. lassured the head ofthe gay rights movement
that he would receive agenda time; | asked him to limit his discussion to one-half hour, and to limit the
number of persons who would attend the meeting with him because space was limited. We gave no
specificanswers to questions, and the callswere finally diverted to the proper public relations officer at
the Department of Defense. There were many disruptions, but 9 August soon arrived.
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| awakened with the chickens that morning, got an early start from Baltimore in order to beat the
beltway traffic,and arrived at WRAIR at 0730, well ahead of the meeting. Outside the meeting room were
two large and impressive military guards. Unaware as to why they were there, | had them relocated to
another floor. | thought that those attending the meeting, particularly the press, might have adverse
reactions to seeingarmed guards. Itwas not clear in advance whether the meeting would be orderlyand
informative or disorderly and controversial, since the public, through the press, was polarized at this
time. Soon Conference Room 3092 was packed—a record —with extra chairs and standing room only.

The agenda for that meeting follows, and the roster of Board member, military personnel, invited
guests, and press representation is on page 225. (Tomy knowledge, this was the first time that the press
had ever attended a meeting of the AFEB.)

AGENDA

ARMED FORCES EPIDEMIOLOGICAL BOARD
TASK FORCE ON HTLV-III ANTIBODY POSITIVITY
WALTER REED ARMY INSTITUTE OF RESEARCH

9 August 1985

0900-0915 Welcome, Introduction of Members and Visiting Consultants
Dr. Theodore Woodward

0915-1000 Military Medical Issues Regarding HTLV-III-LAV Disease
Col. Edward Tramont, USA,MC

1000-1030 Presentation, National Gay Task Force

Jeffrey Levi
Mathilde Krim

1030-1045 Department of Defense Blood Bank Program
Lt. Col. Tony Polk, USA,MSC

1045-1145 Preventive Medicine Officers’ Report

Col. Manmohan Ranadive, USA,MC

Lt. Col. (P) Ernest Takafuji, USA,MC

Capt. William B. Mahaffey, MC, USN

Col. Alfred K. Cheng, USAF,MC
Comments

Lt Col. Herbold

1145 Discussion
Dr. Theodore E. Woodward

The meeting was orderly. Colonel Edmund Tramont reviewed the current knowledge regarding
AIDS. Mr. Jeffrey Levi, Director of the National Gay Task Force, raised the human rights issues of
confidentiality and ethical practices. | informed Mr. Levi that the AFEB comprised some of the most
ethical and well-informed scientists, epidemiologists, and cliniciansin this country, and that questions
and recommendations would be directed toward protecting the individual. He was assured that the
Board’s recommendations would be in the best interests of both the military and the public.

The meeting’s main purpose was fulfilled by providing important information on the effectiveness
and limits of HTLV-III antibody testing and clarifications of problems relating to the protection of the
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blood supply. Clinicaldescriptions of the diseasesyndrome, the means of classifying phases of the AIDS
spectrum, the incidence of the disease, the known methods of spread of the virus, and the current and
anticipated incidenceswere also elucidated.

Another principal function of the meeting was to allay the suspicion, misinformation,and incrimi-
nation which seemedto have polarized the public. The stage was set for the Board to gather its data, to
crystallizeitsunderstanding of the problem, and to fulfillitsmissionat its fallmeeting, planned for 11-13
September 1985. At this meeting, various other agenda items would be discussed, and the Board's final

recommendations regarding the AIDS problem would be formulated.

Roster of Participants

9 August

AFEB Members:

Theodore E. Woodward, M.D.

William S. Jordan, Jr., M.D.

William R. Harlan, M.D.

Frank M. Townsend, M.D.

Samuel D. Thompson, Ph.D.

Robert F. Nikolewski, COL, USAF, BSC
Robert A. Wells, COL, USA, MSC

Invited Consultants:
Abram S. Benenson, M.D.
Saul Krugman, M.D.

Also Attending:

Thomas M. Geer, GB, USA, MC
Philip K. Russell, BG, USA, MC
Harold Jaffe, M.D.

Roger Dodd, M.D.

Harry W. Haverkos, M.D.

Jim Hill, Ph.D.

Alfred J. Saah, M.D.

Manmohan Ranadive, COL, USA, MC
Ernest Takafuji, LTIC(P), USA, MC
William B. Mahaffey, CAPT, MC, USN
Alfred K. Cheng, COL, USAF, MC
Edmund C. Tramont, COL, USA, MC
A.J. Polk, LTC, USA, MSC

T.R. Cuthbert, COL, USA

John R. Herbold, LTC, USAF, BSC
Michael Murphy, LTC, USA

Dave Russell, MAJ, USA

Tansill Johnson
Jeffrey Levi
Mathilde Krim

Reporters Representing the Following:

Board President

Board Member

Board Member

Board Member

Board Consultant

Executive Secretary

Executive Secretary (Designate)

San Diego State University
New York University Medical Center

Director, Professional Services, DASG
Commander, Fitzsimmons Army Medical Center
Centers for Disease Control
AIDS Section, Epidemiology and Treatment
American Red Cross Laboratory, Bethesda
National Institutes of Health
National Institutes of Health (representing Dr. Fauci)
National Institutes of Health
Preventive Medicine Officer, USA
Disease Control Consultant (DASG)
Preventive Medicine Officer, USN
Preventive Medicine Officer, USAF
Chief of Microbiology, WRAIR
Department of Defense Blood Program
Office Secretary of Defense (MRA&L)
Health Affairs
Public Relations, Department of Army
Public Relations Office, Chief of Public Affairs,
Department of the Army
Public Relations, DASG
National Gay Task Force
National Gay Task Force

Army Times, The New York Times, Chronicle Broadcasting, Pentagram, The WashingfonTimes, The Advocate, Washington Stripe, The
Washington Post, U.S. Medicine, and The Washington Blade.

Priortothe Septembermeeting, the Department of the Army, on 15August 1985,and the Department
of Defense's Office of Health Affairs, on 9 September 1985, had presented specific memoranda and
questions for the Board's consideration. These questions provided a structure for the Board’s response,
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particularly after the current knowledge of AIDS had been been clarified and discussed. These new
memoranda, and the agenda and attendance roster for the 11-13 September meeting, follow:

MEMORANDUM FOR THE ARMED FORCES EPIDEMIOLOGICALBOARD
SUBJECT: Questions for the Armed Forces Epidemiological Board on HTLV-III Infections in the Military

1. At the recent meeting of the Armed Forces Epidemiological Board (AFEB) Subcommittee on Infectious
Diseases held on 9 August 1985, the respective services were requested by Dr. Theodore Woodward, Chairman of
the AFEB, to submit specific questions pertaining to HTLV-III infections and AIDS to the Board that could be
addressed at its September meeting.

2. In response to that request, the following questions are provided:

a. Based on current level of understanding, what is the significance of a positive Western blot-confirmed
antibody test for HTLV-III infection?

b. Are individualswhoareantibody-posifiveatincreased risk of having more severe reactionsto livevirus
vaccines? What would their immunological response be to live and killed vaccines?

¢. With the requirement to continue vaccinating military members against smallpox, is routine HTLV-IIT
antibody screening of basic trainees (and other new entrants into the military) prior to receiving smallpox vaccine
medically justified? Should prior screening be performed before administration of any other live virus vaccines?

d. Should the Army beinvolved inthecollection of medicaldataand theconduct of epidemiological studies
on HTLV-III infections?

3. Your assistance with these difficult questions is greatly appreciated.

FOR THE SURGEON GENERAL:

Ernest T. Takafuji, M.D., Lt. Colonel, MC

for:

Manmohan V. Ranadive, M.D.

Colonel, MC, Chief, Preventive Medicine Consultants Division

MEMORANDUM FOR THE ARMED FORCES EPIDEMIOLOGICALBOARD
SUBJECT:HTLV-III Antibody Positivity

In our June 10,1985memorandum to the Armed Forces Epidemiological Board, we requested advice on broad
public health issuesof HTLV-IIl antibody positivity inthemilitary. Your specificattention tothe following questions
in the context of the original request will assist this office in the development of policy guidelines:

1. Should personnel on active duty be screened for HTLV-III antibody?

2. What steps should be taken with respect to active duty personnel who screen confirmed positive for HTLV-
[II antibody?

3. Should confirmed HTLV-III antibody positive individuals, identified through screening of potential active
duty accessions, be permitted to join the military services?

4. What public health risk does a confirmed HTLV-III antibody positive individual pose in the military
operational setting?

5. What public health risk does a confirmed HTLV-III antibody positive individual pose in the military
community setting?

. Jarrett Clinton, M.D.
Deputy Assistant Secretary [of Defense] (Professional Affairs & Quality Assurance)
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AGENDA

ARMED FORCES EPIDEMIOLOGICAL BOARD
(CLOSED MEETING)
McCORMICK FACILITY, PARSON'S ISLAND, MARYLAND

Wednesday, 11 September 1985

1300-1700 Select Immunodeficiency Diseases

Letter Questions: OSD(HA)
Acquired Immunodeficiency Syndrome

Letter Question: Preventive Medicine Consultants Division
(DA-OTSG)
Acquired Immunodeficiency Syndrome

Letter Question: Commander, Naval Medical Command
Asplenic Individuals

Thursday, 12 September 1985

0830-0845 Armed Forces Medical Intelligence Cenfer Current Update
Capt. Finnegan, USA,MSC
0845-1200 Select Immunodeficiency Diseases (Continued)

1300-1345 Germ Cell Tumors of the Testicle Ainong Aircraft Repairmen
Lt. Cmdr. A. M. Ducatman, MC, USNR
1345-1400 Questions

1400-1445 Review of the U. S. Army Ambulatory Care Data Base
Lt. Col. Fred Cecere, USA,MC
Lt. Col. Terry Misener, SN, MC
1445-1500 Questions

1500-1600 Preventive Medicine Officer Reports
Col. Ranadive, USA,MC
Col. Cheng, USAF, MC
Capt. Mahaffey, USN,MC
Cmdr. Stockwell, USCG
Special Award to Colonel Robert Nikolewski

Friday, 13 September 1985
0800-1100 Overview and Summary

Dr. Theodore Woedward
Presentation to Dr. William E. Mayer and Dr. J. Jarrett Clinton
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Roster of Participants Capt. Douglas M. Stetson, MC,USMC

Col. Edmund C. Tramont, MC, USA
12 September JamesR. Allen, M.D.

AFEB Members:

Paul M. Densen, D.Sc. 13 September

CarolJ. Johns, M.D. AFEB Members:

William S. Jordan, Jr., M.D. Theodore E. Woodward, M.D.
Richard Hornick, M.D. Frank Townsend, M.D.
Samuel Thompson, Ph.D. Abram S. Benenson, M.D.
Saul Krugman, M.D. Samuel Thompson, Ph.D.
Theodore E. Woodward, M.D. Richard Hornick, M.D.
Abram S. Benenson, M.D. William S.Jordan, Jr., M.D.

Carol J. Johns, M.D.
Leonard Kurland, M.D.
William R. Harlan. M.D.

AFEB Staff:
Lt. Col. Robert A. Wells, Ph.ID., MSC, USA
Col. Robert F. Nikolewski, BSC, USAF
JeanP. Ward, DAC
Senior DoD Staff and Representative of the Surgeon General:
Military Preuentive Medicine Officers and DoD Staff, William Mayer, M.D.
Col. Alfred K. Cheng, MC, USAF Jarrett Clinton, M.D.
Col. Robert G. Self, MC, USAF Maj. Gen. Monte B. Miller, MC, USAF
Lt. Col. John Herbold, BSC, USAF
Capt. William B. Mahaffey, MC, USN AFEB Staff:
Col. Manmohan Ranadive, MC, USA Lt. Col. Robert A. Wells, MSC, USA

Capt. Vernon D. Schinshi, MSC, USN Col. Robert Nikelewski, BSC, USAF
Cdr. John R. Stockwell, USPHS Jean P. Ward, DAC

Attendees:

Lt. Col. Ered A. Cecere, MC, USA Military Preventive Medicine Officers and DoD Staff:

Col. Richard N. Miller, MC, USA

Lt. Col. Terry R. Misener, ANC, USA
Capt. Kenneth F. Wagner, MC, USN
Lt. Col. George E. Crawford, MC, USAF
Col. William H. Bancroft, MC, USA
Lt. Col. Ernest Takafuji, MC, USA
Col. Thomas E. Bowen, MC, USA

Lt. Cdr. Alan M. Ducatman, MC, USN
Lt. Col. Donald Burk

Capt. John McNeil, MC, USA

Capt. Mark S. Davis, MC, USN

Maj. John F. Brundage, MC, USA

Col. Alfred K. Cheng, MC, USAF
Col. Manmohan Ranadive, MC, USA
Capt. William Mahaffee, MC, USN
Lt. Col. John R. Herbold, BSC, USAF
Col. Robert G. Self, MC, USAF

Cdr. John R. Stockwell, USPHS

Attendees:

Cdr. Mark L. Dcmbcrt, MC, USN

Lt. Cdr. Alan M. Ducatman, MC, USNR
Cdr. Mark S. Davis, MC, USN

Lt. Col. James W. Kirkpatrick, MC, USA

Maj. Benedict M. Diniega, MC, USA 1.t. Col. Terry R. Misener, ANC, LJSA
Capt. Jeffrey. D. Gunzenhauser, MC, USN Lt. Col. Fred A. Cecere, MC, USA
Maj. Robert R. Redfield; MC, USA JamesR. Allen, M.D.

Col. William H. Wolfe, MC, USAF Lt. Col. George Crawford, UC, USAF
Lt. Col. James W. Kirkpatrick, MC, USA Col. William H. Wolfe, MC, USAF

The Board Formulates Its Resolutions on AIDS

Further discussions were held during evening sessions. Specificanswers and recommendations to
the questions relating to AIDS were formulated. Onthe morning of 13 September, Dr. William E. Mayer,
AssistantSecretaryof Defensefor Health Affairs,and his Deputy, Dr.J. Jarrett Clinton,arrived atParson’s
Island by helicopter. | presented the Board*‘sanswersto their specific questions and our recommenda-
tionsto Dr. Mayer. He commented, after expressing his thanks, “Wecan livewith that.” Thefinal report
was presented to the Office of Health Affairsand the respective Surgeons General on 17September 1985,
and follows:
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MEMORANDUM FOR
THE ASSISTANT SECRETARY OF DEFENSE (HEALTHAFFAIRS)
THE SURGEON GENERAL, DEPARTMENT OF THE ARMY
THE SURGEON GENERAL, DEPARTMENT OF THE NAVY
THE SURGEON GENERAL, DEPARTMENT OF THE AIR FORCE

SUBJECT: Human T-LymphotrophicVirus Type I (HTLV-III) Antibody Positivity

1. Attherequestof the Assistant Secretary of Defense, Health Affairs, the Armed Forces Epidemiological Board
(AFEB) members, consultantsand respective military medical service representativesmet 11 through 13September
1985to consider a set of questions on the above subject (Enclosures 1and 2).

2. The AFEB traditionally has conceived its mission to be that of rendering advice to the end of ensuring the
maintenanceof a healthy, effectivemilitary service which is ready at all times for rapid deployment. It believes that
HTLV-Illinfectionsshould be addressed inthe military servicesasany other infectious or contagiousdisease. Inthis
regard it is noteworthy that its similaritiesto hepatitis B are strikingin many respects. The primary objectiveof the
Board must be to protect the health of the individual and simultaneouslyto prevent the spread of infectionto other
personnel within the Armed Forces.

3. The Board makes its recommendationsrelevant to HTLV-111antibody positivity in the light of its evaluation
of the current state of knowledge of this complex disease. The Board is well aware of the present threat and of the
potential for greater threat based on the comprehensiveassessmentof several factorsto include: (a) the risks to the
infected individual incidentto military service, (b) the risk of transmission of illness to non-infected personnel, (c)
the impact of infected individuals on the function of their unit, and (d) the safety of the blood supply.

4. The recommendationsof the Board may be subjectto changeat such time as the natural history of HTLV-IIL
infection becomes more clear. Under these conditions, pertinent and longitudinal studies would be appropriate.
Under ideal circumstances the screening of all active duty military personnel for HTLV-IIT antibody and hepatitis
B antigen could be advisable. However, such screeningis unnecessary based on information currently available
relative tothe threat of illnessto othersor the limitationsd personnelto performtheir duties. Moreover, the prospect
of screeningall active military members for HTLV-IIT antibody at this time is not envisioned as feasible—not only
hecanse of the Ingistical and economical requrirements, but especially hecanse nf the limited availahility of trained
personnel and medical resources. The qualifying criterion is simply that it is unknown whether an individual with
HTLV-IITwill progressto active illness. Future studies of the natural history of the syndrome should help clarifythis
important matter.

5. Based on a thorough review of available information and subsequent discussion, the Board makes the
followingrecommendations:

a. All activeduty personnel pending reassignmentto overseaspermanent duty stations
should be screened for the presence of HTLV-HI antibody. If theseindividuals are found
to be positive by ELISA and by an appropriate confirmatory test, the service member
should be medically evaluated to determine the status of his or her infection
Thisisappropriatetoaltow identificationof those at high risk for progressionof infection
and at high risk from exotic diseases before an extended overseas tour.

b. Individualswhoareantibody positivebut manifestno evidenceof progressiveclinical
illness or immunological deficiency may be considered for worldwide duty. All
antibody positive persons should receive a comprehensiveand immunologicalevalu-
ation at least annually. They should be counseled on risks of transmission and be
designated as blood-donor ineligible. Military personnel with progressive clinical
illness or immunological compromiseshould be referred to a medical evaluationboard.
for a determination of fitness for worldwide duty.

c. New candidatesfor active duty identified as HTLV-III antibody positive (two ELISA
and confirmatorytests)atthe timeof inductionwill berejected frommilitary service. The
candidate will be advised to consult his or her personal physician.

229

AIDS and HTLV-1I



The Armed Forces Epidemiological Board

This judgment isbased on the possibility that such antibody positive persons may have an increased potential
to develop the Acquired Immune Deficiency Syndrome — particularlywhen they are given required live biologic
vaccines, when they are exposed to or are infected with agents such as the Plasmodium of malaria or are subjected to
other biological or physical stresses. It is conceivablethat future testing and medical evaluation may show that
individuals with positive antibody alone may be healthy and therefore should not be ultimately precluded from
consideration for military service.

6. Current evidence indicates that HT1.V-IIT is transmitted to others by blood transfusion from an infected
person by the injection of infected blood products or by intimate contact with an infected person. The risk of
transmission of HTLV-III is not completely understood and requires further evaluation. However, day-to-day
associationwith infected persons by close household contacts does not pose a threat to the uninfected individuals.
There are hundreds of instances where adults or children living with persons with AIDS or positive for HTLV-11I
antibody have themselves failed to become infected or antibody positive. The same situation has been observed
regarding medical contacts with known patients. Moreover, health professionals who have experienced needle
puncture with needles contaminated with materials from AIDS patients have very rarely developed illness or
serologicevidence of infection. Specifically,only one such case has been reported at present. The Board, therefore,
makes the following recommendation relative to military operational settings:

Environmental contacts in military operational settings such as tanks, submarines, and
aircraftare notregarded assignificantrisks forinfectionby HTLV-IIL. Inaccordancewith
United States Public Health Service recommendations, personnel who are HBGa and/
or HTLV-III antibody positive should be designated as unsuitable as blood donors.

7. Although generally there is no perceptible risk of transmission by non-sexual person-to-person contact,there
are other concernswhich are relevant within the military /community setting. The followingrecommendations by
the Board are intended to address these issues:

a. Service planning on contingency blood samples should take the potential for HTLV-
I infection into account. The periodic screening of all military personnel is not
recommended due to excessive screening costs weighed against low risk and the
inability to ensure the absence of infectivity by random testing. However, the Board
recommends that donated blood be screened to detect HTLV-III antibody and Hepatitis-
B antigen wherever a significant number of blood units are to be processed.

b. Although personnel pending overseas assignment are recommended for the highest
screening priority, those currently serving at an overseas duty station may also be
candidates for screening. Such screening should be accomplished in a prioritized
fashion, with the highest priority to those assigned at locations with a high risk of
endemic disease or with minimal medical capability.

c. The Board recommends that additional education be provided on techniques to
minimize the transmission of this infectionin order to reduce unfounded fearsregarding
the etiology and epidemiology of the disease.

FOR THE ARMED FORCES EPIDEMIOLOGICAL BOARD
Theodore E. Woodward, M.D.

President. AFEB

Robert A. Wells,Ph.D.
Lt. Colonel (P), USA, MSC
Executive Secretary
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The Secretary of Defense Establishes Policy

Acting without delay, Secretary of Defense Caspar W. Weinberger transmitted the following
memorandum and policy procedures, dated 24 October 1985:

MEMORANDUM FOR
SECRETARIESOF THE MILITARY DEPARTMENTS
CHAIRMAN, JOINT CHIEFS OF STAFF
ASSISTANT SECRETARY OF DEFENSE (FM&P)
ASSISTANT SECRETARY OF DEFENSE (RA)
ASSISTANT SECRETARY OF DEFENSE (PA)
ASSISTANT SECRETARY OF DEFENSE (HA)
ASSISTANT SECRETARY OF DEFENSE (LA)
GENERAL COUNSEL

SUBJECT: Policy on Identification, Surveillance,and Disposition of Military Personnel Infected with Human T-
Lymphotropic Virus Type III (HTLV-1IT)

Thefollowingpolicy isestablishedrelativeto infection of military memberswith Human T-LymphotropicVirus
Typelll (HTLV-IID. Thisinitial policy isintended to reflect current knowledge regarding the natural history of this
disease, the risks to the infected individual incident to military service, the risk of transmission of disease to
noninfectedpersonnel, the effectof infected individuals on the function of the unit, and the safety of the blood supply.
These policies are adopted as interim guidance which shall be reviewed within one year. This review shall assess
developments in the medical management of HTLV-III infections, information obtained through longitudinal
epidemiologicstudies of the natural history of HTLV-III infection, and the effectsof this interim guidance on force
management. Appropnate changesto DOD directivesshall be promulgated within 30 days of the conclusionof this
review.

A. Accession

Applicants for enlisted serviceshall be screened for exposure to HTLV-IIT at the Military Entrance Processing
Stationor the initial points of entry to military service. Candidates for officer serviceshall be screened for exposure
to HTLVHII during their pre-appointment of pre-contracting physical examinations. Individuals confirmed as
HTLV-II antibody positive (Food and Drug Administration-approved enzyme immunoassay (EIA) serologictest
and, if positive, a positive immunoelectrophoresis test (Western blot) are not eligible for military service. The
rationale for this policy is [that:]

sthe condition existed prior to service,
ethe Department avoids potential medical costs and the possibility that the individual shall not complete his or
her servicecommitment,

-clinicalevidence indicates that pre-AIDS patients may suffer adverse and potentially life-threatening reactions
to some live virus immunizations administered at basic training,

*an antibody positive individual is not able to participate in battlefield blood donor activitiesor other blood
donation programs, and

»presently, there is no way to differentiate between antibody positive individuals who will progress to clinical
disease and antibody positive individuals who will remain healthy.

B. Disease Surveillance
1. Active duty and reserve component military personnel shall be screened for the presence of HTLV-1Ii
antibody. Generally,implementation should be in the following priority order:

.individuals servingin, or subject to deployment on short notice to areas of the world with a high risk of endemic
disease or with minimal existingmedical capability,
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*individuals serving in, or pending assignment to, all other overseas permanent duty stations,

*individualsserving in units subject to deployment overseas,

*otherindividuals or units deemed appropriate by the respective military department such as medical personnel
involved in the care of HTLV-III infectious patients, all remaining individuals in conjunction with routinely
scheduled periodic physical examinations.

2. Individuals who are confirmed to be antibody positive shall be medically evaluated to determine the status
of their infection and the potential adverse consequences to the individual of serving in a particular geographic
region. The Assistant Secretary (Health Affairs) shall convene a Tri-Service medical working group to develop a
standardized clinical protocol to ensure consistent evaluation and staging of each patient at all military medical
treatment facilities.

3. The medical assessment of each exposure to and/or case of HTLV-III infection shall include an epidemiol-
ogical assessment of the potential transmission of HTLV-III to close personal contacts and family of the patient. This
information is vital to provide appropriate preventive medicine counseling and to the continued development of
scientificallybased information regarding the natural history and transmission pattern of HTLV-1II. Therefore, the
occurrence of HTLV-III infection shall not be used as a basis for punitive action against an individual.

4. Eachmilitary medical service shall conductongoingclinicalevaluations of each antibody positive individual’s
health statusat least annually, provide appropriate preventive medicine counsding to individual patients, provide
public healtheducation materials to the beneficiary population, conduct longitudinal [studies],and prepare internal
reports to facilitate timely review and reassessment of current policy guidelines.

C. Retention

1. Individuals who are antibody positive but manifest no evidence of progressive clinical illness or immunol-
ogical deficiency ([based on] physical and laboratory assessment, demonstration of ability to respond to immuniza-
tions, and ability to mount a protective immune response to immunizations or exposure to naturally occurring
pathogens) shall be retained. The Service Secretaries, in order to protect the health and safety of infected individuals
and of other military persons, may limit assignment of such individuals with respect to the nature and location of
the duties performed in accordance with operational requirements.

2. All antibody positive persons shall receive a comprehensive clinical and immunological evaluation at least
annually. Each individual shall be counseled on the risks of disease transmission, methods of prevention, and
informed that they are ineligible to donate blood.

D. Separation

1. Individuals who are infected with HTLV-IIl and demonstrate progressive clinical illness shall be referred for
medical evaluation fora determinationof fitnessfor continued servicein accordance with Title 10United States Code
Section 1201, et seq.

2. Individuals who are infected with HTLV-III and are found not to have complied with preventive medicine
counseling for individual patients may be separated for the convenience of the Government.

3. Separation for the convenience of the Government or for misconduct based upon evidence other than HTLV-
[T infection is unaffected by this policy memorandum.

E. Safety of the Blood Supply

DOD Military Blood Program Office policies and Food and Drug Administration guidelines shall be followed
by the Military Departments’ Blood Programs and by civilian blood agencies collecting blood on military installa-
tions. In the event that units of blood shall not be screened for infectious agents prior to transfusion (contingency
or battlefield situations), the DOD Military Blood Program Office in coordination with the Military Departments
shall provide guidance to operational units to ensure that potential donors have been screened.

F. Limitations on the Use of Information

1. Results obtained from laboratory tests for HTLV-III performed under this memorandum and information
concerning personal drug use or consensual sexual activity disclosed by a Service member as part of an epidemiol-
ogical assessment under this memorandum may not be used against the Service member in actions under the
Uniform Code of Military Justice, in a Line of Duty determination, or on the issuc of characterizationin separation
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proceedings. Such information may not be used as the basis for separation of the service member except for (a)
separationbased upon physical disability, or (b) separation for the convenience of the Government after a hearing
before a board of officers and approval by the Secretary or an Assistant Secretary df the Service concerned.

2. The limitations in paragraph F.1. do not apply to:
(a) The introduction of evidence for impeachment or rebuttal purposes inany proceeding in which the evidence of
drug abuse or relevant sexual activity (or lack thereof) has been first introduced by the Service member;
(b) Disciplinary or other action based on independently derived evidence.

Caspar/\W. Weinberger
The Secretary of Defense
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Requirements for Blood Collection Agencies on Military Installations.

(d) Assistant Secretary of Defense (Health Affairs)Memorandum, 17July 1985, Military Implementation of Public
Health ServiceProvisional [sic].

{e) DoD Military Blood Program Office Memorandum, 13 March 1985, Military Implementation of Public Health
Service Provisional Recommendations.

(f) Departmentaf Defense Directive6200.1,April 27 1973,Policy Concerning the Venereal Disease Control Program
of the Armed Forces.

(g) Department of Defense Directive 1332.18,September 9,1968, Separation from the Military Serviceby Reason of
Physical Disability.

(h) Title 10 United States Code Section 1201, et seq.

Despite the difficultlogistical adjustments, the three military services persevered, collaborated, and
applied their personnel and resources to effect the Boards recommendations. The Assistant Secretary
of Defense for Health Affairs expressed his appreciation to the Board in the following letter, dated 5
December 1985:

Dear Dr. Woodward:

T wish to commend and thank the Board for its assistance in addressing issues of criticalimportance regarding
the emergence of Human T-lymphotropic Virus Type III infections among military personnel. To assist the
Department of Defense in maintaining a current and balanced approach on this issue, | request that the AFEB
establish a standing committee on HTLV-III infection that would evaluate and comment on current DOD initiatives
and programs fromthe perspective of prevention, epidemiologicassessment,and riskmanagement. Your continued
supportand valuable insight are greatly appreciated. |look forward to meeting personaily with you and whomever
you appoint to discuss the details of the AFEB’s continuing work on this disease.

Sincerely yours,

WilliamMayer, M.D.
The AFEB Responds to Requests from the Department of Defense
In keeping with Dr. Mayer’s request, a standing AFEB Subcommittee on HTLV-III Infectionswas

appointed, with the followingmembership: Abram S. Beneson, Chairman, and William S.Jordan, Jr.,
Frank M. Townsend,and me. Later, Walter H. Dowdle, Richard B. Hornick,and Llewellyn]. Legtersalso
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WILLIAM E. MAYER, M.D.

Dr. Mayer, a psychiatrist, became the Pentagon's top medical advisor in December 1983, when he was
appointed Assistant Secretary of Defense for Health Affairs. He served in both the Army and the Navy
Medical Corpsand, followingthe Korean War, he conducted a special study for the Army on prisoners of war.
He served as Director of the California State Department of Health while Ronald Reagan was Governor, and
was head of the Alcohol, Drug Abuse, and Mental Health Administration in the Department of Health and
Human Services while he was also on active duty in the Public Health Service Commissioned Corps.

Dr. Mayer and his very able Deputy, Dr. Jarrelt Clinlon, soon made il clear that they wished to work with
the Armed Forces Epidemiological Board and the respective military services. Problems of great importance
that intimately involved the Board came under intense discussion during their administration, some of which
were: acquired immune deficiency syndrome; asbestosis; agent orange; cardiovascular screening for military
personnel age 40 and older; safety considerations of the M2 Bradley Fighting Vehicle; military health
standards; and population-based epidemiological forecasting.
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joined. OnSeptember 25,1986, J.Jarrett Clinton, M.D., Deputy Assistant Secretary of Defense, addressed
the following letter of request to the AFEB:

Dear Dr. Woodward:

The Department of Defense has initiated a policy review of our current HTLV-III program guidance. Asyou
recall, our initial guidance was promulgated after recommendations were provided by the AFEB. The assistanceof
the AFEB throughout this past year has been instrumental in our ability to maintain a steady course in addressing
the myriad problems associated with this disease in a scientificand medically sound manner.

It would be most helpful if the AFEB would address the following questions at your October meeting:

(a) What is the significance of a p24 band alone? Should DéD maintain a dichotomized, positive/negative
standard or should laboratory results be reported as positive, negative, or indeterminate? Should laboratory
results report the band patterns and explanation of results to the attending physician?

(b) Is periodictesting of the total force medicallyindicated? If so, how frequently? Does the current DoD
recommended order of priority for cohort screening of military personnel for HTLV-III infection maximizethe
dual objectives of protecting individual health and minimizing transfusion associated transmission in contin-
gencies? Could the total force screeningeffort currently beingundertaken by the Military Servicesbe effectively
integrated into existing procedures such as pre-enlistment physical examinations, medical qualification for
overseas assignment or assignment to rapid deployment units, and in conjunctionwith scheduled periodic
physical examinations?

(o) Forwhichhighrisk patient populations, if any, should military medicalfacilitiesoffer or require HTLV-
111 screening (for example STD clinics, prenatal clinics, surgical or all hospital inpatients)?

(d) Giventhe rationale for HTLV-III screening of military personnel, should we require population-based
screening of DoD civilian employees, either within the United States or overseas?

(e) What restrictions, if any, should be placed on health care workers who are HTLV-IlI antibody positive?
If an HTLV-III infected health care worker continues to work, does the patient have a right to know about the
health care worker's status, even if the risk of transmission is negligible?

We appreciate your attention to these difficultissues.

Additionally, any guidance regarding other aspects of this disease that you deem appropriate would be most
welcome. | am looking forward to joining you at the meeting.

Sincerely,

T. Jarrett Clinton,M.D.
Deputy Assistant Secretary
(Professional Affairs & Quality Assurance)

cc: Surgeons General
Executive Secretary, AFEB

The Subcommittee on AIDS and the Board discussed these questions at its fall 1986 meeting, and
transmitted the followingrecommendationson Human ImmunodeficiencyVirus (HIV) infections — note
that the policy on the name of the virus has been changed to HIV from HTLV-111—to DoD’s Office of
Health Affairs on 10November 1986:

SUBJECT: Recommendationson Human linmunodeficiencyVirus (HIV) Infection

1. Atthe request of the AssistantSecretaryof Defense, Health Affairs, the Armed Forces EpidemiologicalBoard
(AFEB), military medical servicerepresentatives and appropriate members of the civilian medical community met
16-17Oatober 1986to consider a set of questions on the above subject (Enclosurel).
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WALTER R. DOWDLE, Ph.D.

Walter Dowdle received his B.S. degreee from the University of Alabama in 1955, his M.S.degree from
Alabama in 1957,and his doctorate in Microbiology from the University of Maryland in 1960. Most of Dr.
Uowdle’s experience has been at the Center for Disease Control in Atlanta, where he has served as Director
of the Center for Infectious Diseases. He has published broadly in the field of infectious diseases on
pneumonia, herpetic infections, influenza, and HIV infections.

Dr. Dowdle joined the AFEB in 1986, bringing his considerable epidemiological experience to help
unravel the complicated relationship between HIV infection and its impact on health care in the military.
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LLEWELLYNJ. LEGTERS, M.D.

Lew Legters graduated from the State University of New York at BuffaloSchool of Medicine, and served
as a house officer in general medicine before he joined the Army Medical Department, where he developed
his capabilitiesin epidemiologyand preventive medicine. He maintained close contactwith the AFEB during
his tenure as the Army’s Chief of Preventive Medicinefrom 1975to 1977. During his serviceyears, Lew was
always well-informed on the incidencedof diseases,and could easilyseparate out matters of consequence. His

ireports to the Board were always concise and informative.

Lew became Chairman d the Department of Preventive Medicine at the Uniformed ServicesUniversity
of the Health Sciences School of Medicine, where he developed an effective epidemiologicalunit that applies
its expert services in geographic sites of medical and nilitary importance. Lew has served the Board as an
actively participating member; his advice greatly assists the Subcommitteeon Infectious Diseases. He is one
of the few career officerswho has maintained a closeassociationwith the Board after his retirement from the
service.
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RICHARD B. HORNICK, M.D.

After he trained at The Johns Hopkins School of Medicine, Dick Hornick worked asa medical officer in
infectious diseases at USAMRIID. Then, for two decades, he conducted innovative research on the
development and application ot viral, rickettsial, and bacterial vaccines at the University of Maryland School
ofMedicine, He helped develop the strong Division of Infectious Diseasesthere, which he directed until 1979,
when he was named Chairman of the Department of Medicine at the University of Rochester School of

Medicine.
Dick served as a member of the AFEB’s Commissions on Epidemiological Survey and Enteric Diseases.

Later he was appointed to the Board, where he provided support for the Subcommittee on Infectious
Diseases. Dick’s contributions to our knowledge of typhoid fever, other enteric infections, tularemia, and
rickettsial diseases, and in particular to their control by vaccinesand the development of abetter understand-
ing of their pathogenesis, have benefited our whole society.
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2. a. Withregard tothe question of the significance of a solitaryp24 band of the bands in the Western blot test
which are characteristicof AIDSinfection, and the preferred contents of the laboratory report, the Board recognized
that Western blot preparations vary in sensitivity and may produce false positive reactions. A solitaryp24 band in
a Western blot test cannot be regarded as definitive. While it may indicate an early stage of infection with HIV, it
may be a false positive reaction; i.e. a true negative. Thus the Board recommends that:

A solitary p24 band should he regarded as neither positive nor negative, hut as an interme-
diate result requiring further testing of the serum sample by more definitiveproceduressuch
astestingby the solidphase ELISAwithrecombinant antigen or by the radio-immunoprecipi-
tation assay. This testing should permit a report of a positive or negative test for antibodies
against HIV; rarely the testing might result in indeterminate findingsrequiring a new serum
specimen for repeating testing.

b. Toanswer the question whether periodic screening of the total force is medically indicated, the Board
considered the issues involved in the problem of AIDS among military personnel. The current program of mass
screening will identify those in the Armed Forces who are presently infected with the human immunodeficiency
virus (HIV); the exclusion of recruits who are serologically positive assures that no infected individuals are added
to the active duty pool. The periodic medical evaluation of those active duty personnel who were found to be
seropositivewill assure that the military population is fully fit for duty insofaras AIDSis concerned,exceptthat these
individuals,and the muchlarger number of carriersdf the hepatitisB virus, must be appropriately identified by “dog-
tag" or other device as disqualified from serving as blood donors.

Repealing total force screeningwould detect those active duty personnel who have developed new infections,
andwould provide important epidemiologicalinformation. The latter canbe more economically obtainedby testing
appropriatenumbers of activeduty personnel selected randomly fromvarious segments,geographicand otherwise.
Findings of the current screeningmay suggest groups of epidemiologicalimportance.

For detectionof new cases, screeningwould best be integrated into existingmedical encounterssuch as medical
qualificationfor overseas assignment, assignment to rapid deployment units, and periodic physical examinations.
Thetransmission of AIDSisvery similarto that of syphilis;it isprimarily transmitted sexuallyand also by exchange
of hlood (by needles shared among intravenous drmg users and, hefare the tests hecame available, hy blond
transfusion); control of AIDS would be best effected by using the methods successful in controllingsyphilis. These
methods were based onidentifyinginfected individuals and tracingthe contactsfromwhom they may have acquired
or to whom they may have transmitted their infections, and appropriately managing all who proved tobe infected.

Whilethere isnow no proven effectivedrug for treatment of AIDS, the epidemiccan be controlledby preventing
further spread. This involvescounselingthe seropositiveindividuals on the techniquesand need for the practice of
"'safe sex.”" For those who were involved in intravenous drug abuse, drug rehabilitation and impressing on the
infected drug addict the danger he poses to others if he persists in his drug habits and shares syringes and needles
with others.

The Board recommends that:

Following completionof the present total force screening, further HIV detection should
be applied on aselective basis. SubsequentHIV screeningfor the military forcesshould
be integrated into existing procedures such as pre-enlistment examinations, medical
qualificationfor assignment overseas or to rapid deployment units, and in conjunction
with scheduled periodic examinations. Major military medical facilitiesshould acquire
the expertise to carry out the serologic tests for screening for infection. Quality control
measures must be reinforced to insure the validity of results.

c. With respect to the question to which high risk patient populations should HIV screeningbe required
or offered, it is to be noted that the four-year interval between periodic physical examinationsof those in the 20~30
age group, among whom the prevalence of seropositivity has been found to be highest, is too long a period to
adequately protect the health of the individual or the safety of emergency-requiredblood for transfusion. This
interval can be shortened by serological screeningfor HIV when the individual is admitted to a hospital or receives
other medical care, with consideration of how recently the last serological screeninghad been performed. Because
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they fall into high risk groups, testing should be required on those who attend drug rehabilitation or STD clinics
because of the likelihood that infection with HIV may have occurred concurrently; testing should be repeated 2-3
months later if a negative test is reported since serological positivity may not have developed yet. Because of the
threatto the newborn child, and because infected service members may be found among the contacts of a seropositive
woman, screening is advisable for those attending prenatal clinics. Serological testing should be performed in the
laboratories of major medical facilities; the technology for HIV testing is much simpler than the Wassermann test
which is routinely performed in larger hospitals and regional laboratories. To assure a high level of performance,
quality assurance testing will be required.
The Board therefore recommends that:

HIV testing should be a requirement for all military personnel admitted to a military
hospital unless a test has recently been performed. Itshould be required of all personnel
admitted to clinics for sexually transmitted diseases (STD} and drug rehabilitation; tests
should be repeated in two to three months if negative on first testing. HIV screening is
advisable for patients in prenatal clinics. Major medical facilities should acquire the
expertise to carry out theappropriate serological tests; quality control measures must be
enforced to insure the validity of results.

d. Regarding the question on the screening of DOD civilian employees either within CONUS or overseas,
the Board considered the indications for screening civilian employees of the Armed Forces. Within CONUS, DOD
has no medical responsibility for civilianemployees; however, overseas the sick civilian becomes the responsibility
of the military medical system. A seropositive individual going overseas might be assigned to duty in an isolated
area with poor access to medical care; should clinical manifestations of AIDSsuch as pneumoniadevelop, the welfare
of the individual would be jeopardized. From the point of view of the service, the seropositive civilianemployee has
anincreased likelihood of becominga burden to the medical system, and the probability of completingthe contracted
tour of duty is reduced. Therefore, the Board recommends that:

Testing for HIV shouldbe included inany medical clearance procedures now inuse prior
to assignment of civilian personnel overseas.

e.  With reference to the question on restrictions on HIV-infected health care workers, the Board
recommends that:

HIV-positive health care workers who are otherwise healthy may continue to provide
health care, conducting themselves in accordance with the guidelines published by the
U.S. Public Health Servicein Morbidity and Mortality WeeklyReport, Vol. 35,No. 14, dated
11 April 1986, “Recommendations for Preventing Transmission of Infectionwith HTLV-
I/1LAV during Invasive Procedures.” (Enclosure)

3. The Board commends the servicrsfor developing aworking staging system for AIDS. The Board also suggests
that the methods of reporting data related to AL1DS prevalence and incidence be presented in a standard formatand
that specific rates be stated to permit interservice comparisons.

FOR THE ARMED FORCES EPIDEMIOLOGICALBOARD

Theodore E. Woodivard, M.D.
President

Robert A. Wells,Ph.D
Colonel, USA, MSC
Executive Secretary
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The Neuropsychiatric and Secondary-Infection Aspects of AIDS

During each of its meetings, the Subcommittee on Infections and the Board always discussed some
aspect of the HIV infection problem. On5February 1988,John F. Mazzuchi, Ph.D., who succeeded Dr.
Clinton as Acting Deputy, Assistant Secretary of Defense for Health Affairs, presented the following
memorandum to the AFEB for its consideration:

MEMORANDUM FOR ARMED FORCES EPIDEMIOLOGICAL BOARD
SUBJECT Human Immunodeficiency Virus (HIV) and Implicationsfor Military Service

Human ImmunodeficiencyVirus (HIV) infection continuesto be a seriousconcern for the military. Preliminary
information on the progression of HV infection, the neuropsychiatricaspects of HIV infection and their potential
effecton jobperformance, and risks of secondary infection, such as coccidiomycosis,in HIV infected soldiersraises
some questions.

1. IIs there sufficient epidemiological evidence to support the hypothesis that military service accelerates
progressiondf HIV infection? Inotherwords, isthe rate of progressiongreaterthanwould be expectedin comparable
HIV infected civilian populations?

2. Is there sufficient medical evidence to demonstrate neuropsychiatricimpairment at levelsgreat enough to
warrant excluding HIV seropositive military personnel, based solely on seropositivity, from military occupations
requiring a high level of alertness, correct judgement, and precise motor skills?

3. Is there sufficientepidemiologicalevidence to demonstrate that HIV seropositive military personnel are at
increasedrisk of developing disseminated coccidiomycosiswhen assigned to, living in, or traveling to geographical
areas endemic for coccidiomycosiswhen compared to military personnel not infected with HIV?

Tt isrequested that the Board address these questionsduring its February meeting.

After discussionand consideration, the Subcommittee on HIV Infections and the Board transmitted
the followingmemorandum to the Office of the Assistant Secretary of Defense for Health:

In response to the memorandum from the Office of the Assistant Secretary of Defense on 5 February 1988,the
AFEB consideredthe data presently known aboutasymptomaticinfectionswith the human immunodeficiencyvirus
(HIV). Based on the excellent presentation, the AFEB states:

1. There is insufficient epidemiological evidence presently available to support the hypothesis that military
service acceleratesthe progression of HIV infection.

2. There s insufficient medical evidenceto demonstrate that individuals who are HIV antibody positive, but
asymptomatic,experience neuropsychiatric impairmentin excess of HIV antibody negative personnel. Until more
reliabledata are available, the following AFEB recommendation [applying]to neuropsychiatricabnormalities[that]
might result from various medical illnesses, including HIV infection, is made:

If mental depression or other ncuropsychiatric states occur in any serviceman [or
servicewoman]assigned to a stressful or occupationallysensitive position, that person
istohave[al fullmedical evaluationand [bel returned to that sensitivepositiononlyafter
shown to be functionallyfit for duty.

3. While there is sufficientepidemiological evidence to demonstrate that patients with clinicallymanifest AIDS
(thosewith depressed T4 cells, etc.) are at increased risk of developing disseminated coccidiomycosiswhen exposed
to Coccidiodis immitis, there is not sufficientevidenceto indicate greater susceptibilityto infection or dissemination
in those individuals in the WRAIR Groups 1é 2.

I had participated inthe meetings of the Subcommittee on HIV Infections and the Board, but did not
fully concurwith all of the recommendations. I had expressed my opinionsto membersof the Board, and
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decided to submita personal letter to Dr. Mayer, the Secretary of Defense for Health Affairs. That letter,
dated 9 March 1988, follows:

Dear Dr. Mayer:

The AFEB recently held itswinter meeting at WRAIR and devoted considerable time for discussion of the AIDS
problem in the Military Services. Thisdiscussion culminated in a series of responses to important questions which
had been presented to the Board. These responses and recommendations have been transmitted to your officeunder
separate cover.

Often, answers to delicate medical problems are not as precise as they might be simply because there is
insufficient data upon which a recommendation isbased. During the recent meeting, Doctor Mazzuchi and Lt. Col.
Peterson reiterated that your office wished to have the recommendations and answers based solely on scientific
evidence which was to form the basis for, and conclusions reached, by the Board and its panel of experts.

These answers to the specific questions are now in your hands. It was my privilege to participate in these
discussions and to help formulate the recommendations as submitted. However, my personal view is at slight
variance with those recommendations, which viewpoint is not fully shared by all members of the Board.

To my mind, there are factors other than those which are directly related to medical or psychoneurological
abnormalities. These factors can transcend the known factsand can well relate to functional capability. To be sure,
there are currently conflicting data as to whether a person with AIDS, in its early stages, has clearly measurable
abnormalities of the central nervous system which would predictably interfere with his or her functional capacity
in a high risk or sensitive position. Those factors that transcend this point of reference relate to day-to-day
considerations df anxiety, stress,and tension, which clearly relate to function. These human reactions may develop
after any catastrophic human event, of which AIDS is a representative example. In contemporary society, the social
reaction to this horrible disease influences not only the victim but some o those who are associated with that
unfortunate person. Clearly, there are members of society newly placed in contact with an AIDS patient who might
react inappropriately to the threat of acquiring AIDS. Thisistrue even though thereis noevidence that casual contact
relates in any way to transmission of the virus. These are the weaknesses of human behavior. The threat regarding
aberrant behavior may pertain to the victim as well as the one who is associated with that victim.

Any physician who has practiced medicine or psychiatry with a disturbed patient in the confidence of his sick
room has witnessed abnormal behavioral traits repeatedly, which have influenced function, eventhough that person
would test negatively to the available scientific measurements.

Until society has fully sifted out and accepted the troublesome and conflicting facets of this dread virus disease,
my view issimply that those personsin the military service whoareclearly identified ashaving HIV infection should
not be assigned to high risk and sensitive positions. Examples of such high risk and sensitive positions might be the
piloting of an airplane, directing the activities of anair traffic station,a highsecurity position and similar occupations.
Perhaps with the passage of time, these viewpoints may be found to be obtuse. It seemsto me that with the current
state of knowledge and uncertainty, better judgment favors the aforementioned consideration.

Sincerely yours,

Theodore E. Weodward, M.D.
President, Armed Forces Epidemiological Board

The Resolution Concerning Confidentiality

In all of the discussions pertaining to AIDS, the Board, collaborating with the military, had
continually expressed the need to maintain confidentiality to the highest degree possible. During its
February 1986 meeting in San Antonio, the Board had formulated the following resolution:

The AFEBis pleased thatitsrecommended guidelinesdirected tothemeansof restriction
of spread and control of [HIV] infection within the Armed Forceswas favorably received
by the Officeof Health Affairs of the DoD. The Board maintains itsoriginal opinion that
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CAROL J. JOHNS, M.D.

Following her graduation from The johns Hopkins University School of Medicine and her residency in
medicine at its hospital, Carol Johnsjoined the faculty of that institution. Asan exceptionallywell-qualified
clinician, she chose pulmouary diseases, and in particular, Bedk’s sarcoid, fur her research interest. Carol has
contributed importantly to the clinical and basic knowledge of this strange granulomatous disease. In
Baltimore, she is called upon as a consultant in many difficult medical problems.

She served her alma mater, Wellesley College, as its Acting President, and she graciously joined the
AFEB as a member despite her heavy academic responsibilities. She has brought a balance to the Board in
matters relating both to internal medicineand to the particular needs of women in the Armed Forces.
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Armed Forces Epidemiological Board and Commission Directors
6-7 June 1985

Seated, left to right: Norton Nelson, Ph.D.; Paul M. Densen, D.Sc.; Abraham S. Benenson, M.D.; Colonel
Robert F. Nikoleski, BSC, USAF, Executive Secretary, Theodore E. Woodward, M.D.,President of the Board;
and Frank M. Townsend. M.D.

Standing left to right: Hans O.Label, M.D.; Ronald C. Shank, Ph.D.; Richard B. Homick, M.D.; Samuel D.
Thompson, Ph.D.; Llewellyn J. Legters, M.D.; Leonard T. Kurland, M.D.; and Frank B. Engley, Jr., Ph.D.
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Armed Forces Epidemiological Board and Committee Directors
San Antonio, Texas
13-14 February 1986

Seated, left to right: Dr. Frank B. Engley, Jr.; Dr. William E. Jordan, Jr.; Dr. Carol J. Johns; Dr. lheodore E.
Woodward, President of the Board; Major General Floyd W. Baker, Commanding General, Health Service

Command; and Dr Paul M. Densen.
Standing, left to right: Dr. Leonard T. Kurland; Dr. Llewellyn]. Legters; Dr. Abram S. Benenson; Colonel

Robert A. Wells, MSC, USA, Executive Secretary; Dr. Richard B. Hornick; Dr. Frank M. Townsend; and Dr.
Saul Krugman.
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the preservation of individual confidentialitybe maintained if the program isto succeed.
The Board commends the Military Services for the plan to perform a longitudinal
evaluation of those persons who now show the presence of [HIV] antibody. Only in this
way will it be possible to understand the natural history of this disease which, to this
point, has been uniformly fatal once active signs of infection occur. The valuable data
which will accrue from a long-term study will provide valuable information of inesti-
mable importance to the Military Servicesand to the public at large. The governmental
policy should be designed so as to insure that all types of accurate medical and
epidemiologic information is obtained. In the interrelationships with [HIV-]infected
persons, the data collection must allow free communicationbetween the infected service
member and the health care provider. Free interchange of reliable information must not
be stifled. If there is misunderstanding, lack of confidenceand the fear that an adverse
policy reactionwill penalize or embarrass those involved, no reliable epidemiologicdata
will accrue. Under such adverse conditions, servicemembers will be motivated to deny
or withhold such relevant risk factors as homosexual behavior or drug abuse. An
atmosphere of trust will greatly assist in acquisition of reliable epidemiologicinforma-
tion; otherwise, a scientific and accurate study is not possible. Added to the need of
insuring an accurate scientific evaluation is the obligation to protect the rights of the
individual, an undeniable right.

THE HEALTH PROBLEMS OF
ASPLENIC PERSONS

In 1985,another potentially serious medical problem was presented to the Board by the Commander
of the Navy Medical Command. Specifically, the Board was requested to determine the immunization
requirements for three categories of asplenic persons: congenital asplenics, those whose spleens were
removed before they entered the service, and those who had undergone splenectomy following their
induction into active duty. After much discussion and review of the pertinent medical literature, the
Subcommittee on Infections and the Board formulated the following memorandum and recommenda-
tions, dated 25 September 1985:

MEMORANDUM FOR:
THE ASSISTANT SECRETARY OF DEFENSE (HEALTH AFFAIRS)
THE SURGEON GENERAL, DEPARTMENT OF THE ARMY
THE SURGEON GENERAL, DEPARTMENT OF THE NAVY
THE SURGEON GENERAL, DEPARTMENT OF THE AIR FORCE

SUBJECT: Immunization of Asplenic Personnel

1. At the request of the Commander, Naval Medical Command, Washington, D.C., the Armed Forces
Epidemiological Board (AFEB) members and consultants considered a set of questions on asplenic military
personnel during the Fall Meeting of the Board at Parson’s Island, Maryland.

2. Although asplenic individuals have been shown to produce lower levels of antibody in response to some
antigenic stimuli than those with intact spleens, they withstand common infectiousagents including virusesas well.
However, asplenic individuals may fail to control infections by encapsulated bacteria such as Streptococcus
prneumontae, Neisseria meningitidis, and Haemophilus influenzae. Vaccinesfor these infectionsare available. Inaddition,
blood protozoal infections (malaria, babesiosis) may not be resisted as well as by the normal host. The post-
splenectomy sepsis syndrome, however, is a rare event.

3. It has been reported that significantly higher antibody titers against pneumococci develop if vaccine is
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administered to traumatized persons before splenectomy [rather] than afterwards. There is an antibody response
in either instance.
4. The Board recommends [that]:

a. All personnel known to be asplenic should receive one dose of pneumococcal
polyvalentvaccine. A second dose need not be given.

b. It should be established that all asplenic persons have received quadrivalent menin-
gococcal vaccine upon entry into the scrvicc. If not, this vaccinc should bc given.

¢. Vaccine against Influenza B should be administeredto all asplenic individuals.

d. Active duty personnelwho require splenectomy should be given the pneumococcal
and H. influenzae vaccine prior to removal of the traumatized spleen, if feasible.

e. Asplenicpersonsshould be counselled regarding the importance for them to comply
with allanti-malarialmeasures,especiallythoserelated to the use of prophylactic drugs.
f. In areas where babesiosis is prevalent, anti-tick measures should be employed.

g. No restrictions on deployment are necessary for asplenic personnel.

FOR THE ARMED FORCES EPIDEMIOLOGICAL BOARD

Theodore E. Woodward, M.D .
President, AFEB

Robert A. Wells, Ph.D.
It Colonel (P}, USA, MSC
Executive Secretary

TheDepartmentof the Armyraised severaladditionalquestionsregardinganewly recognized gram
negative bacteria known as Dysgonic Fermenter Type 2 (DF-2) in splenectomized individuals. The
Subcommittee on Infections and the Board, after discussion and review, submitted the following
memorandum, dated 23 September 1987, in answer to the questions presented;

MEMORANDUM FOR
THE ASSISTANT SECRETARY OF DEFENSE (HEALTH AFFAIRS)
THE SURGEON GENERAL ,DEPARTMENT OF THE ARMY
THE SURGEON GENERAL, DEPARTMENT OF THE NAVY
THE SURGEON GENERAL, DEPARTMENT OF THE AIR FORCE

SUBJECT: Recommendations on Infectionswith Dysgonic Fermenter Type 2 in Splenectomized Individuals

1. At the request of the Department of the Army Surgeon General, the Armed Forces Epidemiological Board
(AFEB)considered at its 7-8 September 1987meeting a request for recommendationsfor the problemsposed by the
seriousinfectionsby DysgonicFermenter-2 (DF-2)experienced by asplenic individuals followingdog and cat bites.

2. Concerning restrictions to be placed on duty assignments of splenectomized individuals which involve
contact with dogs and cats, the Board recommends that:

Splenectomized individuals not be newly assigned to duties involving significant
exposuretodogsand cats. Those presently assignedor previouslytrained inanimalcare
should be informed of the risks involved in case of bite and the need for immediate
appropriate wound treatment and chemoprophylaxis.

3. Withregard to the request for special precautions,if any, followinganimalbiles, the Board recommends that:
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Appropriate cleansing of the wound be performed with debridement, if necessary,
together with an appropriate antibiotic such as Amoxicillin and clauvanic acid (Eryth-
romycin or Tetracycline if the individual is penicillin-sensitive). The need for a booster
dose of tetanus must be considered.

4. Concerning guidance to be provided splenectomized pet owners, the Board recommends that:

Splenectomized individuals who own pets should be advised of the hazard of serious
infections which may follow bites from cats and dogs. They should be informed of the
necessity to seek medical care and chemoprophylaxis, even if the bite is slight.

FOR THE ARMED FORCES EPIDEMIOLOGICAL BOARD

Theodore E. Woodward,M.D.
President, AFEB

Robert A. Wells, Ph.D.
Colonel, USA, MSC
Executive Secretary

THE BOARD ASSISTS THE DEPARTMENT OF DEFENSE
IN FORMULATING POLICY REGARDING THE
HEALTH RISKS ASSOCIATED WITH THE M2 BRADLEY FIGHTING VEHICLE

On 6 November 1986, Maj General Robert H. Buker, MC, the Deputy Surgeon General, in a
memorandum to the President of the AFEB, requested that selected members of the Board and other
appropriate authorities be convened to discuss and review health hazard issues associated with the M2
Bradley Fighting Vehicle. Anad hoc group of the Board had reviewed this subjectat USAMRIID just the
day before,on5November. Brig. General Philip Russellchaired the meeting, which I attended with AFEB
members Norton Nelson and Ronald Shank, and Executive Secretary Robert A. Wells. Colonel Joel
Gaydos and Lt. Colonel Hugh McAlear provided the technical information. It was decided at this
meeting to convene a special group of national authorities as soon as possible.

Accordingly, a meeting was held at WRAIR on 6 January 1987. The civilian authorities who
participated in this meeting were Drs. Arthur Dubois, Gareth Green, and Roger McClellan, in addition
to the Board members and technical authorities aforementioned The thorough discussions provided
sufficientinformation and reliable data. The ad hoc Committee formulated the following memorandum
and recommendations, dated 2 February 1987, which were approved by the Board and submitted to the
Surgeon General of the Army:

MEMORANDUM FOR
THE SURGEON GENERAL, DEPARTMENT OF THE ARMY

SUBJECT:Recommendation on the Potential for Health Risks of the Bradley Fighting Vehicle (BFV)

1. The Armed Forces Epidemiological Board (AFEB)met to consider the enclosed set of questions pertaining
to the health risks of the BFV. In order to respond to the request, Board members Dr. Norton Nelson, Dr. Ronald
Shankand Dr. Theodore Woodward met with Dr. Arthur Dubois, Dr. Gareth Green and Dr. Roger McClellan. Drs.
Dubois, Green and McClellan, as well as Drs. Nelson and Shank are all known, recognized authorities in the fields
of toxicology and pulmonary function. Two complete briefingsand meetings were held, the firstat USAMRDC on
5 November 1986 and the second at WRAIR on 6 January1987. All of the known data pertainingto the BFV were
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presented and thoroughly reviewed with similar and knowledgeable officers of the Department of Defense and
WRAIR with LTC Yancy Phillips as briefing officer.

2. At the outset it was recognized that the combat environment is inherently hazardous. It was likewise clear
that given a potentially lethal armored-combat scenario, transient environmental exposure to agents such as fire
suppressing chemicalsand their pyrolysis products may well represent a reasonable preference over the obvious
alternative. This professional advisory group, as any such group, faced an enormous challengein interpreting the
data provided as background to the questions being addressed. Compounding the challengewas the necessity for
extrapolating from these data those segments which appeared to have meaningful relevanceto the potential health
risks of the crew and passengers of the BFV during combat and beyond. An additional task was that of evaluating
and prioritizing numerous simultaneous variables within the BFV regarding both the supporting test data and the
supposition of events occurringon the battlefield. It was in this manner that the group considered the data and their
implicationsand rendered its recommendations. It should also be noted that these recommendations represent the
best possibleadvice fromfactsand projectionscurrently available. These recommendations are forwarded with the
understanding that as advice, they will be considered for application, modification or rejection as deemed
appropriate.

3. Regarding the question on the Halon firesuppression system, itis obvious that the immediate risk within the
BFV is fire. Supporting hard copy and film data convincingly showed that the Halon system is an effective fire-
fightingsystem which will serve the immediate needs of the BFV occupants. Emphasisfor the group’sconsideration
focused on the associated decomposition and oxidation by-products of this system and their potential for toxicity.
The Board makes the following recommendation:

The application of the Halon automatic fire suppression system poses an acceptable
alternative risk to the occupants of the BFV at this point in time. Continuing efforts
should be made to further reduce fire-extinguishingtime. Concurrent reexamination of
evacuation procedures and those related to personal protection (masking) and ventila-
tion are highly encouraged.

4, With reference to question b—vaporific effects: It was noted that considerations regarding fuel and
ammunition were not included in this issue. Following extensive deliberation, the Board feels that:

the vaporific effect does not appear to represent an unreasonable health risk to soldiers
in the BFV outside the spall zone.

5. Regarding question c—measurementend points: Extensive effort was expended in reviewing underlying
BFV test data with consideration of both the underlying questions being addressed and the structuring of the tests.
Itwas the consensus of the group that the studies currently underway will produce valuable informationregarding
health risks related to nonfragment hazards. In addition, the Board provides the following guidance:

Physical and chemical measurement end points are appropriate with the exceptionthat
there should be a review of all sampling flow rates and times with reference to the
analytical methods and instrumentation being used to assure they are matched to
anticipate exposure constituentsand concentrations. In addition, particle size distribu-
tion studies should be conducted as well as studies of gas particle interactions.

6. Withreferenceto question d —laboratoryanimal research: The consensuswas that the studies cited represent
an excellent starting point for the generation of valuable data. The basic problem is estimating the response to
complexmixtures of gasesand particlesrather than the response to singlegases. Thus, the general impressionwas
that these tasks should be structured to mimicthe anticipated exposure scenariosas much as possiblein the interest
of generating useful information in atimely manner. The proposed researchwill not completelyresolve uncertain-
ties relating to health risks from Halon degradation products as found. in actual BFV fires. However, they can
considerably improve the evaluation of actual risk. Specifically,the Board recommendsthat:

Moreemphasis should be placed onfield and laboratory stimulation of actual conditions
as defined by field studies. Both laboratory and field studies will require the use of
animals. Questionsto be resolvedshouldinclude the extentof interactionbetween gases,
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NORTON NELSON, Ph.D., D.Sc.

Norton Nelson directed the Institute of Environmental Medicine at New York University from 1954to
1980. He was recognized as one of this country’s authorities on environmental pollution, air quality, toxic
hazards, and safety evaluation. In view of the many problems involving the environment, the AFEB would
not have functioned so efficiently as an advisor to the military without Dr. Nelson’s wise counsel. During
the years that the Board had a commission system, Norton Nelson spearheaded our understanding of, and
the guidelines needed to control, the problem of substance abuse in the military. His work on asbestosis,
pesticides, other pollutants, and toxic products related to housing development gave the Board help that was
instrumental in saving the government significant financial sums.
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the particle-effect on dose-delivery to lung tissues, and other issues related to the mode
of action of Halon degradation products.

7. Regarding questione —eardrum rupture: The review suggestedthat ear injury can reduce immediate and
future individual effectiveness, although this may be difficult to distinguish from motivational factors. Following
areview of the data, the group endorsed the position that:

By itself eardrum rupture is not likely to cause significant acute disability. Further
studies should be conducted in the areas of blast-associated structural and functional
disturbancesto the inner ear, the shieldingeffects of hearing protectors,and operational
liability of hearing loss for military tasks.

FOR THE ARMED FORCES EPIDEMIOLOGICAL BOARD

Theodore E. Woodward, M.D.
President, AFEB

Robert A. Wells,Ph.D.
Colonel, USA, MSC
Executive Secretary

KOREAN HEMORRHAGIC FEVER

During thesummer of 1987,the Departments of the Army and Navy presented the AFEB a series of
questions pertaining to the methods of preventing and managing Korean hemorrhagic fever (KHF).
Various field operations, including the exercise ""BearHunt'" in the Republic of Korea, had resulted inthe
development of hemorrhagic fever among military personnel. Korea ishighly endemic for this disease.
Captain Norman A. Dean, MC, USN, Officer in Charge, Navy Environmental and Preventive Medicine
Unit No. 6, Pearl Harbor, Hawaii, had previously prepared a comprehensive report of a hemorrhagic
fever outbreak. Dr. Deanreported thatamong ten severely ill patients fever, fatigue, thrombocytopenia,
proteinuria, nausea, and vomiting had occurred in all of them. Diarrhea and myalgia were present in
eight patients, and conjunctival injection in five.

After careful study and discussinns with the Army and Navy officerswho had participated in these
field exercises, the Subcommittee on Infections and the Board transmitted the following memorandum
and recommendations, dated 23 September 1987

MEMORANDUM FOR
THE ASSISTANT SECRETARY OF DEFENSE (HEALTH AFFAIRS)
THE SURGEON GENERAL, DEPARTMENT OF THE ARMY
THE SURGEONGENERAL, DEPARTMENT OF THE NAVY
THE SURGEON GENERAL, DEPARTMENT OF THE AIR FORCE

SUBJECT: Recommendationson Korean Hemorrhagic Fever

1. The Armed Forces Epidemiological Board (AFEB)considered the problems posed by Korean Hemorrhagic
Fever (KHF) with renal syndrome in Korea during its meeting of 17-18 September 1987. These problems were
referred to the AFEB by the Surgeons General of the Army and Navy. With respect to appropriate environmental
control measures, the AFEB noted that identification of the Apodemis mouse asa reservoir of the etiological Hantaan
virusindicatesthe need to minimize man-mouse contactfor the control of thisdisease. Definitiverecommendations
cannot be made without additional bionomics of this animal species. The establishment of a planned research
laboratoryshould provide the needed information. Until then, the analogies of some epidemiologiccharacteristics
to those of scrub typhus suggest the best approach.
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2. Concerning questions on semi-permanent bivouacs or camps in areas endemic for KHF, the Board recom-
mends that:

Bivouacor camps preferably should not be located at any site known to have been afocus
of infection for this disease. The Corps of Engineersshould prepare asiteby firstclearing
the entire campsite by flame-burning and bulldozing, including the preparation of a
wide perimeter extending beyond the bivouac area. The construction o a concrete or
gravel base for each tent is advised to prevent rodent harborage. It is essential that all
known rodent control measures, includingsanitary measures for solid waste, be continu-
ally applied. Qualified officers should make regular inspections of the campsite to
ensure application of these preventive measures.

3. Theenvironmental control measures instituted inthe garrison setting in additionto maintenance of high level
of rodent control activities will necessitate behavioral activities by all personnel which minimize the presence of
rodents. The Board recommends that:

Continual rodent control measures be strictly applied by all personnel including rodent-
proofing of waste food and food scraps, and management of solid wastes (rubbish, etc.)
toeliminate harborages. Continual livetrapping should be performed with virusstudies
of the trapped Apoedemus mice if facilities for this are available.

4. With regard to personal protective measures forindividualsresiding inhighly endemic areas, the Board states
that:
The data presently available do not provide any evidence that there is need for
decontamination of individual or unit equipment.

5. Inresponding to the query on medical evaluation of suspected and confirmed cases o KHF, the Board notes
that:

Itisdesirable that diagnostic competence for the early identification of KFH be available
in readily accessible units. Medical competence to treat seriously ill patients, including
the capacity for renal dialysis, should be provided. Medical professionals, including
contract physicians, who understand the serious complications of the disease, are
required to treat such patients. This includes the knowledge and capability to apply
measures to combat hypovolemic shock and renal failure. Army and Navy hospital
commandersshould apply these principles with a clear understanding that transport of
seriously ill patients after the first few days isill advised. Thus, evacuation should only
be carried out when the required professional competence cannot be arranged; proper
handling of the patient depends on very early diagnosis, and evacuation should be
accomplished at sea-level cabin pressure (o the closest site where appropriate profes-
sional care can be provided.

6. Asrequested by the Navy Surgeon General, the AFEB reviewed field guidance on KHF made by the Navy
Environmental and Preventive Medicine Unit No. 6 (NEPMU-6) on 29 June 1987. The Board states that:

It concurs with the recommendations made in the guidance rendered by NEPMU-6.
Concerning the preparation of the campsite, this would preferably be addressed more
aggressively asindicated in Paragraph 2 above.

FOR THE ARMED FORCESEPIDEMIOLOGICAL BOARD

Theodore E. Woodward, M.D.
President, AFEB

Robert A. Wells,Ph.D
Colonel, USA, MSC
Executive Secretary
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SCOTTB. HALSTEAD, M.D.

Scott Halstead qualified in medicine at Columbia University College of Physicians and Surgeons, and
was a house officer in medicine in New York at Bellevue Hospital. He was commissioned in the U.S. Army
Medical Corps in 1958,and compiled a distinguished record at the 406th General Laboratory, the U.S. Army
SEATO Medical Research Laboratory in Bangkok, Thailand, and WRAIR. His work embraced the field of
virology, and he made major contributions to the understanding of dengue hemorrhagic fever and the
immunopathogenesis of shock in this epidemic viral disease.

Scott contributed to the Caommission an Viral Diseases, specifically in arboviruses. He has heen
AssociateDirector and Acting Director of the Health Sciences Division of the Rockefeller Foundation while
serving simultaneously as a member of the AFEB.
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Armed Forces Epidemiological Board and Committee Directors
16-17 April 1987

Left to right: Leonard T. Kurland, M.D.; Walter R. Dowdle, Ph.D.; Samuel D. Thompson, Ph.D.; Frank B.
Engley, Jr., Ph.D.; Ronald C. Shank, Ph.D.; Richard B. Hornick, M.D.; William R. Harland, M.D.; Frank M.
Townsend, M.D.; Llewellyn J. Legters, M.D.; and Colonel Robert A. Wells, Ph.D., MSC, USA, Executive
Secretary.

Left toright: CarolJ.Johns, M.D.; Abram S. Benenson, M.D.; Theodore E. Woodward, M.D., President of the
Board; Paul M. Densen, D.Sc.; and William S.Jordan, Jr.; M.D.
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On 26 May 1989, Lt. Colonel James Le Duc briefed the Board on the current status of Hantaan virus
infection and KHF. He recalled that during 1951and 1952, many medical scientists with capabilities in
virology, epidemiology, and clinical medicine worked with military medical officers in Korea on the
hemorrhagic fever-renal syndrome. The Board had formed a Hemorrhagic Fever Commission, which
was directed by Dr. Joseph E. Smadel and Dr. Marshall Hertig. In spite of intensive research, the
Commission did not find the viral cause of this hemorrhagic disease. Not unftil two decades later did a
Korean scientist, Dr. Ho Huang Lee, identify the causative agent.

Dr. Le Duc described the serological results of the lyophilized serum samples that Dr. Smadel had
arranged to have collected and stored at WRAIR twenty years earlier. Commission workers had taken
pains to collectacute (early)and late (convalescent) serum. IgM and IgG assayswere tested for Hantaan
virus infection and urban-rat-associated Seoul virus with the plaque-reduction neutralization test and
enzyme and antibody-capture immunoassays.

Must uf the sera from the 245 patients tested showed anti-Hantaan virus antibodies; IgM tilers
reached their maximal levelswithin the first few days of illness. IgG titers rose more slowly and reached
their maximallevelsduringthe second week of illness. Measurement of IgM specificantibodiesappeared
to he the method of choice for early diagnnsis of Hantaan virus infections.

Inthe United States, Dr.Le Duc hascollaborated with Dr.JamesChilds and hisassociatesat The Johns
Hopkins Schoolof Public Health onasurveillance of Hantaan virus infectionin Baltimorerats. Adultrats
taken in urban Baltimore neighborhoods showed evidence of the infection in as much as 50 percent of
some populations. Attempts arebeing made to equate hemorrhagic fever virus infection in patientswith
significant proteinuria, hypertension, and a history of cerebrovascular accidents. The primary focus of
the study was inner-city black patients. The thesis under consideration is whether Hantaan virus
infections are responsible foraportion of the patients who have chronic renal disease and hypertension.
Investigators found that persons who tested seropositive for Hantaan virus fell into the group with
chronic renal disease, hypertension, and cerebrovascular accidents. Sinceacute infection has not been
detected in such patients, it is conceivable that subacute infection could lead. to chronir renal disease

AFEB CONTRIBUTIONTO
CARDIOVASCULAR SCREENING OF
SOLDIERS AGED 40 AND OLDER

Oh 26 October 1987,Brig. General James H. Rumbaugh, MC, transmitted a memorandum on behalf
of the Surgeon General of the Army to the President of the AFEB. That memorandum follows:

SUBJECT: Review df the 40 and Over CardiovascularScreening Program

1. The Army revised its Physical Fitness Program in June 1981to require soldiers 40 years of age and older to
take the semi-annual PT test, from which they had been excused since WWII. To prevent exercise-related deaths, a
cardiovascular screen is administered as part of the periodic physical examinationwhich is done every 3 years. The
screen is a multiphase evaluation; a risk-factor analysis, a cardiology consult and exercise tolerance test, nuclear
studiesand coronary angiography,and a fourth phase of medical or surgical treatment.

2. Clearance before entranceinto the Army’s physical training and testing program is required of all soldiers
40 years of age and older. Clearance may occur during any phase; progressively smaller numbers enter phases 11,
I, and 1V.

3. The Army has screened over 100,000 active-duty soldiers. The data are contained in a computer registry at
The Armed Forces Institute of Pathology (AFIP), Washington, DC. The Chief of Staff of the Army intendsto extend
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this program to the 152,000 over-40 members of the Reserve Components, National Guard, and Army Reserve.

4 A Blue Ribbon Panel of Medical Experts endorsed the program design and objectives during a meeting at
Walter Reed in December 1986. | also desire the AFEB to conduct its own comprehensive analysis of the Army's 40
and Over Cardiovascular Screening Program astoits scientific validity and value to the Army. If you can undertake
this task, please advise me of the time and resources required to accomplish it. Members of my staff and AFIP will
assist you. POC for further information is Colonel Manmohan V. Ranadive, MC.

FOR THE SURGEON GENERAL.:

James H. Rumbaugh
Brigadier General, MC
Director, Professional Services

After consulting with appropriate authorities, the Board formed the ad hoc Subcommittee for the
Study of Cardiovascular Screening of Soldiers Aged 40 and Over, which would review the Army's
Cardiovascular Screening Program (CVSP)and provide guidance on soldiers aged 40 and older. It met
on 27 January 1588at the Mayo Clinic, in the splendid facilities of the Mayo Foundation in Rochester,
Minnesota. Dr. Leonard Kurland was the host for the meeting. A delightful dinner in the Mayo
Foundation Residence for Fellows, the former residence of Dr. Charles Mayo, was served. After dinner,
| gave a short talk about the AFEB, emphasizing its early history, the founders, and their contributions.

The ad hoc Subcommittee comprised: WilliamP. Castelli, Director of the Framingham Heart Studies;
Roland N. Shamburek; L. Thomas Sheffield; David Ballard; and Thomas E. Kottke.

Board members who participated were: William R. Harlan, Chairman of the ad hoc Committee;
Leonard Kurland; Lewellyn Legters (whowas unable to attend); Robert A. Wells, Executive Secretary;
and me. Military representatives who participated were: Lt. Colonel William FitzGerald, USA, MSC;
Colonel James R. Hickman, Jr., USAF; Colonel Manmohan V. Ranadive, USA, MC; and Major Jerel
Zoltick, USA, MC.

The questions that the Surgeon General of the Army had posed to the Board were contained in the
following 1587 memorandum:

MEMORANDUM FOR THE ARMED FORCES EPIDEMIOLOGICAL BOARD
SUBJECT Questions on Cardiovascular Screening of Soldiers Age 40 and Over

1. Does the available data collected in the 40 and over Cardiovascular Screening Program (CVSP) justify
continuation of the program for active duty populations and its extension to the reserve component?

2. Has the CVSP prevented exercise-related sudden death or decreased mortality and/or morbidity from
coronary artery disease?

3. If the CVSP has meritin previously sedentary populations, should it be continued in active duty populations
now engaged in varying degrees of exercise just when they reach age 40?

4. Does the data justify repeating CVSP every 5 years?

5. If the CVSP should be continued, how can the screening criteria be modified to decrease the number of false
positives requiring Phase II screen?

6. If the data collected since the inception of the CVSP in 1981are not adequate to answer some of the above
questions, how should the data collection be modified or what additional data can be collected to answer these

questions in the future?
7. Should the existing physical fitness standards be changed? E.g., should over-50 populations be exempted

from the APFT test or should these standards be relaxed to make it safer?
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WILLIAM R. HARLAN, M.D.

Bill Harlan was first affiliated.with the AFEB in 1974,when he served on an ad hoc Committee while he
was Professor of Medicine at Duke University School of Medicine. At this time, he was actively involved as
anadvisor to the AmericanHeart Association. That ad hoc group, which was appointed by Herschel Griffin
when he was President of the AFEB, made key recommendations regarding the desired weight and blood
pressure measurements for military personnel. Most recently, Bill chaired the ad hoc Committee on
Cardiovascular Screeningfor SoldiersAge 40and Older. This significantreport was rendered on 7 April 1988,
and for this work, the ATEB is in his debt.
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COLONEL
MANMOHAN V. RANADIVE, MC, USA
Director, Health and Fitness Division

LIEUTENANT GENERAL
QUINN H. BECKER, MC, USA
The Surgeon General
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8. Should the present program of screeningfor detection of asymptomaticsignificant coronary artery disease
be replaced by a program of screening for coronary risk factors and risk factor modification?

9. Isthereamedico-legal (orstandard of practice)requirementtoprovide state-of-the-artcardiovasculardisease
screening program every five years just because an organization requires individuals to undergo mandatory
physical fitness testing every six months?

10. In the present CVSPan individual with two or three risk factors {smoking, high cholesterol, etc.) can pass
the treadmill test and be cleared to take the APRT. Does the program give this individual a false sense of security
and would getting clearance on the treadmill test act as a disincentivefor this individual to change risk factors?

FOR THE SURGEON GENERAL

Manmohan V. Ranadive
Colonel, Medical Corps
Director, Health & Fitness Division

Thead hoc Subcommitteemembers reviewed extensivedata and experiencesinthe Army, Air Force,
foreignmilitary services,and the U.S. civiliansector pertinent to the questionsathand. The primary focal
points for discussion were (2) whether CVSP has prevented exercise-related sudden death, and (b)
whether the screening program has decreased overall morbidity and mortality from coronary disease.

Screening for occult coronary artery disease was initially developed to evaluate personnel 40 years
of ageand older, to reduce fataland non-fatal coronary eventsasthose personnelincreased their physical
activity for the mandated Army Physical Fitness Test (APFT). An observational study by Zoltick, et al.,
which analyzed 188 cardiovascular deaths in the Army since 1981, indicated that screening did not
successfully identify those who had fatal episodes when coronary artery disease was the primary cause
ofdeath. (ReferencesforthesestudiesincludeZlotnick,J. M., McAllister, H. A., and Bedynek, J L., Jr. The
United States Army CardiovascularScreening Program. |. L. Cardiac Rehab. 4: 530-535,1984; Whitney,
E.J. and Boswell, R. N. Cardiovascular Risk Modification: A Multidisciplinary Approach. Militay
Medicine 151: 473-477, 1986; and Hatsell, C. P. and Gaughan, D. L. USAF Health Evaluation and Risk
Tabulation Program. Military Medicine 148: 122-126, 1983.) Although the relative risk of a fatal
cardiovascular event was less for those “cleared” by CVSP, over half of the deaths occurred in those
“cleared to take the APFT.” Air Force studies of flightpersonnel over 40 years of age have found similar
difficultiesinidentifyingoccultcoronaryheart diseasewithout performinginvasivestudies. Parentheti-
cally, a review o a British study of the physical fitness training and testing programs suggested that
coronary deaths were not increased significantly during exercise. After all available data were consid-
ered, the ad hoc Subcommittee concluded that there was no evidence to suggest that cardiovascular
morbidityand mortality had decreased asa result of the screeningprogram of soldiersaged 40 and over.

Atits 7 April 1988 meeting, the AFEB heard Dr. Harlan’s report of the ad hoc subcommittee. After
thorough discussion,the Board approved the followingmemorandum on cardiovascularscreening, and
transmitted it to the Surgeon General of the Army:

1. Thereisnoneed to screen personnel who have been previouslyactive, have passed the Army Physical Fitness
Test (APFT),and who continueto exerciseregularly and vigorously without symptoms, solely because they have
reached the age of 40 years.

2. The panel reviewed the requirementsfor expanded studies of the program i weighingoptions for enhanced
clarificationand improvement of the program. [The AFEB recommends that:]

Anin-depth evaluation of the effect of the CardiovascularScreeningProgram (CVSP)on
exercise-related death should be conducted. This should include acomparison of death
ratesbeforetheinitiation of the programwith thoseduringthe program,andto theextent
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possible, the circumstances surrounding events. A study on age-specific, cause-specific
death rates (not necessarily exercise-related) before and during the program should be
performed. Collection of this baseline would seem essential in determining the effective-
ness and the quality control of the program.

3. The current multi-phase approach used in CVSP was reviewed to identify more efficient and effective
approaches to risk screening and interventions. A concern with primary screening criteria has been the high false-
positive referral rates for subsequent cardiovascular consultations. It was determined that personal and family
medical history, e.g., regarding blood pressure, coronary disease, diabetes, smoking, etc., is often poorly completed
and/or poorly scored and probably not sufficiently specificto be useful. [The AFEB recommends that:]

Emphasis be placed on the most reliable of conventional risk factors combined with
follow-up counselingand intervention and instructional guidelines for behavior modi-
fication. Appropriate coronary risk factor analysis should be continued during routine
periodic medical examinations. Emphasis must be placed on improving the measure-
ment of total serum cholesterol and HDL cholesterol with standardization using Centers
for Disease Control (CDC) criteria. Other risk factors should include blood pressure
measurement and areview of daily smoking status. A total cholesterol to HDL ratio of
6.00r greater, or the presence of 3combined risk factors, namely, cigarette smoking (10
cigarettes or greater a day),a blood pressure of 160/90 or above, and a serum cholesterol
greater than 250 mg/d1 suggest an individual may be at significantly greater cardiovas-
cular risk Rased on these criteria, it was felt that the number of such saldiers requiring
Phase II cardiovascular evaluation and treadmill testing should be small. Phase I
screening with treadmill exercise for any other criteria is not indicated.

4. Individuals who have significantly abnormal treadmill tests, as described below, should be referred for
cardiac catheterization without nuclear studies.

a. Criteria for significantly abnormal treadmill tests:

(1) =lessthan 2mm ST horizontal or downslope depression at 0.08 msec at 60%or less
age adjusted maximal workload (generally greater than = 8 METs or 27 ml/kg/min).
(2) ST depression remains abnormal longer than 2 minutes post exercise.

(3) =lessthan 1 mm ST depression accompanied by chest pain.

(4) blunted blood pressure with = less than 1 mm ST depression with early exercise at
greater than 80% maximum workload.

b. Nuclear testing should be reserved only for those individuals who have treadmill tests that cannot be
adequately interpreted by conventional criteria because of abnormal resting ECG;e.g., LBBB,abnormal ST or Twave
changes.

¢. Individuals with abnormal treadmill tests who do not fall into either of the above two categories would
receive no further diagnostic cardiovascular tests. They should be given counseling for risk factor reduction and
individualized exercise prescription. [The AFEB recommends that:]

Asymptomatic active persons with risk factors do not need treadmill testing every five
years but should be followed with counseling and intervention to correct unhealthy
behavior, and, if they are already exercising, encouraged to continue a regular aerobic
exercise program.

5. A review was conducted of APFT standards among soldiers of different age groups. It is understood that
given current testing requirements within the Army, most soldiersshould have remained relatively active under age
50, and should be able to safely participate in physical activities commensurate with the current APFT requirements.
After consideration of these factors, the Board recommends that:

The APFT standards be relaxed for soldiers over 50 years of age, more importantly to
protect individuals excercising in this age group, an individualized exercise program
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should be part of the screening program and their duties should be less physically
demanding.

6. In evaluating the overall Army CVSP, it was felt that certain general parameters should be altered or
eliminated. Thecurrent program does not serve as an incentiveforbehavioral change that would modify risk factors
or increase physical activity. In fact, clearanceby CFSP may falsely reassure the individual that behavioral change
isnot needed to be considered healthy and thus lead to continuance of unhealthy lifestyles. The Board recommends
that:

Amedical screeningprogram for risk-factordetection and modificationbe developed as
the most promising means of improving health and decreasing the risk of coronary
related episodes. An individually graded exercise (2-3 times weekly) with pulse
monitoring is prescribed to increase the physical activity and aerobic capacity of all
soldiers, particularly those over the age of 40. The current design of the 40-and-over
CVSP appears not to serve as an incentive to modify life-endangering behavior into
healthier lifestyles. Thereis no compelling rationale for continuing the current CVSPin
active duty soldiers or to extend it to the reserve component.

FOR THE ARMED FORCES EPIDEMIOLOGICALBOARD

Theodore E. Woodward, M.D.
President, AFEB

Robert Wells, Ph.D.
Colonel, MSC, USA,
Executive Secretary

When he retired as SurgeonGeneralof the Army in June 1988,Lt. General Quinn H. Beckerexpressed
his appreciation to the Board for its assistance in helping to solve some of the aforementioned issues:

Dear Dr. Woodward:

With the approach of my retirement, | want to thank you for your service as President of the Armed Forces
Epidemiological Board (AFEB).

You have played akey roleinmany criticaldecisionsof greatimportance tothe Army and itssisterservices. Your
contributionshave involvedan array of multi-billiond ollarissuesincluding Acquired ImmunodeficiencySyndrome
(AIDS), Asbestosis, Agent Orange, Cardiovascular Screening and the M2 Bradley Fighting Vehicle. Both your
professional knowledge and your leadership are greatly revered by others including myself. T depart my post
knowing that our nation is in good hands thanks to your talented and patriotic service to the Board.

Warm regards.

Sincerely yours,
Quinn H. Becker

Lt. Generdl, US. Army
The Surgeon General
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