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From the Surgeon 

united States Special Operations Command 
"Unconventional Warfare, Unconventional Medicine" 

Col Steve Yevich. Me. USA 

NE VER BEFORE •••••••••• 
Three decades a go, NO 01'11': in a Special 
Operations unit ever thought: that Special 
Operations would be considered "legitimate ', 
thai one could sl,end more than one assign­
ment In SOP wlthoul committing Career sui­
cide: that we could actuall~ (and legallyl own 
our trucks; that we could develop au' Own 
special weapons and equipment without hav· 
Ing to make them ourselves (or steal them). 

fifteen years ago, NON!': of us could have 
Imagined that there would be a formal. trl-ser­
vice, entity known as a Special Operations 
Combat Medic _ who trained with fellow ser· 
vices' medics at a single Special Operallons 
medical schoolhouse. 

A decade ago, NON!'. of uS could have Imag_ 
Ino:d that all sor medics would hold tho: civil­
Ian I'.MT·raramo:dlc co:rtlfkation Or there 
would be a mandatory SOr·I'.MT·r SUSlaln· 
ment training CourSe. 

NEVER HEi"Otu:: ••• 

I'If:VI'.:K Uf:FOKI'.: ... have we seen such great 
things as those which have happened to 
Special Operatlon .. In less than a decade. 

NEVER BEFORE ••• has there been such an 
empowered CINC Surgeon's office to ensure 
medical readiness. medical support to the 
neld. adequate Initial and sustainment medi­
cal training, proper medical doctrine. and 
research and development of 50F-pecullar 
medlcal1to:ms _ an offico: capable of reaching 
directly to the Joint Chiefs of Staff as well as 
the Services' Surgeons Oeneral. 

In EDUCATION and TRAINING. 
NEVER BEFORE ••• 

I'IEVt:R BEFORE... have we seen such 
advancements In sor medical training and 
education, a single SOP Medical schoolhouse 
(JSOMTC) where all sor medics train togeth-

er, overseen by a Board of Regents with equal 
representation by all 4- components, and an 
Enlisted AdviSOry Council (19991 which ensures 
input from the components' senior enlisted sor 
mO:dlcs. 

IU;YfR HEPORf •.. have we had a sor 
Commander-In-Chief's requirement that all 
SOF medics obtain the highest non_degreed 
civilian medical cro:do:nti al available - £MT· 
Paramo:dic _ throUgt1 our own course currlcu 
lum which is acclaimed by the National 
Registry of I'.:MTs as the premier EMT-P course 
In the nation. 

N£Vt:R HfFORt: •.. have we had a sor 
Commatlder-In-Chlef'"s requirement lhat all 
sal' medics sustain the I'.MT·Paramp.dic cre­
dential. and that the sustainment be provided 
by a slnglo: " one-stop shop" sor EMT·P sus­
tainment course, held aI one location, with 
mandatory alt endance o:vo:ry two years by all 
sal' medics. . .. i\nd this EMT·P sustainment 
course also has bo:en acclaimed by the 
NREMT as "tho: Standard" toward which EMT-P 
sustalnmenl programs should asplro:, 

In Medical RESEARCH. 
rvlW£R BEFORE ••• 

NeveR lJEFORE ••• w~s there a SOr·spedflc, 
medical. Research and Do:vo:lopment fund to 
address sor·spo:clrtc med requiremenls - an 
RlIID ((md which Is controlled by a Biomedical 
Initiatives Steering Committee (BtSCI made 
up of special operations medical personnel 
who take the input from the SOP components 
and convert Ihelr needs Into solutions. 

NeveR BEI'OR£ ••• has there beo:]] such an 
empowered ClNC Surgeon's offlco: to leverage 
other Departmenl of Defense medical RlIID 
commands through: a seat on Iho: powerful 
Needs Integration Subcommittee o f the OSl)o 
Health Affairs Armed Services Biomedical 
Research and Evaluation Management 



(ASBRE Mj com mittee , which determines the 
direction of all DOD medic,,1 rese" rch; 
through USSOCOM's fllSC connection with the 
DOD Defense D i rectorate of Research /l( 

EValuation, a llowing weighty consideration of 
SOl"s Inpul t o the Defense Tec lltlology 
Objectives (DTOs) wh ich determine Ihe direc­
tion of DOD research; Ihruugh the strong COn· 
slderatlon which the US Army Med ical 
Rese" rch ,,"d Mat eriel Comm,, " d gives 501' 
for Its input to their Science and Technology 
obJectlvcs (STOs) which dete rmine the direc­
tion of their research; through t he st rong tics 
wllh Ihe Office of Na va l ResearCh ; the blOOd 
lies to Uniformed Services Ul1lverslly of 
Health Sciences (USUHS) Comb"t C"su"lly 
Research Center. 

In SOf MEDICAL PERSONNEL. 
I'iEVER BEFORE ••• 

NE VER BEI'ORE •.• has Ihe SOCOM Surgeon 
along with ALL the component Command 
Surgeons had prior sor experience (In facI, 
some offices h ave more SOF experience than 
most other direclor" t esl) - all b ringing t heir 
he"rts on their sleeves, bnrning to move 
Medicine in SOf. 

NEVER BEFORE ... have there been sO many 
prior enlisted 501' personnel becoming rAs 
and doctors ,,"d returning to SOf, bringi ng 
their past experience, insight and 1'''55lon for 
sor, but now coupled with neW 
knowledge , ideas and power. 

And a few other things. 
fYEVER BEFORE ••• 

I'I'E l'f:K Bf:I'OHE ••• hils there been" USSO· 
COM Directive which man dates thai Ihere 
must be an "ctive Health Surveill"nce pro­
g",m for all deployed sal' personnel so that 
ANY illness or poss ible detrimental health 
exposure Is entered Into the perm"nent 
health record - and Ihal these records c an 
be accessed In the future should healt h a lerts 
simil"r to Agent Omnge or Persi"n Gul f W" r 
syndrome arise. NO longer ""III t he health of 
sal' personnel be · overlooked- due to secu­
rity c lassification of a mission , Or because 
sal' personnel were In an Isola ted location 
where " doctor or fixed medic,,1 treatme nt 
facility was not available to offiCially record a 
bad health event. 

NE l' lO " BE,.'ORE,. , h as there bee n a system 
which reaches out to the entire SOF medical 
commun ity to solicit direct and continuous 
feedback from the field (Project MedTrulhll -

from all sal' components, junior an d senior 
medics. medical officers, and commanders _ 
concerning Improveme n ts to Initi,,1 medical 
training. susta inment needs, medical mission 
defiCiencies , eq u ipment deficie ncies. No 
longer can deciSion s about medical Issues be 
con fined to the opinion s of a few hlgh· level 
headqu"rters staff. No lo nger arc Ihe loudest 
vo ices the only ones heard. 

Nl': l'EH IJ EFOH lO. ,. was there a Sped" l 
Operations Medical Assoc lalion (SOMA) which 
is so f"r-re"ching llla t It not only b rings 
together special operations medic,,1 assets 
from t he Internationa l mili t ary communi ty, 
but also pu lls i n our ci vilian specia l opera· 
tions breth ren who live " n d b re"lhe the same 
medical problems _ In a neutral fo r um where 
common probl ems " nd solutions can be dis_ 
cussed. 

In the flurry of "I I t h is attention, i n the mad 
scra mble to spend the sudden gush of 
money. wilh tI,e desires and burning passion 
to develop and Improve SOf, we MUST NEVER 
FORGET why ""e ex ist. l'Ie ex 151 for IWO basic 
Truths: I ) SOP Medicine IS the sal' medic 
we ex i st to support the SOf medic; "nd 2) 
protecting t he health of 501' Is Ihe ONLY rea · 
son SOF Medi cine ex ists. 

In support of these Truths. 
I'iEVER BEFORE ••• 

I'IE l'f:R B EI'OHf: •• • has t here been a formal. 
professional medical Journal written specifl · 
cal ly for the SOP m edic, opef"tl ng a lone , In 
the austere . ge09"'phic"lIy isol"ted e nviron­
m e nt - unsupported. ...No TV c arn<:;ras, no 
medals or ribbons. no recognition , no glory. 
no witnesses. TliAT Is the real SOP medi c 
who 1 recogn ize - on the quinlessentl,,1 mis­
sion . This is a sa lule to you . 

So. welc ome to the Journal of 
Special Operations Medicine -

YOUR journal . 
' Unconventlonal Warfare, Uncollvel100l1al 

Medici",, ' 
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SlTKEY 

INAUGURAL ISSUE 

T his Issue of the Journal of Specla' 
Operations Med/clne (J50M) Is Inaugural. 
whi c h means that It's sUlI a work In progre!:is . 
Think of it as ~ sample of whal we would like 
\0 do. 

This journal is Intended \0 stimulate disc us­
sion among any groups Involved In special 
operations medicine: medics . physicia ns . ve t­
erinarians. dentists . operations personnel. 
environmental science officers. and anyone 
else concerned with Issues revolving around 
caring for Ihe special operations community. 
These Issues span the full speel,,,,n, from 
auslere environment care of medical Illness 
to denled·area (and deniable operations) 
combat casually care, from critical Incident 
stress debriefing to aviation and undersea 
medicine. 

This Journa l Is Interservlce. Not only are we 
Interested in articles from the Navy. Army. 
and Air Force. but we Invite participation 
from Marine Recon , Coast Guard. and law 
e n fo rcemen t special operations communities. 
For example. the guys who are getting spun 
up for MOUT (military operatlons In urbanlled 
terrain) can learn from police special 
weapons and taclks teams. Likewise. the 
guys who may do clandestine ship lakedowns 
Can learn from Coasi Ouard counler-drug 
operations personnel. 

In addition to the " how-Io-do·lt · loplcs. w e 
are looking for medical science which chal· 
lenges cur re nt doctr ine. such as Frank 
Butler's article On wound Infection prophylax· 
15 with oral antibiotics. or 5cott Barnes ' artl· 
cle on refractive surgery. These articles are 
meanl to stimulate discussion and evell to 
hIghlight disagreement - reasonable men may 
disagree reasonabty - and consensus devel· 
ops from Ihe process. The ultimate goal Is 
always the well· being of the special opera­
tions soldier. sailor. or airman. and the 
accomplishment of the mission. 

You do not have to be a literary giant to sub· 
mit your thoughts. Rather. you must have a 
firm grasp of your subject matter and. prefer· 
ably. an experiential background whh;h will 
make your writing relevant. We will rework 
your Item for grammar and speltlng. But we 

want III put from the medics and providers In 
the fletd . so expertences can be shared 
around the campfire . so to speak. Take your 
sea slorles and war stories and beef them up 
wllh a IItlte sclence and common SenSe. and 
send them 10 us to share In the community. 

A coupte of features are missing from this 
issue. /'"Irs!. we have no book re view. We real­
ize that the special operations commun ity Is 
composed of avid readers. and we want to 
help with sOme suggestions about new stuff 
10 read. Second. we would like some of your 
operational stories tlIat polnl out lessons 
learned. I don·t think we can actually use the 
traditional Invocational phrase. " Now thIs Is 
no shit . there I was .. . • but we will make every 
attempt to pass on your lesson (s) for the 
benefit of your brethren. 

/'"Inally. we have no letters section. That defi­
ciency should naturally correct itself if our 
readership will simply share (on paper or e· 
mall ) the crillcism. agreement, and other dis. 
cussion these topics are bound to generate. 

Above all . lhls Is your Journal. We need spe· 
cla l operations f eedbaCk. Input and par ticipa· 
tion. The community Is you. 

D.0.5. 
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TilE UIYIT SURGEOIY'S ROLE 
IIY 

SPECIAL OPERA T10IYS 
Brian S. Campb€:lI , DO, 1"11"" 

ABSTRACT 

I'hys lcla n s "ss lgne d 10 operatio n a l ro le 'll 
In the milita ry ar .. poorly pre pa red to 
I'pne lla n optimally in Ihls ca p acity . Th h. 
a rti cle provi d es gu i d eline:!! f o r physicia ns 
practici ng ope rationa l m e dici n e . with 
e mphasJ,. o n "pe d al o p e r a ti o n s . 

Und" r s l a nd lng t h e rol e ollhe phySicia n as 
a " p ecla l s l a rr ornc:er 15 k ey t o the s pc­
cess'''' pr;oclice of operationa l me dici ne. 
The physldan m .. st .support hi", unU ',. 
mission by pe rforming two duties, 1'1'51. 
h e must mainta in the h O';a lth o f IInU m e m o 
b " nl and prote c:1 th e m from Inj ury . 
Second . h e mus t medicall y Int erv e n e 
whe n n ee",,:!! ... ), In a ",anncr th a t pro_ 
duc e s optimal oulc omes fo r the p alle nl ' " 
h e alth and hi" abilit y 10 a ccou' p Us h h i" 
minio n. 

The re inC five prioritie s 10 p er f orming 
t h e5e d"lIe5. flrsl . advise Ihe unll c o m · 
m and" . on Ih" m " dica l aSP" CI S a nd I m p li· 
ca tio ns of a ll unit ac U vltl"s. Second. " du · 
c a l " pa tle nls a nd command,,", con c".n · 
I n 9 5a "c1y a nd p." v " nti ve hea llh m .. II" .s. 
Third. I.ain unil non. phy slcla n he llllth clll r e 
provide rs to a I.,vd Ihal will aUow th.,m 
10 ",,,bsUlul,, for Ihe phY51c1 l11n . I'ourlh . 
provide c linical h.,alth c are to lhe 501 · 
dle r$ In garrison. in Ih" fi eld. a nd al war. 
And fifth , provide c Unical health c lll re 10 
th e 501dler 5 ' d e pe nde nl famil y m e mbers. 

The arl of command can perhaps besl b" 
Ihoughl of as orcheslrallng lalenl. The co.n· 
man(ler 15 not inlended 10 be an e"perl In 
ever)' aspect of military operations; he has a 
staff of oHlcers with ta lent In eaCh of Ihuc 
areas upon whom he Can call as subject mat· 
ler e"'pert". The commander then make" 
deciSions based upon th is Slaff Input. AllY 
given commande r will be Indivi dually talented 
In one or mOre areas. and usually will have a 
bro~d knowl edgc o f al l of t he primary sla ff 
JObS. bul nO single person can he an expert In 
everylh l ng. Nowhere Is the concepl of 
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orchestration more Importar\( Ihan when It 
comes to Ihe spccl,,' $1"(( {""C!lOlrs. Medical 
e" pe rtise. for example. requires skills Ihat 
take many years 10 develop and an enormous 
amount of lime and effort 10 maintain. 
Tac t ical commanders simply do not ha,'e t he 
I,,\ury of becoming experts III (leld medicine, 

Many commanders. 1;ICklng a medical per· 
specll'e. do not know how 10 besl employ the 
talents of their unit surgeon. This situation is 
complicated by the fal;t that general medical 
officer and fIIghl surgeon assignments are tra· 
dltlonally given to rnllll;ory l,hY51clans who ilre 
coming d i rectly from Internship or who ha.e 
a l most a ye ;o r or 110'0 of experience ;os ;) 
physician . Often Ihese orr": ers have no prior 
military experience and thus do not Ihem· 
selves know how to employ Ihelr lalenlS to 
besl support Ihe unl\. 

The purpose of lhls article Is 10 provide a 
checklist for the optimal emptoymenl of the 
unil surgeon. It ddlnes IWO duties for the 
surgeon and oUllines fl~e sleps Ihat must be 
t aken to au :ompllsh those dul ies. I I Is 
Intended as a commentary on Ihe skills alld 
altlludes Ihat arc necessary for Ihe success· 
ful practlce of Ol.eratlonal medicine wi t hin 
the special operations community. A more 
form al discuS510n Of the role of the medical 
officer can be found In Joint Publication 4 · 
02. AR 385·9 .... rM 101·5. Ihe new 50r·spe. 
cl f lc rM 8·43 and lise Pamphtet 40·1·25. 

Operational medicine 15 not laughl In medical 
school. Making the transition from doing hos· 
pi l al based clinIcal heallh care to being an 
officer In any operallonal military unll Is diffl· 
cult. This transition can be Insurmount able 
when the unit In question Is a special opera· 
tions unll . The mosl Imporlant aspeCI In 
maki ng a successful transition from Ihe ho,,· 
pita l t o the line Is (or Ihe surgeon to under· 
st and his role as iI special staff officer. 

DoClors are \rained t o make decisi ons and (0 
lake charge. A lot of difficulty can be avoid· 



ed by providing the neophyte surgeon with 
the simple guidance that the commande r 
commands while the staff officer advises. 
The surgeon can not. for e ~ample , order tile 
troops to get their flu shots. tic can, howev, 
er, advise the commander of the necessity 
and benef ils of having them vaccinated, and 
Ille commander can order the Iroops to com­
ply, 

Just as the unit surgeon cannot command, 
Ihe unll commander can not practice 
medldne, The commander Is vested with 
command authority under 1l1e Uniform Code 
of Military Justice, but the physician is the 
one llcensed to practice medlcin"" This is a 
unique distinction of the speclat staff officer 
verses the primary staff officer. The com­
mander catl tlot. for exampte, order the SlOr­
geon to prescribe certain medicatiotls or pro­
vide certa in treatments as thi s constitutes 
practicing medicine without a Ilcense and is a 
viol .. tion of federal law_ 

Another simple realllation that is sometimes 
over looked is the fact that the slaff officer's 
Job Is not Just telling the comnwnder what lIe 
wants to hear. If the commander Is given bad 
staff input. he will make bad decisions. 
Commanders must know the truth, and some­
times the !ruth tnay be that the comm"nder's 
desired course of aclion Is Inadvisable. The 
surgeon muSI underst .. nd thai part of his job 
Is to diplomatically discuss his concerns wilh 
the comn",nder whenever tile need arises. 
The commander, Ilkewlse, mlOst e .. pect and 
encourage this. It Is a matter of Inlegrlty: and 
soldiers respect soldiers who have Integrity, 
even when they disagree. 

Soldiers a lso respect a 'can do- attitude. and 
place great emphasis on having One. This i s 
how we win wars and accomplish ti,at which 
others can not. Both the commander and the 
surgeon must , however. be able to differenti­
ate bel ween being motivated to succeed and 
just being stupid. The physician who tries 10 
-make do' unnecessarily Is, in fact. end"n­
gering the lives he Is sworn to proteci. 
Sometimes Ihe surgeon must have a - can't 
do· attitude and have the Inlestloa l fortitude 
to say he can not adequately support a given 
mission with the reSOurCes available. The 
command<:r must underSland Ihls, A laclical 
situat i on may require that the mission be exe­
cuted without adequate slOpport. bul even In 
suc), a case the commander must know the 
plan's limitations . Thus counseled by the 
commander or executive officer, the surgeon 
should understand his role as slaff officer, 

but the central question rem .. ins, /IOW can the 
surgeon best suppo,t I/>e u"lt 's ml.~slon? 

Ne does so b~ performing his duties. There 
are on ly 110'0. 

rlrst and foremost , h<: must maintain Ihe 
healtlt of ""d prolect from i njury th<: soldiers 
assigned or attached 10 his unit. Opemtional 
medic ine differs from clinical medicine in 
Ihal Ihe patients are predomlnantl~ young. 
strong. and healthy. It Is the surgeon's duty 
10 keep them that way. 

Failing that, t>ls second duty Is to medically 
intervene in a manner which produces the 
optimal outcome for the pat i ent both i n terms 
of his health and h is ability 10 accomplish h is 
mission. Thus, a prime consideration In the 
unit surgeon's approac h 10 p"tienls musl be 
their occupational potentia l both al present 
and in the future . The commander must 
know the medical re .. diness slat us of his unit 
at all times. II Is the surgeon's duly to opti­
mize that status. While it Is possible 10 be a 
good clinician and not be good at operational 
medicine. one can not be good at operallonal 
medicine without being a good clinician. This 
Is Imporlan( 10 remember because maintain­
ing good clinical skills Is difficult when al l 
YOlOr patients are young, strong, and healthy. 
and you are also burdened with the demands 
of being a good staff officer. 

Th<:re are five sleps 10 successful ly perform­
ing these duties. Each rollows In order of pri ­
ority. 

First. tile surgeon serves as the subject m"t­
ter e~pert. advising the commander on the 
medical aspects and Implication~ of all unit 
operations whell,er In war. In traltllng. or In 
garrison. The commander should realize the 
imporlance of utllt heallh malters and seek 
out this input. but the surgeon must make 
Ihls his top priority whether solicited or not. 
tIe should work closely wilh Ihe S3 (opera­
tions officer) and get Involved In ope,allooal 
planning at an early stage to facilitate Ihis 
action. 

Second, Ihe surgeon tIlust educate his 
patients and the commander concerning safe­
ty and preventive I,ealth measures. Ileallh 
education is the cornerstone of preventive 
medicine. and preventive medicine is the 
founda tion of operational medicine. 
Pr<:veollng disease and Injury Conserves the 
fighting strength of the unit. Nothing less can 
make this claim. 
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Tllird, tile surgeon must train Ills medl<;s to a 
standard tllat anow~ tllem to operate as an 
acceplabte substitute In his absence. The 
Army trains medics to work in hospilals o r at 
aid stations under Ihe supervision of a Illgher 
level healill care provider. The cold , hard 
facts of life In the fi e ld arc Ihal higher level 
providers are not a l wilYs av" lIable 10 super· 
vise medics. Tills Is particularly true In spe· 
cial operations. Since Ihe surgeon can not be 
everywhere at onCe. his duty to his patlents 
req uires Ihal he provide fo r Ihem Ihrough the 
medics. Additionally. the surgeon himself 
may become a C3SUalty . cared for by those 
he has trained jor pcrllaps nol Iralned!l. 

Fourth. Ihe surgeon must provide dinlcal 
health Care for thc unlt·s soldiers In garrison. 
In Ihe field. and at W"r. This I'"rl comes nal ­
urally to most phySicians. bul Ihere Is " n 
additional <;omponenl for the operational 
physlcl 3n. In order 10 provldc Care In thc 
field and at war , he muSI go to the field and 
to war with the unit. The opera tional physl­
clan's placc Is not In thc rear. 11 Is with thc 
troops. He Can not do his duty If he is back 
home a t Ihe hospita l while the unil is doIng a 
field training excrcise. tic must go where the 
troOI>S go and do whal thcy do. This fourth 
step. forward presen<;e. Is crucial In making 
thc surgeon an activc pa,l of the leam. t\" 
will gai n credlbllily and rapport wUh the 
lroops only onCe hc provcs thaI he under· 
st ands. ca res about. and Is <;apable of partic' 
Ipatlng In the unlt·s o perations. For spedal 
opcratlons unllS, this rcqulrcs that he be 
Iralned as a spccia l opcrations soldlcr. bul he 
musl nol be a -door ki<;ker. " He <;an not do 
his duty If he Is kUlcd leading thc Ch3'gC 
against thc enemy. Occasionally. the com· 
m~l1de r m~y be <;alled upon to remind the 
surgeon of this racl. CarefUl balance here 
will make ttt" surgeon a valued advisor to Ittc 
commander and a successful health educator 
to the unit. 

Fifth. Itte surgeon should positively Impact 
the readiness. focus. and psycholog!cal well 
being of the unil by providing medi<;a! care to 
\IS dependents. II Is a well·est abllshed prln· 
clple of aviation medicine that the health of a 
pilot 's family directly Impact s hls perfor· 
manCe of duty. This Is truc of all SOldlcrs 
who have dlffi<;ult and slressful jObs. 
Treating family members also provides valu· 
able Insight Into a soldier's home Ilfe and 
Iherefore his cmotlonal and psychologi<;al 
health. This is of obvious COnCern to t he 
commander. 

Most unil physicians. however. are not 
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required to provide dependent <;are. 
Dependcnls are usually cared for through the 
local family prac t ice program or by civilian 
TRICARI'; prOViders. StilL It Is inevi t able that 
the surgeon will be called upon to care for 
family health prOblems. and as he gains in 
credibility and Increases rapport with the so!· 
dlers this will become more and more fre· 
quent. II nne nne must be walked in Ihis 
regard. Note that this has the lowesl priority 
of the five sleps in performi ng the surgeon 's 
duties. It Is very easy for Ihe surgeon 10 
be<;ome overwhelmed by requests 10 care for 
family members al the expense of his prl"'~­
ry responsibilities. He can not do his job if 
he Is busy doing somebody else·s. 

These five prioritized steps will give Ihe unit 
surgeon the guidance he needs to becomc a 
successful operational physiclan In ~l1y mili­
tary unll. The prac t ice of operallonal 
medicine In a specia l operations unit wHI 
reqnire Just a bil more. The <;ommander 
Shoul(1 make cerl a ln thaI the Incoming Sur, 
geon underslands Ihe following unique 
aspe<;ts. 

Special operations differs from the conven­
t ional military In several ways. per haps the 
most striking of which Is the rel3l!onshlp 
between officers and enlisted personnel. 
There exists a familiarity among special oper· 
aCions soldiers Ihat Is not found elsewhere. 
Respccl Is earned by the quality and caliber 
o f one's wor k and is nOI merely a funcHon of 
rank or position. Specia l operations rnlsslons 
requlrc soldiers 10 follow a leam approach to 
their work which values Ihe <;ontribution of 
eaCh team member l>eyond his rank. II spe· 
<;Ial operations physician musl accept his 
share of manual labor and suffer his share of 
prlvallons. This environment will be totally 
foreign to most physicians. 

Special operations pllyslclans oftcn find 
Ihcmselves wor king under the most auslere 
<;ondil;ol1s. There are no consultations with 
specialists. thcre Is usual ly no laboratory or 
radiology servi<;" support. and often there is 
not even a clini c in whiCh 10 work. The avail · 
ability of mcdica l supplies is sometimes lim­
It ed to what the sllrgeon <; an literally carryon 
his back. and he must often limit his medical 
pra<;llce to what he can do with his own eyes> 
cars, hands> and mind. Not every phySician 
I-.'ho volunteers fOT a tacti c al unit assignment 
Is prepared for or capable of such practl<;e. 

The Geneva Convcnllon protects physicians 
as non<;ombalants. Unfortunately. opposition 



forces do not 1Ilways honor this convention. 
Tile size of deployed specia l opemUons uni ts 
is often quite small. le1l'lIng to the posslblllly 
of the "urgeon deploying Wltll as little as one 
o r Iwo other men. While it Is true that the 
surgeon will not be asked 10 take an offensive 
role . he may find himself in a si t ua tion whe re 
he must protect himself Or his patient s 
against hostile Intent. Some physicians pos· 
sess moral or religious convictions that would 
p reclude them from ca rrying a weapon and /or 
taking ae llon In such a case. These persons 
should not be assigned where they could nnd 
Ihemselves In suc h a sl(uatlon. and thus are 
poor candidates for spedal operations assign· 
men!. 

Finally. physical training. haircuts. unifo r ms. 
and military bearing 'He Jusl as Important for 
the operational physician as they are for com· 
batant personnel , and they are vi t al consider­
allons in Ihe specia l opera tions community. 
Fhyslclans do not. frankly. always view them 
as matters of Import. A good rule of thumb 
would be , If the surgeon views himself as a 
doc to r who happens 10 be In Ihe mllllary . 
raliler than an officer who happens to have a 
medical specially, he Is a poor candidate for 
spec ial ope rations duty. 

In conclusion , un II surgeons are frequently 
nol utilized to their maximum potential. due 
to a lack of understanding by both Ihe sur· 
geon and the commander of the surgeon's 
role within the unit. The surgeon ' s role In 
special operations planning, t raining. and 
execution is ba sed upon sound ethics and 
doctrine . The effective special operilllons su, · 
geon plays a complex and vital role In opera· 
lions. bul it Is nol an Intnilive one. The sur­
geon . as ~ special staff office r. Can use a prl · 
orltlzed, flve·step approac h to accomplishing 
his duties. Special operations commanders 
can direc t and e valuate the performilnce of 
the unit surgeon using this checklist as a 
guide. thereby ensuring optimal utilization of 
the surgeon ' s special talen t s. 

U"ul" n a nl Colon,,! BrIan S . Campbc:lt 00, 
MP11. U.S. Arm y 
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Adl'3nced CoutSeS. ,1nd Ihe Com,,"'nd and De""ml 
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Lieutellallt Colonel Cam pbell completed his resl· 
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ciaUSI in Ihe nclds of AerospaCe Medic/ne and 
Occupallonal/ Envlronmental ~Jedldne. lie Ilo/ds a 
f.-.culty position as .111 Ass/Slant A<Vunct Frokssor 
of PrevelllNe Medici"" alld 6/omelria al Ihe 
UIlI(onned Services University of lIealth SckncC'). 

During his carecr. Lieutenmll Colonel 
C.,mpbcll h"s served as the Prevell/ive Medicille 
Officer. U.S. Ccntral Comm.lnd. i'tacDIII Air Forr:.e 
lJ."JSe, florida; as Regimental night Surgeon, 1601h 
Special Operations Aviation R\:IJimelll (Airborne). 
Fort C3mpbell. Kentucky; as :llld Ballalioll SUlYl!On 
and Mediml l'Ialoon Lcader. 5th Special f'orr:cs 
Oroul' (Airborne!. Fon C.'l11pbclt Kentucky; as the 
Oroup SU'geon and General !'ted/cal Omcer for Ihc 
5th Special Forr:es Group (Airborne). Fort 1Irngg. 
Nonh Carolina; and as O,,"eml!'tedical Omccr for 
lhe .J8Znd Nobile Army Surgical lloopilal. Erie, 
Pennsylvania. 
Lieulel11111t Colollel Campbell se,..-oo ill coml>..1 
wllh 0 Company. Task Force 160. duri/1g Opemtlort 
Pri,,,,, Chance (/!ames! Will) 1/1 the Persh'" Gulf. lie 
also ~rved with thc Znd Ballallo". 5th Special 
Forres Oroup (AirOOme). during Opel7ltlon Oeserl 
5l0ml In /lIe Kuwaiti Tllealer of Opernllons. 
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ABSTRACT 
The Jolnl Sped ... Operations Medical 
Training Cen ter (JSOI'ITC) at "ort ~ragg 
"'Drlh Carolina Iraln ... "U ., .. lIsted medical 
pen.onnd within the UnU.,d Sial.,,. 
Spe cia l Operations Comma nd . The 
.JSOMTC Is the n ,sull of o .. ., r a decade· 
long dfort 10 .. ,.! .. blbh a .. ingl .. ,"edi.: .. 1 
tra ining (acilUy lor all Spe cial Oper",lon.!' 
t'on:CiJ (501' , .,n l)ued medlc .. _ personnel. 
In May of 1996 th e .,ISOMTC o p ,,".,d It,. 
door!' .. I "orl Brayg. l'Iorl h Caroli na for 
ce nt nlllu:d training 01' Special I'orees 
.... ,di e ", ( Ihe Special f'orc",,,, Medical 
Scrgeilnb Co.n""., ) and a ne ... training pro­
gram lor a ll no n ' Sf' SOP ,ne dl c"" called the 
Spedal Operation" Combat Medic: Cou., .. " 
........ begun. With all SOl' ",nll,.l",d m",dlcal 
penoonnd noW Irainlng a l a singl e 511e. 
and with and all becoming cerlHied EMT· 
" .namedie!!' . Ihe l evel or medical hainlng 
and 0 1 m",dl ca l InlerOperablllly within sot' 
has been !!'ISnlfic anlly enhanc ed . 

The Jolni Special Ol'erallons Medical Training 
C",nter IJSOMTC) al fon Dragg. North 
CarOlina. 15 Ihe new home of medical training 
for Special Operallon5 person net from all 
branches of the mlillary. This Department of 
Oefen.5e (DoO) training c enter was estab· 
IIshed In 1996 to consolidate and .:olandardlze 
medical training among all 000 Special 
Operations forces (SOr) while continuing a 
mission to provide first class medical t raining 
to U.S. Army Special forcu (Sf) mediC!< 
( t60). This new training center uses the lat· 
cst training techniques and technological 
ad\lance.:o to In'l,art medl(al 5 .. 1115 and knowl­
edge 10 SOf medical personnel. The JsOMTC 
15 destined to bc the home of Sp"'Clill 
Operiltlons mediCine for well In t o this (entu· 

" 
Beginning In 1966. the United States Army 
Special War far( Center and School (SWCS) 
and the U.S. ArollY Medical Department Center 
and School (A~l tDI)C&S I. In an effo r t to Con­
solld al e en listed medical t raining for all \)01) 
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spedal operations forces . began preliminary 
discussions on the feasibility of Integrating 
spedal operations n'edlcal training In a single 
facility. at rort Bragg. North Carolina The 
t.alning of Special Yo.ces medics had former­
ly been divided between programs at fOri 
Sam NOllston and rort Bragg and there e,,[sl ­
ed no specialized advanced medical training 
for other non·Sr special ope.atlon.:o n,edlc .:o . 
Le. Rangers. SEALS. and UsAr ra,are.:oc"e . 

Efforts to establish SUCh a facllUy began In 
e",nest In I)ecember 1967 with a recommen· 
dation from II .. : SWCS JOint Working Group 10 
the Joint Special Opera l lons school Integra· 
tion committee that a scllool be established . 
Tile expecled bencllts were Improved tralnln9 
for non-SF SOl' medical personnel (who Ioere 
former ly trained onl)' 10 the conventional 
force standard) . reduced training costs. and 
standardization of all sor medical t"llnlng 
leading to enhanced Interoperability. early In 
the process of designing the joint sor medic 
training program that was to be taught at this 
neW facility It was decided Ihat training and 
certification as a paramediC to National 
Keg;stry tMT·Faramedlc stand.",d5 would be 
an Integral and requl.,.lte pari of the co"r.:oe. 

In 1991 the Commander of United Slates 
Special Operations Command IUSSOCOMl 
requested funding from the U.S. Congress for 
tl>e creation of a United Stales Army Instltule 
for Special Op",ratlons Medical TrainIng 
(USAISOMTI at fort Drags. tn t993 to t7.5 mil· 
tion dollars w.,re alloc.1led by Congren for 
th., construction of a new 501' Medical 
Training comple" and train.,,,, tlarracks al rort 

Bragg l . In februar~ 1993. Il,e UnUed States 
Army John 1'. Kennedy Special Warfare Center 
and School (VSAJrKSWCS) was designated 
the exec"tI~e agent for the new faClilty and 
was t asked with st affing Ihe new center and 
with de\eloping an Inlegrated curriCulum for 
all servlces_ Since congressional funding was 
made con l lngent upon Ihe consolidation of 
all SOl' medical training and since the train • 



Ing was to be joint, the name was changerl 
from the US Army Instilute for Special 
Operations Medica l Training to the Joint 
Special Operations Medical Training Center. 
Three years tater. In ~Iay of 1996. the Joint 
Special Operations Medicat Training Center 
(JSOMTCI was completed i1t a final cost of 
$27.1 million for faclttlles and equipment. 

The JSOMTC Is designed to support the train · 
ing of severat ctasses slmultilneously. 
Located On 9.6 acres of land. the 74 .000 
square foot main building houses the offices, 
classrooms. and anclttary facttltles necessary 
10 support training. There are t 7 targe and 
smatt classrooms ,williable for lecture and 
smilll group sessions. The largest of these 
can comfortably seat 200 students. 
Addltiona lty. there are Over two acres of 
enclosed woodlands on the groundS of the 
JSOMTC to support training in simutated fie l d 
environments. 

A barnlcks facility constructed near the 
JSOMTC houses 140 single and unaccompa_ 
nied students and an Idenllcal barracks is 
c urrently under construction and nearing 
completion ImmedIately adjacent to tI,e exist ­
Ing barracks. Upon comptellon of the second 
barracks all sing le and unaccompanied stu ­
dents will reside with in immediate proximity 
of the JSOMTC. 

A host of other facilities dedicated to Instruc­
tion In medical subjects are located within 
the JSOMTC. Ten operative procedure rooms 
modeled after modern hospital operating 
rooms are e'luipped for instruction In surgical 
techniques, Two. 800 square foot laboratory 
classrooms are ava ilabte for student Instruc­
tion anrl can "ccommodate up to 48 students 
eilch. TI,ese taboratorles rival contempomry 
university faci lities. each having a f!ve -he"d-

ed microscope with moutlted digital Camenl. 
A modern well ·equipped ana tomy and phySi ­
ology teaching la boratory enables quatity 
bastc science instruction. Between five and 
eight cadaver spec imens are ava itabte for 
each class through arrangement with a local 
university. A dedicated X-ray suite allows 
teaching radiological techniques with field x­
ray equip",ent. Finally. th«s« speci~lized 

areas are supported by a large .nedl cal logis' 
tics division complete with i nstrument sterlt_ 
Ization equip",ent and supply siorage areas. 

In 1998, USSOCOM provided S200.000 for 
the creation, within the JSOMTC, of a SOI'­
focused medical library and a student com­
puter tab. The JSOMTC currently has hotdings 
o[ Over 700 titles covering a wIde range of 
topics of rete VanCe to sor ",edicIne. tn addi_ 
tion to books. the library subscribes to a v~ri ­

ety of medical journals of sor retevance, and 
has videotapes that ciln be viewed In Ihe 
library. The 1.:100 square [oot library altows 
for approxi ",atety forty patrons to sit and 
siudy. Students can facititate their tearnlng 
on interactive CDs and via the tnternet at 
(orty -four. state-of-the-art. tBM computer 
workstations loc"ted in the library and In a 
separate computer tab, Access to MEDLIN!: 
and other full -text databases altow p a trons to 
read the latest Journats In the fletd and 
search for retevant articl«s of interest. 

Within the JSOMTC compound there Is a l so a 
9000 square foot veterinary facility that sup­
ports veterinary and medicai skltts training. 
Compl ete with automilted feeding equipment 
and air eAchange mechanisms, this facility 
Incorporates the newest animal Care provi­
sions and «mulates the finest facitities of this 
type in the country. 

The de5lg" of the JSOMTC incorporates the 
latest in computer. etectrontc and fiber optic 
technology. In an effort to provide a more 
dynamic style of instruction. each classroom 
and laboratory Is equipped with a BAKCO pro­
Jector and screen with video monitors and 
speaker systems. These are linked Into a 
central computer ized audio_visual control 
center. Instructors In each ctassroom can 
conduct computer-based presentations. sup­
p lemented with video and audio enhance­
ment from multiple sources. These are 
orchestra ted by Inf">red remote controt from 
the classroom. 

instruction at the JSOMTC Is provided by a 
talented. dedicated. and experienced group 
of permanently aSSigned officer and enlisted 
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personnel from all branches of the military. 
Dean of Ihe JSOMTC Is ~n Army colonel physl · 
cI~n with a Sl,eclal operations backgrou"d. 
The Navy a"d the ... Ir Force each pro~ide an 
"'5sist"nl Dean with medical. educational. 
and special operations training and experi· 
ence. Day.lo·day operation of the facility Is 
the responsiblUly of the Spec ial Operations 
Medica! Training Battalion which Is command· 
ed by a lieutenant colonel Special forces 
branch officer. Included In Ihe staff arc offl · 
cers selected for their professional expertise 
and special operations experience (rom Ihe 
Medical. Dental. Velerlnary . Nursing. and 
Physic ian AsslSlant branches. Enlisted 
Instruclors are assigned from SOF In the 
Army. Navy and Air Force. EnliSled lechnl· 
cians speclall~lng In pharmacy. radiology . 
laboratory diagnostics. su'gery. animal care . 
and logistics and personnel managemenl pro· 
vide additional support. A group of dedicat­
ed civillan employees with backgrounds In 
education. personnel management. In/orma· 
tion management. and pre·hospltal emergen. 
cy n'edlcal care complete the staff of Ihe 
JSOMTC. 

Currently. the JSOMTC is tasked with the eXe· 
cution of two complet e courses of Instruc­
lion. the Spec ial Operallons Combat Medic 
Course (SOCM I and the Special Forces 
Medical Serge~nts Course (SFMSI. JSOMTC 
also provides Instruction for Iwo modular 
courses. the USAF I':MT-Inlermedlate I t:MT·1I 
course for Air Force Pararescue (PJs) not 
asslgne<l 10 a special operations unit and the 
USN Ad~anced Special Operalions Combat 
Medic course (AOSOCMI for senior SEAl. 
corpsmen. in addition. pori Ions of two other 
Special Warfare Center and School Courses. 
the 180 Special Forces Medic Advanc ed Non· 
Commissioned Offic<:r Course and th<: Special 
Forces offic<:r ori<:nlation cours<:. are also 
taughl at Ihe JSOMTC. 

The 24 week Special Operations Combat 
Medl<: (SOCM) course Is taught 10 enlisted 
Army personnel from the Ra"ger Regiment. 
Special Operations Aviation Regimenl (SOAR) 
and Spec ial Operations Support Battalion 
(50S B) . USN SEALs and USN personnel sup­
porting USMC Recon units as well as Ai r Force 
Special Operallons Command (AFSOC) 
Pararescue personnel make up a large portion 
of each SOCM class. Although 19 of Ihe 24 
weeks of SOCM training are foc used on analo­
my and physiology ~nd paramedic Iraining. 
the remaining five "'eeks cover such mll\lary 
unl<lue subJecls as medical management of 
NBC casuaUles. skkcall medicine . sporls 
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medicine. and environmental medicine (heat. 
eol<.l. an<.l dysbarlc Injuries). A four·<.Iay field 
training exercise In a simulated combat envl­
ronm<:nt culminales the SOCM Course. During 
the SOCM course studenlS receive American 
Neart Associallon certification In Basic and 
Advanced Cardiac \.Ife Support (ACI.S) as well 
as certification by Ihe Nalional RegIstry of 
Emergency Medical Technicians al the EMT· 
Basic and Paramedic lev<:ls. Upon gradulllion 
a SOCM Is capable of providing basic primary 
care for his Special Operations team for up to 
seven days and Is calMble of sustaining a 
combal casualty for up to 72 hours after 
Injury as required . 

Spedal Operations Combat Medic students 
receive clinical training in both emergency 
pre·hospltal and hospital seltlngs. This Iraln­
Ing Is conducted during a four.week deploy­
ment 10 one of two major metropollt~n areas 
on lhe Easl Coast of the Unlied Siaies. 
During Fiscal Year 1997 , the Initial four class· 
es of SOCM studenls documented care for 
over 19 .500 patients (n various pre-hospital 
and hospital settings. 

Beginning In January 1999 non·AFSOC USAF 
Pararesc ue (PJ) personnel began Iralnlng at 
the JSOMTC to the EMT-I standard. These stu­
dents had formerly bee n trained at Kirl1alld 
Air Force Base . New Mexico. In a program Ihal 
has now closed. ...Ir force students in L1,<: 
I:MT·I progra", ~ltend the rtrsl SeVe n weeks of 
the SOCM o;urrlculum, specifically arranged to 
meel this requirement. After meeling the 
didacllc requir<:ments for I:MT·I these stu· 
denlS leave Ihe SOCM c ourse to perform ten 
days of clinical rotations at Womack Army 
Medical Center. Fort Brag!!. Or at a local c ivil · 
Ian hOSl,ltal to get experience on civilian 
ambulances in Ih<: fayetteville. North 
Carolina area. StudenlS In the course then 
lake the NREMT-l test and receive an addi­
tional ten days of Air Force. ",Ilitary speCific . 
medical inslruction prior to departing the 
JSOMTC to complete Ihelr pararescue training 
al Kirtland Air force Base. 

U.S. Army Special forces students atlend Ihe 
46 week Special Forces MedIcal Sergeants 
(SFMS) course. which Is Phase IJ of a three 
phase, .56 week long. Special Forces 
Qualification Course conducted al Fort Bragg. 
Siudents In till s course muS! successfully 
complete the 24-we<:k SOC~I curri c ulum 
before continuing on for an additional 22 
weeks of speclali7.ed training In medical. sur­
gicaL denial . veterinary and preventive 
medicine subjec ts. Upon complellon of Ihls 



course students are qua lified to function as 
tndependent h",allh CMe providers. Navy per· 
son net qualified for thts advanced training 
attend a similar course of instruction at the 
J50MTC knm'in as the Advanced 5pecial 
Operations Combat Medic course (i\DSOCM) 
which Is also 22 weeks In lengil1. lJPOIl com· 
ptetion of this course the Navy aW1>rds these 
students the title of tndependent Duty 
Corpsm"n (lDC). 

In ilddition to tile four weeks of clinical train· 
Ing provided during the SOCM portion of their 
training. lJ.5. Army SFMS and lJSN ADSOCM 
students receive anoiller four weeks of clini ­
cal e~perience (cili led Special Operations 
Clinical Training or 50CT) at selected militar)' 
t, eiltth care filcHili es throughout tile [aSlern 
and Central lJn lkd States. The focus of this 
training Is 
pendent. 
providers. 

all honing student 
gene ril l practice. 

Skills as Inde­
tlealtll care 

The JSOMTC participmes In the conrlnulng 
medical education or medical sustainment 
training of 50r medical personnel In anum· 
ber of ways. Qualified Special Forces Medical 
5ergeants receive two weeks of medicill 
Instruction at the JSOMTC as part of their 
Advanced Non·Commlssioned Officers Course 
(ANCOC). Advanced Cardiac Life Support 
(ACLS) Insrructor certification is available to 
qualified personnel through JSOMTC·laught 
Instrucllon. Qualified sor medical personnel 
may also attend Advanced Trauma Life 
Support (ATLS) courses that are conducted 
prelodlcally by the Defense Medical 
Readiness Training Inslltute (DMRTlI utilizing 
JSOMTC facilities. In addition. a n,,"'ber of 
Initiati ves are being pursued which will pro· 
vide JSOMTC Instuctlon via distance learning 
to sor medical personnel worl dwide. In the 
near future, SOF personnel will be able to 
continue their ",edical education or receiVe 
supporl In the field by logging on to a 
J50MTC World Wide Web home page via Ille 
Internet. 

The Jolnr 5peclal Operallons Medical Training 
Cenler became operational with the Intla tlon 
of training In Jul~ 1996. This Inagural class 
marked the ne~1 step 10 R tradllion of Irain lng 
Special Operations personnel I" advanced 
medical Skills. Th is Imdition spans over ;0;0 
years and It Is JSOMTC's mission to carryon 
this lmdilion of e~cellence well In(o the 21st 
Century. 

COL Clifford e. Cloonan. Me. U.S. Mmy 
Vic" Chair. Depr. of Mllirary and r:mergency 

Medicine. 
Ullfformed Services Un/rverslry of rhe rrcalrh 
Sciences 
Berhesd ••. MO ~081" 
COli (Ret) Mich.'el WIIMnson. MSC. U.S . Navy 
Joinl spedal 0l'erallon5 Medica' Training Cente,­
N.wal Schoo! of lIealll, Sciences. f'or!smollih 
UsN Component. I'Or! 6"'99. Norlh Carolina 
28J07·~~OO 

CPT (P) S'eve (':11150". Me. U.S. Mmy 
Joint Special 0I'e,""loI15 Medlc •• 1 Training C""lcr. 
JI'n Spedal Warfare Ce"ler ""d SellOol 
t'urt Bragg. Norlh Carolina 28J07·~200 
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Thor's Hammer: 
Lightning Injury 

Robert C. Allen. DO 

INTRODUCTION 

Lightning Is" cons tant occurrenCe. There are 
upwards of 2.000 thunderstorms adlve 
th r oughout Ihe worl d ;11 any parl\cular lime. 
Worldwide. 11 Is estimated that lhat ther e are 
100 c loud.l o.ground lightning strikes eve ry 
second. Virtua lly every culture on earth has 
legends concerning lighting and thunder. 
from the Nordk Mam",,,. of Thor. \0 the Ihun­
derbolts of Zeus. to Ihe Southwestern Na!!yl': 
American Thunderbird. In ancient Rome. 
people killed by lightning were denied burial 
ri l ,,;,15 as II was presumed thaI they had been 
s t ruck down by the Gods. The re are s t ilt m""y 
myth s concerning lightning strikes, including: 
·L1ghtnlng never strikes twice In Ihe same 
place;, " If you ca,,'l hear the thunder. you're 
safe from IIghlnlng." "reople stmck by light ­
ning arc elect rically charged and Can shock 
you if you touch them;" reopte struck by 
lightning arc in 'Suspended Animation' and 
can be successfully resuscltated arter hours 
of CrR. " As we shall sec. at l of these myths 
arc In.::orrect. 

EPIDE.M tO LOGY 

LIghtning Injuries arc most common In arcas 
of frequent thunderstor m act1vity. In Florida 
there are 70-90 thunderstorm·days per year. 
The area of highest thunderstorm frequency 
In the United Sta tes Is a band across the mid­
dle of the Slate from Tampa. thro ugh 
Orlando. to Cocoa Beach. In northeast Me ... · 
Mexico there are approximately 70 It>under· 
storm-days per year. r:~en desert regions 
suct> as Ar1~ona can ha~e frequent thunder­
slorn,s. Southern Arizona averages 60 thun· 
derstorm-days per year. 

The exact incidence of lightning Injury 15 not 
known. There Is no accura t e reporting o f 
lhunderstorm deaths or Injurie s. NOAA 
reported 2566 deaths and 6270 Injuries f rom 
1969-1986. tto ... ·ever. the Incidence of light­
ning relaled Injury and d eath is almost cer­
tainly unde r-reported. II 15 estimated thHt 
Ihere are bet .... een 50 and :lOO light ning relat­
ed deaths in the United Sta tes e~ery year. II 
study from Colorado coverIng lightning 
injurieS and deaths from 1930- 199t report ed 
tha t 9% o f fataHtles were single ra ta llty 
miShaps, 10% were two fatantles per incl-
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deRI. and 1% were three Or mOre (atalUles 
per IRclden!. This may reflect the avallablllty 
of bystanders to pro~lde emergency care. 

PItY.'>ICS 

Lightning Is a complex phenomenon caused 
by el ectrical c h arge strati fication wllhln 
cumulonimbus clouds. This requires an 
unstabl.:: air mass (usually where hot and cold 
fronls meel). with rapid vertical mo~emenl of 
waler droplets and / or !ce crystals. Multiple 
layers of charges mlly .::xist wilhln the cloud 
masS. Wh.::n the c harge dlffer.::nlial between 
two c loud layers. or between the cloud and 
Ihe ground exceeds Ihe Insulating capaclly of 
the air. Ionized pathways form. creallng a bolt 
of lightning. 
For a cloud- t o·grOlIRd lightning strike to 
occur. a complex sequence must take place. 
rlrst. a $Iepped leader ro r ms from the cloud . 
r.::achlng towards the ground. III the same 
time, a pllol $treamer from the ground forms. 
reaching up towards Ihe cloud. There Can be 
sev.::ral stepped leaders and pllot str.::amers. 
Eventually. a stepped leader and pllol stream­
er meet. forming a pilot $Irol<e. This creates 
a 10 .... resIstance Ionized pathway betwe.::n 
charged layers (cloud/ ground). Wllhln mil· 
IIseconds. t he charges between the cloud ;]Rd 
ground equalize via ~ return stroke. There 
may be many return strokes. The average 15 
four to fI~e per boll. however. as many as :lO 
h,we been recorded. 



The IIgl,ting bolt itself i s 6 -8 cm in di~meter, 
carrying between 10 and 100 million volls 
and 20,000-50,000 amperes of direct c ur­
rent_ The duration of the boll Is very short , 
between 0,01 - 1.0 milliseconds. Bolts of two 
billion volts and 50 to 500,000 amps have 
been measured, 

Lightning bolls can strike up to 10 km in front 
of or behind a thunderstorm cel l. The 'boll 
from the blue' is a real enlily. and Is respon­
sible for many strikes ca using property dam­
age, Injury and death. 

Thunder occurs as a result of tl,e expansion 
of air within Ihe superhealed bolt. The thun· 
der sound wave Iravels al the speed of sound, 
while the lightning nash trave ls al the speed 
of lIghl_ The speed of sound at s.w level I s 
approximately 5 seconds per mile , so to 
determine your dlSlance from the lightning 
bolt , count the seconds from the flasl" and 
divide by 5 (Distance _Seconds/51. Dislant 
thunder 'rumbles' because of refraction of 
the sound waves, while close thunder is a 
sharp clap. 

There are multiple types of lightning. most 
named because of their appearance, Streak 
lIghtnin! Is the mOM common. and has the 
classic agged blot shape usually associated 
with lightning. lIibbon lightning resembles II 
relatively wide flat sheet- and is usually seen 
In cloud to cloud lightning. B~1l lighlning Is 
the strangesl of Ihe lighlning Iypes. It is a 
complex, poorly understood phenomenon. 
manifested by glowing balls of charge that 
may change direction apparentl y al random. 
Many theorIes have attempted to explllin lind 
predict Its erratic appearance lind sometlmes­
bizarre behavior. but It has never been ade­
quately explained or modeled. 

The Interaclion of a lighlnlng bolt against the 
hUlllan body is a complex collision of physics 
and physiology. Electrical current will always 
lake the palh of least electrical resistance. If 
the path of least reslslance I,appens to 
Include a person, then you have a lightning 
strike injury. 

Skin is quite resistant 10 electrical conduc­
tion, especia lly wllh very short <luratlon cur­
rent such as a l ightning bolt. As a conse­
quence, the lightning charge does not usually 
enler the body. but 'flashes over' the exteri­
or. If the charge actually passes through a 
body rather than flashing over, the viclim is 
a l most invariably killed. In a ' flash over' sit­
ualion, some charge may 'Ie<ok' Inlo the body 
via eyes, ears and mouth, causing further 
Injury. Burns rrom lightning are usually 
superficial. unless caused by healing of 
objects close to Ihe skin (belt buckles, dog 
tags, bracelets. etc.). \Vet clothing may be 
blasted from the body as a result of the boll 
fl ashing water on the skin or clolhlng into 
sleam. The mosl important polnl to remem­
ber about a lightni ng victim Is that the charge 
flashes over and Is gone within milliseconds, 
There Is no residual charge In the body after 

a lightning strike. The victim may be handled 
wilhout fear of being shocked (unless anolh_ 
er lighting boll hits). 

There are multiple types of lighlning strikes. 
A direcl slrike occurs when a slepped leader 
conneCls directly with a human or olher ani · 
m,,1. A splash slrike is " side fl ash rrom a 
slruck object to Ihe v ictim (bolt h i ts a tree, 
goes over the .. Ictlm and Ihen to Ihe ground). 
A contact strike occurs when an object that Is 
In direct contact with a person is hit and the 
electrical charge passes from Ihe objecl 
through lor over) Ihe person to the ground. 
Step voltage (also known as ground currenl or 
stride voltage) OCCurS when current passing 
through the ground finds a less-resistant path ­
way by passing up Ihrough a person then 
back down 10 the ground. This type of light­
ning strike Is commonl y blamed for killing 
I1vestock. Lightning can a lso cause blunt 
and blast trauma. due to the concussive 
effecl from the bolt. Or blast injury from an 
object that explod when struck, trees will (re­
'Iuenlly explode when slruck, as the water 
and sal' in the woo<l flashes 10 steam 

Il'UURIES ASSOCIATED WITII L1GH'mII'lG STRlKf: 

There are muiliple types of Injuries that can 
occur with lightning strike. Minor injuries 
Include dysesthesias, confUSion, temporary 
blindness or deafness, amnesia (1Y1,lcally 
anterograde). parestheslas, and ruplure of 
the tympanic membrane. Victims wTlh minor 
Injuries usually recover without serious phys­
Ical sequelae, althougl, psychological effects 
(storm phobias, depression, personality 
changes and such) can be quite serious. 

Moderate l ightning injury can result in a com­
bative, disoriented victim, A unique form of 
motor paralysis (known as keraunoparalys;s) 
can occur, Autonomic dysfunction can occur, 
witl, Including vascular sp"sm and blood 
pressure fluctuation. Loss of consciousness 
and cOllla are common. Viclims usually recov­
er. however significant sequelae such as 
calaracls, paresthesias and a"tonomic InSla­
bility may result. 

Severe lightning Injury Includes cardiopu l­
monary arrest (usually ca rdiac asystole or 
ventricula r fibrillation), direct damage to the 
brain, and bl"nt Irauma 10 Ihe brain Or Inter-
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nal organs. Frognosis In these cases Is usu· 
ally poor. 

Cardiopulmonary arrest after lightning sirike 
can be a primary event (think of it as the 
- defibrilialor from hell -), with spontaneous 
cardi ac re·starl w ithin a few seconds. 
tlowever, animal evidence indicales Ihal Ihe 
respiralory paralysis lasts longer, which can 
lead 10 secondary hypO)(IC c ardiac arrest. 
EriO changes indicative of myocardial damage 
can evolve If the evenl Is survived, cl ass i ca l· 
Iy showing QT prolongation. Although ST 
changes wilh CK·M B enzyme elevation h ave 
been known to occur. 

At one lime it was fell Ihat the unique nature 
of ca rdiac arresl assoc iated wllh lightning 
strike made successfu l resuscitation more 
likely, even after a prolonged cardiac arrest. 
Recenl data show thai this hypothesis (some· 
times referred 10 as Ihe ' cessation o f 
metabol i sm ' theory) Is nol correc t. Primary 
CMdlac and respiratory arresl associated wi th 
lightning strike may in fact do very well If 
early CPR is administered. However. sec· 
ondary cardiac arreSI from prolon!;led resplra· 
tory arresl has no better prognosIs than any 
other hypox ic cardiac arrest. Fu rther more, 
cardiac arrest as a result of damage to the 
bralnstem Is almost Invariably fatal. 

Neurological Injuries can be varied , ranging 
from d i rect electrica l injury to the brain stem 
(almost invariably fatal), to keraunoparalysls. 
Anterograde amnesia is common , sometfmes 
associaled with difficulty In short·te rm 10 long 
term memory transfer. Sympathet ic inslabili · 
ty , associa ted with co ld , moll led, insensate, 
pulseless extremities is sometimes seen . 
Blood pressure Inslability is common. and 
may last for several days. 

Burns associated with lightning Injury are 
usually superficial (deep burns are an Indica· 
tion of electric al passage lI"ough the body 
and carry a wave prognosisl. Burns Ca" a lso 
occur from lI1ela l objecls close to Ihe skin 
(belt bllckles, dog tags, elc). A pathog· 
nomonic sign of lightning strlk£ Is {caWcd"g 
bums of the skin. These are not real ly burns 
at all, but the result of an Intense shower of 
electrons aCross the skin . 

Many other Injuries can be associa t ed with 
lightning Injury. Cataracts can develop rapid ­
ly, within days to weeks, or Can show up years 
later. t"ixed, dilated pupils occ ur frequently 
in lightning victims and are an unreliable sign 
of death. TympaniC membrane rupture , hell1o, 
tympanum. and oto·rhlnorrhea lI1ay be not ed. 
Neuropsyc hological changes have been docu· 
menled In lighting Injury vicl i ll1s, bul are hard 
to quantify. followup neuropsychologic al 
lesllng Is recommended for all lightning 
Injury victims . 
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TRf:ATl'IErIT OF THE LlGHTfIIING STRIKE VICTIM 

Single vi c tim 

Scene safety, Lighting docs strike twice in 
the sam£ place. 

ABC's: Rapid CPR lI1ay prevent further dam ­
age. 5ta rt AC l S ASAP. 

Occult cervical spine Injury Is a possibility : 
prot ect th£ nec k 

Transporl A5AP to ED. Recognize occu lt light· 
nlng strike: victim down in field, clothes in 
disarray Is it assault or blown Ollt of Iheir 
clothes by a lightning sl r ike? 

Prolonged CPR In lightning strike vi c tim Is no 
mOre effective than It Is with any other form 
of cardiac arr£st. In a wilderness environ· 
m£nt. know when to quil . 

Multlpte vlcLims 

REVER5E TRIAOE. 

Viclims that are able to ta lk , move or other· 
wise show signifi cant signs of life will likely 
survlv£, Vi c tims that are down in cardiopu l· 
monary arrest need hel p first I reverse of nor· 
mal mass·casually lriage schemesl. 

CPR on all victims in arrest. 

Fal tents in arrest get transported fi r st. 

Kemember aulonomlc dysfunction and ker· 
aunoparalysls: people who a re awake, but 
complain of paralyzed extremities (espec ial · 
Iy lower ext remities) wil l likely do well. 
110wever, do use appropriate spinal precau­
tions. 

Hospital Evaluation 

Conlinu£ r£susc llation as needed, and ICU 
care , tnvaslve monitoring as needed . 

EriG. CBC, UA (check for myoglobi n ). cardiac 
e nzymes. 

Complete neurologic al exam. 

Compkt£ ophthahnologic exam, Inc III din g 
slit lamp. 

Neuropsychological testing? 

DUCKING THOK: HOI~ NOT TO GET lilT 

Don' t be the talles t objec t In the area. 

Don ' t b e next to the lallesl objecl in the area. 

5tay out of open fields, off mountain tops arid 
below the tree line in thun<1erstorm COrldi· 
tions . 

That thunderstorm cell " 10 kllcks over that· 
away- Can reach out and touch YOIl , un pleas-



,,"Uy. 

If In the nlountalns. sin:lter In a grove of 
Irees. 

If In a group. spread out so a single hit won't 
affect everyone (ha nd·grenade rules!). 

Sheltering in 11 metal vehicle is relatively safe. 

Bolls can be conducled through telephon<: 
lin<:s. water pipes. <:lecl,lcal wir<:s. cable TV 
lines. sleel reinforcing rods in concrele. or 
kite strings (Ben Franklin was lucky). Stay 
away from such things during an electrical 
slorm. 

If caughl In Ihe open. lying nat Isn·t a good 
Idea. Crouching down with reet together 
SeenlS a good a posture as any. 

Stay off the water in thunderstorm condi­
tions. 

Robert C. Allen. [lO. fACf! r 

U Col RoO AII~n Is ~lIm"'!ly 'JS .• ig"ed as Ihe Group 
surgeon, 7Z0lh special Tactics Qroup IA!'SOC). "t 
!llIrlburt fkld. rL. !Ie Is the h,,"d physiCian for 
USAF Combar CO<llrot- Combat Weather. and 
Special Operatlo"s r .. , .. ,escue pe,sollnel. lie I,as 
beell assigned ro Special Tacllcs for 7 years, flrsl 
as the squadron Surgeon. 24th Special Tactics 
Squ,ldron, rofte ArB. NC "nd IIOW as the Group 
surgeon, 7]0 h spec/Ill TIlcllcs Group. 

Dr. AII"n is originally from Cta",,,,on/. Callfo",ia. 
and <lid his undergraduate work al the Unl.ersity of 
California. Irvine. where he completed degrees In 
l>IolOlJlc~1 sciences and chemIstry. lie aucnded 
medlc,11 school al the College of OSleopatMc 
Medicine of Ihe r"clfic, receiving 1'/5 DO degree In 
198;'. Afler completing his /lIle",5hlp In rontl,.c. 
MI. he c"me on acllve duly with Ihe Air Force In 
t984. 

Dr. Allen did his residency In fmeryency Nedlclne 
a! Wilford /lal/ USAf" Nedlcal Center/BrooK Army 
Hedlcal Cenler, Is 80ard-Cerltfled In fmergency 
/'fed/cine . and ;s a ,.,,11000' of the "merican College 
of fmerg"ncy Physic/ans. Dr Allen h~s e..-I"nsi." 
experience in cllnic,,' toxicology. operal/onal 
",,,dicine and wUdern"ss medicine. He is on the 
Doard of Direclor5 of the Wilderness /'I"dlcal 
Society. 
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Oral Fluoroquinolones: 
A lVew Tool for 

SOF Combat Medics? 

f'rank Buller, MD 

Knowing th"t .... 'ound Infections const itute one o f 
the major causes of late morbidity and mort<llity 
from combat t",uma, why are we not more <>ggres. 
sl"e In start ing antlbiotlc therapy as 500n as possi­
ble for sor opcrators wounded In baltle? 

The USSOCOM-sponsored workshop on Tactical 
Management of Urban Warr<lre Casualties held in 
T<lmpa in December 1998 focused on the SaUie of 
Mogadishu In t993 and identlfied a number of 
potential impro"ements in the battlefield care of 
combat casua lties. One of these was the need for 
antibiotics to be administered as soon as po55ible 
after wounding. Th is was not done in Mogadishu 
and there w"s a high Incidence of "ound Infections 
that followed the pro tonged e>'anmtlon time for 
tile casualties in this engagement. The <lntibiotics 
discussed by the panel for thts purpose .... 'ere cefox. 
Itln and ceftriaxone. Both o f these antibiotics, how­
ever, require mixing and IV Or 1M admlnislratlon by 
the combat medic In the ftetd. Although this is eas­
ity accomplished in the confines of a medical treat· 
ment f"dlity, h"ving to m ix and administer an IV 
IIntlblotic Is an un .... 'a rued logistic burden for a 
corpsman, m edic, or P J engaged in a combat 
action. 

Participants in the Mogadishu workshop noted that 
" possib le alternative to cdoxltln or ceftrlaxone Is 
the ftuoroquinolone class of anti biotics. Since 
blood levels of t he nuoroquinolones ilchieved with 
ora l dosing Me similil r to those achieved wflh IV 
dosing, SOP combat medics could easily calT}' an 
adequate supply of "ntibiotics for the ent ire uniL 
Admlnlstertng the antibiotics to wounded team­
mates would require no more than sw"lIowing a 
gulp of w"te r from a cilnteen. The nuoro­
quinolones " Iso h"Ye an e:>,cellent spcctrum of 
antibacterial action. TrovaOoxacin is effective 
"!I"inst gram-positive, gram-newotive. and anaerO­
bic orgilnisms. ClproOo~acln has less activity 
"!I" inst anaerobes but offers excellent coverage 
" gainst Pseudomonas s p ecies. 
Levonox" cln has more action against gram-positive 
org<ln isms than ciproOoxacin, but is le55 effective 
"g"inst Pseudomonifs and equilily Ineffective 
ag~inst anaerobes. 
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In addition to the adv""tage of oral administration, 
the fluoroquinolones require less frequent dOSing. 
Both trovaOoxacln and levolloxacln are given as a 
single d~ily dose. Imagine ~ SEAL plmoon with ~ 
seriously wOlrnded Individuals that cannot be 
extracted for 48 hours. To maintain antibiotic cov­
erage ,,-i th cefoxitin for all ~ c"sualtles would 
require 24 doses - il quantity that SEAL corpslllen 
are not ilket)' to carry. In contrast , a single bottle of 
trovaflox"cin or levofto~acin t"blets would suffice 
for a much longer pcriod If required. 

The ftuoroquinolones h"ve "" excellent Silfety pro­
me. A review In the October 1999 Na),o Clinic 
Proceedings states that the they are tolerated as 
well or better th" n any other class of antibacteri,,1 
agents. The t>est·hnown toxic effect of the nuoro­
<lulnolones has been the se>'cre hep<ltotoxicity 
seen with trov"nOJmcin use, but this was seen In 
only one hundre<Horiy p<ltlents out of 2 :; million 
prescriptions. and was seen afte r long-term Imore 
th iln twenty-cigllt days) use of the medication. 
Gastrointestinal upset Is seen In about fi~e pcrcent 
of patients trcmed with lIuoroquinolo"es and mild 
allergic reactions Ir"sh, urticaria. "nd photosensi­
U>'lty! are seen In one to two percent of pmients. 
~t i ld eNS symptoms Iheadache and dizz iness) are 
illso encountered with the lIuoroquinoloncs In live 
to ten pcrcent of patients. 

Do .... '1'0 need double-blind. randomized . placebo· 
controlled studies to stUdy this potentlal Ireatment 
option? This t>-pc of study is not likely to be done 
In humans, and, eVen If It .... 'ere to be attempted, It 
woutd be d;mcult to replicate comb"t -appropri"te 
conditions in civili iln tr"umil centers. lJSSOCOM 
BiomedIcal R .. D Task 7·:2000 attempted to under­
take an animal stUdy to answer tll is question. The 
respon"", from I .. bomtorles that might potentially 
have u"deftilken th is study was nllnlmal , ho,,"'e"er. 
largely because of the difficulty of maintaining 
injured and Infected "nimal.,. in a humane milnner. 

Another way to approach this question wou ld be to 
conduct" workshop to eKplore the poSSibility of 
using oral fluoroqllinoiones to prevent ,,"'Olmd 
infections in combat tmllma. A prelim inary litera-



lure search shou ld be accomplished ~nd Ihe 
reSults disseminated to workshop participants. 
r:xpelt:5 In crltkal c.~re> Infectious dlsc~sc, and 
trauma surgery Should Join "lth representatl~es 
from the SOl' medical community to acldress q...".. 
lions such as, 

I I Which medlcatloo should DC u$Cd? 
21 Should II be used before comb<Jt Or afte, 
wounding? 
3 1 Whkh Ifpe§ of wounds should II be used foa 
4 1 Should 5I:\e ... 1 different fluoro qulnoloou be 
used. "llh the choke of medication OCpen<ianl 
00 the type of "ound-f 
~I Are lhere Iypes of wounds le.g .. penelratlng 
abdomlMltraumllJ Ihat ,",ould benefit from 
comblnalJoo therapy? 
6 ) lire there wounds for which only IV <'Inllblol.lcs 
should be used? What If no IV antibiotics are 
available for IheK wounds? 
71 Whal side effec:ts should be e~pecled from 
Ihe agenl(Si chosen? 
8) !lest !W:cond choke oral antlblotJa 

The results of this workshop "III hopefully provlClc 
SOl' medlcal leaders with the Information they 
need to make 3n Informed decision. There may be 
no single best answer to tile question of how SOl' 
flrsl responders c:an bcsC hell) to pre .. enl wound 
Infections in their wounded teammates, but the 
use of oral fluorO<lulnoloncs holdS a weal deal o f 
promise as a c:ombat-allproprtate approoc:h to this 
problem. \\hlle "'e wou ld all like to lIa\'e deflnltlve 
dinlcal studies In Ihls Ilrel' prtor 10 making a d«1-
sion Ihe SOl' medlc:al <.:On"'1Unlty can't usc thaI as 
an e~C:use 10 Ignore the Issue. I:\ery single combat 
operation Ihat SOl' undertaJ..es requires Ihat Our 
mlsslQn c:omrna.nOCrs be prepared to make c:rltlcal 
dedslQns "llh Information that 1,lncomplele. l1>cy 
are e~pected to rely on their 1",lnlng and Judge· 
menl 10 come up ,,'llh the best possible anSwer 
gJ~en lhe cln:umstan<;f::$ the) encounier. 11>ey 
"-"pe,,1 Ihe same of those 0( us In sor medicine. 

"e kno .. that "e .. III have "ounded sor operator5 
In future battles: ,,'e know Ihal many of Ihem wm 
ha\e prolonged delays to dennltlve medical care; 
and "e know that many of Ihem "m de, clop 
,,·otmd I"fec:tlons If Ihey are not treate<! ,,·lth appm­
priate antibiotics 3/j 500n a) pOSsible. Oral nllOm­
qulnolones are a much better lInS"er Ih"" "hat 
has been done In the past to pre~enl ,,'ound Infec­
tions in sor c:ombal c."\5ualtles. That all too often 
ha5 been - nothing. 

Do we " 'anl to add a .. -ound 'nf«tlon to thl, 
c:as.u"Uy ·" problems? 

(i1wlo c:ourtesy SfC Hob /'filler", 7., Hallgc~1 

CAPT h"ilnl< lJutt",r 

Caplai" frank lJutler is Ihe Chief ofOphlh.~lmoI09> 
al Pensacol,~ Ninal Hospital. tie Is om: of /loe few 
Na~y physi<;/al!5 .. 1>0 arc Sr;AL-q"allned. lie Is lI>e 
Womedical l\ese.~n:I> Director for Na",ll Sped.,1 
W .. r(,~re Command. 
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Keratorefractive Surgery 

Scott Barnes. 1'10 

Keratorefractive surgery 
is a new procedure that gets 
rid of the need for glass-
es, right? Well. it is neither new not docs 

II get rid of the need [or Wasses (tn <!" "rybody). 

The firs! surgical procedure to reduce the depen· 
dencyon glasses is gene rally believed to be by the 
Japa nese doctors Sa lo and Akiyama In thc 19.';0". 
Cuts were made on the Inner and Qule r "urfiKes o f 
Ihe cornea or .. '1111"9 patie nts. ~Iost pallents had a 
dramatic Improvement in their un<.:orrected " isua! 
3<:ully ... ,,,1I11 somc years later when all patients 
requi red corneal transpl an ts \0 see th rough their 
now opaque corneaS. Thanks to Dr. :)alo's un fort ll ­
nate experiment, we now know that One cannot 
make cuts on tho: Inne r su r face of the corne<! wllll· 
out disastrous results. 

This mls.~dvc nt ure temporarily set back refractive 
surgery, until Ihe Sovlel Union de<:lded Ihal il was 
lime 10 lest a proced"re called radial ker;'tOiomy 
(RK), In Ihe 1970s, Drs, Fyo<lorOl and Durnev "'ere 
able 10 en list vo lunteers 10 telit " pnxedure In 
,,'hlch radial CUIS "'ere made on the outer surface 
of the cornea. Again. man} of the patlenlS 
achieved dmmatic: Impro~emenl5. Nowever, "nlCM 
Ihe In<:lslons were carried through al least 90·9!>% 
of the thickness of the COrnea (1, .. ltho" t going 
through I DD%). there was not a Signi fi cant 
Impro"ement. Of more COnCern Is Ihe cornea's 
lack of healing: corneal keraIOC}'es are spe<:l"liled 
cells which heal dlff\:renUy than typical tissue 
fibroblasts. Otherwise. an opaque sea, would 
result. Th is modified healln9 response allO\,'s for a 
""eakened cornea along the incision IInes_ The 
opthalmi<: literature conlalns a number of repons 
of ocular tmuma resulting In globe (eye) ruptures 
along lhe previous "healed" RK incisions. 

While m any clvman ophthalmologists and patienlS 
were quite happy "'itn RK. the potenUal for trau­
mati<: ruptures, the ensuIng rcgreS5lon cffC'Cts 
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(changing refraction ~nd prescription Over lime), 
and Ihe significant visual acuity changes Ihat occur 
at altitude (discovered by Army opht halmologists) 
caused the military community to aloid suCh pro­
cedures. 
The n e~ 1 refn' ctll'e proced ure to 9'lin fa ... or was 
photore(mctive keratectomy (l'RK). While this 
sounds similar to RK, 1\ has no slmllant} Olher Ihan 
Improved visual acu1ty. This procedure ", as piO­
neered by ophthalmologists in louisiana In 1987, 
using an e~dme r laser developed by Dr. Toboda of 
Brooks Air Force I~se _ The e.xdmer laser allows 
very predse cuts without appreciable collateral 
damage. The phOiochemlcal ablation avoids the 
peripheral melting assoc;lated .... Ith typka] pho­
tothermal lasers (YAQ, CQ2. etC). The basic pro­
cesslm·ol,·es reshapinglhe corneal surface to bet­
ter focus Images upon the retina. 

f'R1'i has the advantage of nOi "'eakenlng the 
cornea, not being affected by altitude or preS5ure 
changes, and 1'101 being associated with slgrllflcant 
regression. The main dls..dvanlages come In the 
Ihree to fl'e days o f discomfort associated .... 'Ilh 
epithelia] healing. the us",,1 one 10 1"'0 "eek peri­
od of visual re<:overy, and the problem of corneal 
haze "hid! Hppears to be associated more wllh 
higher degrees of myopia, (greater than -6 10 -20 
dloplers l. ~ndage contact lenses and presc"a­
IlIe·free anesthetic drops hal'e greally reduced the 
Initial discomfort and the neWer generation lasers 
have markedly reduced the inddence of corneal 
hale and the Ume necessary to achle~e one's be~ 
... Isual acuity. HO"'ever, Ihe sear<:h to Improve the 
p"tient's eJiper!ence with refractile surgery resull· 
ed In yet another refractive procedure. 

Laser asSisted In·situ kera\omlleusis (or UlSll'.). Is 
the m~ recem player In the refractIve market. It 
Is actually a combination of a 1950's technology 
(updaled to 1990s standards) with the s..me laser 
procedure described fo r f'RK. Jose Barraquer of 
Colombia described a lechnlque "'here he used a 
manual lIera10me to sha\'e off a thin 51ice of Ihe 
cornea, H" frole this portion and reshaped II using 



a smal l lathNype device. tte then sutured the 
reshaped section onto the Corne.. . While 
Barraquer had success wllh Ihls procedure, ,"'orld· 
wide results were not as impressive. 

LASH'; employs the keratome that originated with 
Barraquer but It Is now automated once the sur­
geon manually positions the device, Inste3d of 
tota lly removing lhe sm311 corneal flap. an uncut 
ponton acts as a hinge. This flap is folded back 
and the excimer lilser reshapes Ihe underlying 
corne3 In the same milnner ilS with rRK. The 
corneal flap is placed back over the tre3ted stroma 
and allowed to he~1 back in place. 

The main advantages of this combination proce· 
dure are rcm"rkably quick reco,-el)" of vlsu,,1 acully 
and essentially no post-operative pain beyond mild 
discomfort dm;ng the day of surgery. There Is less 
follow up im'olved wllh LA51K compared to rRK as 
well as less post-operative medication. There 
appears to be less incidence of corneal haze th3n 
with the original PRK but modern PRK shows simi. 
lar rates. 

The mail1 dis.1dvantayes Involve nap dislocation 
associated with trauma: litemture and anecdotal 
episodes l13ve occurred with dog's paws. tennis 
balls . pet birdS. eye rubbing. and a child's nnger to 
a parent's eye. While most of these patients did 
welt after receiving immediate ophthalmologic 
c",e. the special operations arena In,"o;"es person· 
nel deployed In remote, Isolated areas which often 
have little access to such specialized care should a 
nap dislocation occur. An unproven but theoretical 
risk relaled 10 Infection was recen tly raised among 
refractive surgeons, The normal COrnea has colla· 
9"n nbers arranged In a f3shlon some""hal like 
wind ing country roads. so thaI peripheral infec­
tions cannot easily travel acrOSS the entire cornea. 
However. the allendees at the recent Amencan 
Academy of Ophthalmology meeling in D"II"s 
rai5ed the possibility that creating a LASIK nap 
m ight be like crealing a superhighway, allo""ing a 
more direct access to Infectious organisms. Late 
complications of dry e)'es ~Iso seem more com· 
mon ,"'Ith LASIK as compared to rRK: this is 
thought to be re lated to the slow regener"tion of 
the corneal nerves cut wllh the LA51K nap. 

Reports vary widely but as ~ whole the results of 
PRK and LASIK are Identical to the patient. There 
Is no slgntncant advantage for either procedure 
regarding uncorrected visual ac" i ty. Incidence of 
glare . halos. or night vision dlmcultles. Numerous 
stUdies have also Indicated that there is no differ· 
ence in PRK Or LA51K in post-operatlve loss of vlsu· 
al acuity (about O.!F2.0% of patients wil l lose at 
least two lines of vislml acuity). 

However. the significant advantage of a rapid . pain· 
less visual reCO"ery with less Intense follow up 
ca re ""arrants f"rther investigati on of the ",,(ety 
and emcacy of LASIK In the sj>eclal operations sol· 
dlers. A stUdy of Ranger school candidates after 
LA51K w"s initiated in the I"te 1999. To date. I,} 
subjects have made it through Ranger school ""Ith_ 
out any Incident of nap trauma or eye-related dim· 
culties. Nmnerous subjects reported """Iking Into 
branches, One sold ier's corneal abrasion was so 
deep that he sought medleal care: while tile linea, 
abrasion was directly across the entire LA51K Oap. 
there ,"'as no e"ldence of nap displacement. 
Recent IRB approval was granted for a study im'olv· 
Ing Special Forces Qualification Course ISfQC) and 
B3Slc Unde""'''ter Demolllion/Sf.-AL mUD/ 51 candi­
dates who have had previous LASlh. 

Current Army regUla tions prohibit sold iers from 
entering the service or from participating in all 
combat arms schools after h"ving any tYf><: of ker· 
atorefracttve surgery (Rh, rRK. or LA5IKl . 
tlo""e"er. there is a process for waiver considera­
tion. Prior to entrance, m ilitary recruiters Can help 
"" app licant secure a ,",'alver for rRK or LA51K pro­
vided the preopcrati"e refractive error was less 
than eight diopters, The surgery muSI have been 
done 12 months prior to application (this may be 
changing). ""ith no complications or side effects 
impacting daily performance (cannot be using eye 
medications). and resu lting visual acuity must cur· 
rently meet entrance requirements. 

Applicants for COUTSf':S administered through the 
John F. Kennedy Special Warfare Center a"d 
School will be considered for waivers only If they 
have had PRK, Other than the 5FQC/ BUD/ 5 study. 
no ""aive rs ,",'III curremly be considered for LASIK 
0 ' KK. Howe"er, the policy regi1rdlng LA51K may be 
amended based upon the results o f the above 
study. The prerequisites for the waiver "re the 
S.~me as mentioned for new recruits with the 
exception that the wait time after rRK has been 
shortened to three months. 

are no regulations 
which prohibit those 
already on active duty, 
who do not intend 

There 

going 
combat to any of the 

arms schools. from 
receiving either I'RK or 
LASIK. The on ly current exceptions to this 
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are those In the flight communlly (nlghl 5OlrgcoA, 
flight crew, a,·iaIOfS) ,,'00 would lose Ilk:/r fitness 
for flying d,,'Y tf they un<krgo any type of rd"'Clivo:: 
surgery. Fort Rucker 15 s.ecking approval for a 
study of avl,,1I0n candldales who have Imd prevl· 
ous PRK or L"SIK. the SI"tus o( which Is undeter· 
mined al this time. 

The "rmy has begun" "'Iher significant rdriICllve 
surgery progr.>m for the ..",rnghter. f1ve: laser cen· 
ler.; are pI.'lnned for Implementallon, .. llh lhe first 
cenler at Fort BriIIlJ!I Ol"'-ratlonal as of M"y 2000. 
The sites are Initially funded to ope""e on 1000 
p3lients/year. los the demand (or refractive surgery 
wHl far outweigh 1000 p;oUenls/year. the Oller,,· 
1I0"al unils will t»: asked to develop an order of 
merit IISI similar 10 Ihose used for the MIIII",), 
Freefall or Combat Dive Quallfkallon Course. The 
klea is to bring the surgery to those soldiers mo51. 
lI"ely to recelvc thc 9rCalesl benefit from a 
redu<:ed dependen<:y on glasses ralher than Ireal · 
ing the first 1000 p.'lIlents to requ"", the surgery. 

While the su'9CI)' Is quite suc<:essfu1. tho: ,,",(USlve 
advertising 3SSO(Imed ,,·1t11 such a high priced pr0-

cedure gives lhe Impression Ihal this Is " perfect 
procedure gua""l1eed 10 etlminale gla~ses or con· 
tact lenses. The I and,} monlh ,esults (ro", the 
,drnctlve su'9CI)' dlnl<: "I Womack Army Medical 
Center {900 1'Rrt rll'OCedures. 450 LASiK proce· 
du",-,,) show uncorrected ~isuar acuity of 20/ l oS In 
~2'!1o and 20/ 40 In 98' of patknls undergoing 
I'RI\; 42' at 20/ 1 ~ and 97' al 20/ 40 for p.1tlcnls 
undergoing LASI!'- These results are beller tllml 
the fDA trials ~nd M good or better than most 
refractive c"nlel'S Ihal publish their data. White 
many have excellent uncorrecled visual acuity. 
50me will require corrective lenses 10 achIeve their 
best vision. Thai IS why Ihe proc"dure Should be 
advertised as aiming to r,,(juce the dcpendency On 
glasses ralher than promisIng 10 eliminate eve!}'" 
one's need (or corrective lenses. 

What does the future hold 
for refractive surgery? 
Implantable silicone rlng.~ thaI change the shape o( 
t he cornea. Inlrastromal lasc, wllhout culling II 
flap. Intraocular lcn5C5. and wa.'efront analysIs 
"',Ih custOll1I~ed laser ablation are all possibilities. 
I'o'ave(root analysis uses technology found In m~ny 
aSlrooOll1IcaJ telescopcs to measure the flne dlf· 
rerences In with the corneal surface. Computers 
lin" this In(onuallon to" v~riable spot Laser .... hkh 
can nlOre specJrk"lly custom design ~ detailed 
resurfacing unique to each individual. TIle early 
results from New Orleans ;,clually seem 10 point 10 
slightly bettcr re~"lts with rRK lhan with l.A.SIK. 
The present lasers aim to give one the SlIme visual 
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acuity that one 15 capable of wIth Wasscs or con­
tacts; cu<;lomlzed wavefront ablation might ha,-e 
the poIent!al to glll1: the patient !>cller vision than 
Is currently po:.slble with glasses or conlacb. 

As (or m lillal)' rcfr"ctlve surgeons' being On the 
leading edge of ~cratorerracl l ve work. the Navy's 
,e(mclive center In San Diego is going 10 be One o( 
the maIn 'CK.1rcli centers (or customized wa"e· 
front ablation_ The clink at fort Br<>ru I, currently 
in negotiations to bc Invol~ed "Uh this exciting 
research. So " 'hlte Ranger.; may lead the way. _ 
ophthalmologists a .. : ",aking that way more (learl 

MAJ Scali ll.arnu. MD 
NAJ 5coI.1 ll"''''~ .•. USASOC IJep"'Y Swyeo" ~;td IWI 

.. ~jic senl,'9 lIS 1M Oroup S"""",n. I~ SIUIiI) I" 199;,. 
This /cd to II reoI<kncy In OJ-'hthalmo/ojjj In ~r to 
bring rcfmal,c wrger)' to the "f1"C/a1 opcr.WIoo'I5 cam 
munlry. 



Laser Eye Injuries 
For the 

Special Operations Medic 

John McAtee. PA-C 
The rapid gro .... 'lh of laser technologies has resulted 
in increased military use of lasers by 000, 
unfriendly fo...::"s and U.S. Allies. R.1pid prolifera· 
tlon has pmportionally Increa<;ed the risks that mil· 
itary personnel may be exposed and Injured. 
Applications of laser>; include target designators. 
range Onders. seturf: communications and amipcr. 
5Onn"t weapons. A s ingle, microsecond or sllOller 
nash from a laser am cause dam3ye to Ihe eye if 
the energy reaching tile cornea or retina is abov" 
the damage threshold. Susceptibility o f Ihe IlUIll"n 
eye to Injury and the Importance of "Islon for mis­
sion execution and success requires, a general 
understanding of the principals of laser energy. 
rapid Identification of injul)' and treatment and 
immediate command notification, 

Laser Is an acronlrn which s(ands for Light 
Amplification by Snmulated Emission of Radialion. 
The energy is in the opHcal portion of the elec(rO" 
magne(ic spectrum tha( Is ampllfie:<1 W an extreme· 
Iy high Intensity. Tire term "radiation " refers to 
energy tr"nsfer ~nd is often misinterpreted 
l>e:cause the same lerm Is also used to de.scrit><: 
radioactive materials or ionizing radi~tlon. Energy 
is transferred by conduction. convection and radio 
at lon. 

In the present use, radiaHor1 is merely o ne of the 
three ways energy can t><: transferTl':d; the olher 
two being convection ~nd conduction. 

The color of the laser light Is expTl':ssed In terms of 
its w"velength . ~nd the most common unit of Laser 
""a\'elength measuremenl Is the nanome(er Inm), 

Laser Hght is non-ionizing and ranges from lhe 
ultra·vlolet ' I 00·400nm). (hrough visible (400· 
700). and Into Infrared (700·lmicromcter), 

Lasers are cJassifled inlo one of four general c"te' 
gones based on their potenllal for Injury. The fol· 
lowing "re the four categories ,,"d a brief de-.crip­
tion of each. 

Class I 
This class Is considered safe ""d includes lasers 

that cannot radi,,!e energy above exposure limits 
for eyes under any condition that Is Inherenl In (he 
design. 

Class 2 
Lasers in this class musl emil a visible beam. 
Because of Its brightness and dazzlinQ- these lasers 
woutd evoke an aversion response that would 
force the viewer to I<x>k away. These lasers. under 
normal conditions. would not produce an Il\iury W 
tire eye if viewed directly for less than 1000 sec· 
onds. Intentional extended viewing is cons idered 
hazardous. 

Clan 3 
Class 3 lasers can emil at any "'·,)\'elenglh. ho,,'ev­
er, it cannot produce a diffuse reflection hazard 
unless focused or viewed for extended period at 
close range, 

Class 4 
These lasers present an eye ha~a rd from direct and 
diffuse reflections 

Listed t><:low are currem lasers depIO}'ed by DoD, 
with comments on tireir characteristics: 

488/ 515nm 

:;~2 nm 

6 4 7 nm 

694 nm 

Argon Ion lasers used In 
the ralkl~nds but limited to ship­
board application or other plat· 
forms with at least 10 kW of power 
availab le t><:cause the laser is only 
0.01 % efflc le,l\. I to:; W cwo 

Doubled output of Nd:YAG, 
Nanosecond pulses of h igh energy. 

Diode l..ser pointers ~nd designa-
10rs. Low power, cu .... en!ly nOW of 
limiled or no threa!. bul may t><: 
more powerful In the future. Low 
po,,'er avail~ble commercially now. 

Giant pulse ruby In o ld Soviet range· 
finders. Nanosecond pulses of high 
energy. 

X. rays 
0.1 

Ultraviolet 
10 100 

Visible 
200 JOO 

Near Infrared Mid Infrared Far Infrared 
30um·lmm 400 500 600 700 800 900 1000 3um 
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750- IOOOnm 

8~890nm 

1.06 micron 

1 . .3 micron 

1.54m k ron 

2.1 mkron 

2.7 at .3.8 
mkron 

g· 1 I micron 

Tunab le Cr· Ion in solid·state hosts 
(AIe~andrite or LlSrAIO or T!:AI20.3. 
Future counter ·measures lase"" 
eithe r short pulse Or long pulse at 
high energy. Cr.USAF Is mOS! prob­
able candidate. 

GaAs semiconductor diode lase",. 
low power indi,1dually for pointing 
b" t h igh average power in giant 
arraY$. Expensive. but very power· 
emd en t. Available now. IK pointe", 
used by Special Tacllcs personnel 
10 m arll targets. 

f undamenlal output of Nd:YAG. 
Ayallable In high energy. short puis· 
es and in high·average·po",er. either 
high FfF pulses or cwo Work·horse 
laser on baulefield: r<mge·fi nder. 
designalor. Illuminator. elc Sped al 
Tactics is usIng the AN / PEQ· ] A laser 
target deslgl1alor (LTD) for d ose air 
support missions. This is a class IV 
laser system. Also. Ihe AC· I30 tl l U 
has an airborne ,'e",lol1 of " LTD at 
1.06 micron . 

Very h igh energy single pulse poIel1· 
lial laser ",'eapon: lodll1e ato m. al 
present In the laboratOf)'. 

Erbium Ion in solld·stale hOS! or 
w."dengl h shifted Nd. Eye-sa fe 
wavelength for "'nge-fil1dlng or des­
ignating. Usually low energy and 
power, 

Nolmi"m Ion. solid stale laser. Eye­
safe applications and countermea· 
sures. Medium energy and power. 

n lgh·average PO""er Ilf Of Of 
chemiGlllaser. rotential ",·eapon. 
Micron waH~lengths. 

C02 laser. Nigh average power at 
high efficiency. Versalile laser that 
can be used for almost all applica. 
t lons under consIderation. Can be 
",eaponlzed and ,"ay have many 
non·lethal applications. Including 
medical. 

A 11l$Cr produces an Intense. high ly d irectional 
bea", o f light. If directed. renected. Or focused On 
an object. Ihe 119hl "Ill be parllally absorbed , Ihus 
"'lsl"9 the temperature of the s"rface and poten­
tially causing an alteml lon Or deformation of the 
malertal, In addition. there can be photochemical 
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effects ",hen the wa"elength Is sufficiently short 
(ult ra~lolel Or blue region o f Ihe specln"n l. The 
e)'e Is particularly ~nsltlve 10 laser energy by Its 
, ery n~lure of ~bsorpt lon and concenlratlon of 
light .. nd t hus It Is exquisitely yul l1erable 10 Injury. 
The poten tial for Injury depends upon ""hlch stlllC' 
ture absorbs Ihe energy. Injuries can occur to the 
cornea. lens Or relina depending 011 Ihe ",a,'e· 
lengths, Intensity o f the rad iat ion and the charac· 
teristics of Ihe v~rious eye tissues , 

In Ihe far "hrmiolet ~nd fa, Infrared w'""elengths, 
the COrnea absorbs Ihe laser energy and nm) be 
damaged. The .. bsorpllon prooucC$ iI photollerat~ 

tis (""e lder's burn) by a pllotochemlcal reaction 
resu illng in iI denaluration of protein" ",'jthin Ihe 
cornea. This Is a temporary condilion. 1t000ever. 
the Injury can be exlrem ely painful "nd GIn cause 
an (mmedlale loss In visual acuil). As the ,,"'ave­
length ietlgthens (.3 I ~.4oonmL Ihe cornea, lens 
and aqueo us humor a llow UV radlatlon penetration 
"llh Ihe prinCipal abso.-ber being Ihe lens. The 
photochemica l prace" within the lens results 111 
Ihe denaluration of its proteins causing the devel· 
opmenl of a calaract. 

Of greatest COnCern is Ihe laser exposure in Ihe vi,.. 
Ible and nCar Infrared region of Ihe optical spec· 
trum t4oonm·1400nm). Near Infrared lasers are 
In ... !slble to the un" ided eye. but man)' GIn be seeR 
""ll h nighl ,;sion !J099.Ies. The cornea. lens and ~Il­

reous nuld are Iransparent to the radlallon of Ihese 
"a,elengths. Damage 10 Ihe rellna ocCurs by 
.. bsorpClon of loighl and Its con,'e",lon to heal by 
the melanin in Ihe pigmented eplthetlum. or by 
photochemical iJCtion 10 the photoreceptor. 

The focusing effects of the cornea "Old lens can 
Increase the Imldiance On Ihe retina up 10 100,000 
times, for "Islble l>ghe Ihe ""e,,,lon renc~ Ilhe 
automatic turning away from an e~lreme Jiglll 
source. approxlmalely O .2~ secondsl may reduce 
exposure. ho"'ever. this will not occur If the Inten· 
sil y Is great enough to produce damage more 
mpldl). Extenl of In jury will be Increased If the 
pupil Is dllaled at Ihe time o f Ihe Incidenl l as I" 
night operations\. if the beam 15 directed and not 
renected, If blnocula", are In use, .. nd relative 10 
the duration and strength of the light source. L1ltle 
healing occurs afl er damage 10 the retina occurs, 
and no Ire .. lmenl Is currently a,'allable, The se ... er· 
It)' of ... Islon loss depends on which area o f the retl· 
na is damaged_ o..",age to Ihe (m'e" Cenif<Jlis. Can 
resuilin significant and permanenl lO$5eS of "Isua) 
acuity as ,,'ell as color vision. Repeated Injuries 
are cumul~li~e and Can lead 10 total blindness. 
If a laser exposure Is suspected. Ihe health care 
pro,'lder must oblain a detailed operational and 
medical history. Del ermine the n .. ture .. nd ChM­
actertstlC$ of the exposure. Inc!udltlg details of 



Intensity, color. constant Of nickering light source. 
duration of e.~posure. location. range. tracking 
characteristics. airborne or ground environment. 
ilny immediille Of delilyed symptoms. ~nd glilre. 
paIn or photophobia. Keep In mind thai Injuries 
from lasers invisible to til e naked eye may present 
wllh sudden visual symptoms .. i t hout iI history of 
~lslble light exposure. Ills Important to note ... hat 
Iypes of personal protection equipment or optics 
were being used at the time of the inddent. 

The medic should test eyes independently. assess­
Ing ,Islon with lhe Aidman Vision 5<:reener and 
,Isuat fields with the Amsler Grid. and record the 
results. Each eye should be tcsled separately 
while the opposite eye Is covered. It is cr!tlol to 
follow and documenl any <:hanges. so ree"arnlne 
the victim as <:1lnlolly Indicated and at a minimum. 
el'el) 24 hrs. If [>OSSible . tcsl distant ,isual acuity 
using the 5nellen Vlsuat Acuity chart. If distant 
visuill acuity Is worse Umn 20/~ and the patient 
uses corredlve eye We," which Is not available. 
use a pin hole acuity test to access dlstanl visual 
acuity. 

11 Is e"tremely Important to perform a complete 
physical exmniniltion of the eyes inctuding iln 
external examination of eye and adenexa looking 
for evidence of burns. 

EXamine the pupils for anlsocoriil (unequill pupils). 
fI"ed pupil. or other ""terna! abnormalities, Be 
sure to meilSure and reCOfd both pupil sizes In dim 
and bright light. 

Per form a funduscop ic examination. Inability of 
the examiner to focus On the retina Can be a sign 
of vltreat debris or hemorrhage Afler <:ornplellon 
of the funduscopic e"am, per form a fluorescein 
examination wlth a cobalt blne Or Wood 's lamp. 
Describe and diagram any lesions that you may 
identify. 

If there is a corneal injul)', treat It as an ultraviolet 
kerallUs. If the eye Is pa inful. apply topical ilnes­
thetlc drops, a short acting cy<:lopleglc medication, 
topical ophthalmic anllblotlc and patCh. Victims 
with vitreorelinal il1,jurie5 should be maintained at 
bedresl If [>OSSlbLe. wllh Ihelr head ele\·aled to 
facilitate blood setWng down and awa) from Ihe 
macula. Immediate ev,ocuation Is recommended. 

Normal 
Vi!>uiill Acuity 

The use of steroids to reduce Intraocular InRam· 
malion is contrO\ersial. II Is strongly recommend· 
cd that the medic <:ontact medical control If at all 
possible prior to Init iation of treatment. If guld· 
ance Is not available , Ihe medic must take In COn· 
sideraUon Ihe length of Ume for evacuation, the 
victim's condition . concurrent injuries or Illness 
and past medical history. Non·steroldal an!iinnam­
matories m ay be considered In lleu of steroidS. 

r\s In all special operations missions, the medic 
must co nsider Impact upon the mission. 
Elimin3110n of the threat is the first priority. Once 
eliminated, move 10 a less threatenIng environ· 
ment. Notif) command and Intelligence personnel 
as SOOn as possible of all documented or per· 
celved laser Incidents, Ensure eVa<:uation of the 
victim to higher levels o f ",ed101 ore iIS soon iIS 

feaSible and assure teilm members take adequille 
precautions 10 a"old addl\lonal InJuries, 

Lasers present iI formidilble threilt to the special 
operator In the air and on the ground, Though few 
lasers Lasers have been weaponl~ed b) other 
countrles, It is clear that normal operational lasers, 
designators, Illuminators. weapon sights. and so 
on can cause substantial Injury resulting In failure 
to e~ecute the mIssion. II Is Imperative that "ach 
nledlc become familiar with laser Laser equip. 
men!. the Identification of their InJuries and the 
rapid treatment and disposition of the inJured. 
Thorough threat analysis. mIssion preparedness, 
and fo«;e protection measures are absolutely ncc· 
essary to mitigate Ihe threat. 

Kri",.,n<:~, 

Arlzon~ State Unl,·" ... II)·, ~'Safety Manua!. Appendix , 
t.ouer '('I" tn • .,malton .. t Laser 5ai"ety 0msid.,r.otloru; ,-
Headquarter'<. United Slat"" Mr fon:., [uropt. lAser 

I,V"" uuidel><lak 
tleadquarle"" Do:parlment of th" Army rM6·!>O , 
I'ft":,..,,,tion and Management of /.ruer 1'Ii"riN Unlv"",lty 
of lI'atertoo, t.ouer SaIN) Ma nua!. Section 6 , Mar<:h 8 , 
,~. 

U Col JoII" I'tc.4Ir>t. US",., tsSC 
Chief 01 ~dlXMion and Tr.J;nlng 

UnUoo S/a/~s Spedal Operations Comma"d 

Foveal Grid Re5ult 

Minor Defec:t Major Defec:t 

Evacuale Evacuale Evacuale 
20/ 60 or worse in both eyes 

Return to duly Reevalaule in l5 Evacuate 
minules 20/ 50 or better In bOlh eyes 
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The Expedient Medic 

The Difficult I. V. Start 

If you 've never mlsscd an l.V. start. then }'OU 
h""""'\ started many intravenous lines. Common 
GlU5eS of a d i fficult I. v, start Include hypovolemia 
jsuch as from hemorrhage. heat injury. or diarrhea 
" 'jlh vomiting). It seemS like Ihe hardest starts arc 
a t" 'ays Ihe I",Uents who need it most. 

Some applkations of basic cllnk" l sdcncc can 
nmke starting an Intravenous line easier for you 
and the patient. i\ liltle time spent up-from in posi­
tioning the patient ilnl! yourself can ,;ave a lot of 
time an,l anguish In the long rull. Obviously. con· 
slderations such '15 fire and maneuVer dictate tile 
circumstances but Ilel 's fa<;c It) most I. Y,'s started 
by medics at the present time are not under fire . 

Intravenous lines are tlplcally started with the 
medic 51""!!!ng or kneeling al tile patient's side, 
depending lIpon whether the patienl Is on a 
stretcher Or the ground, These posltions do nol 
establish a good, stable foundation. 

Whenever possible . the medic should be as com­
fo rtable and stable as possible , such as sitting 
down, and not over-.e.tended. This principle of a 
stable base Is familiar from marks.mmship. 

To fill tile patient·s arm veins with more blood, 
thus dlstencUng Ihem, raise the patient's lew> into 
the old 'shock' position. or drop the stretcher 
Ilead-down. 

If Ihe patlent ·s legs cannol be raised , such as In an 
Immobi lized patient. or the head of the bed cannot 
be dropped, as In a head i'1iury or pulmonary 
edema, the arm can almost ,';".,ays be lowered off 
Ihe side of tile stretcher, whkh wort<s about as we ll 
as position changes 10 distend Ihe veins , let grav­
tty do yo"r work. Waler runs downhill. 

When the patient Is hypotensive or hits Ira<Jile 
veins, use a blood pressure cuff for a tourniquet. 
Innate it 10 just abo,-e the diastolic pressure, but 
les.. Ihan the systolic. This .... 'ay . blood Can enter 
the venous side of the Circulation from the arteries, 
but not escape toward tile heart. The veins will 
Invariably distend from the back'pressure (provid­
Ing your patient has a Systoli c pressure). 

Slartlng an LV. in a child or Infant carl be a chal_ 
lenge. Before trying arl Intraosseous line. at least 
consider starting the line in the e..ternal jugular, 
which tech nically is a peripheral slick. A slight 
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head-down paslUon will almost al ways distend the 
"el'lS In a very gratifying way. Now""er. remember 
that the neck Can be a difOcult site to secure an 
LV .. and the LV, should be changed to an exlreml· 
I)' as soon as practical. 

Finall y, keep In mind that warmth dilates veins. 
Wrapping the extremily " 'ith a warm wet [O"el prior 
10 startin~ the line Can make the stan much casler. 

W.J.A , 



Pharmaceutical Return Program 
7th Spedal forces Group (Airborne) 

Victor Su arez. MS 

The 7tll Special Forces Group (AirbOrne) Medical 
SUppl) Office Implemented a new and ,,-~dllng pro­
gram dunng llle P"!!II year that dlrcell) rclonburscs 
le"m medics and b"II;)IIOO medical SCeJIOn5 whO 
turn In their "-",,Ired pharma<:eullcals for credit, 

The Army program Is called Easy Helums. Many 
mecll.::at units do nol participate. t)plcally becau5c 
Ihe)' do nOl Ill"/! a system in place 10 P'l$S cred it 
dO\<o'" \0 Ihe clemenlS n:lurning the ."plred medl· 
callons Thl, provides no IncenU_" for Ihe 
unlt;medlc 10 spend time doing Ihe p"p"'""o.I\ for 
turn_In. UnfortunatelY. these Vlpired mcd5 some· 
limes g<:1 nushed do .. ,,, the toilet or Ihro><on In the 
trMh. To capitalize On Ihis ~sting program. Ille 
711. 5rOlAI hitS CSlablished a financial tracklng sys­
lem thai enabln the group medical supply orncer 
(OTHSOI \0 accounl for relurn credit down 10 Ihe 
lealll level. 

So f~r, during tI'" prog'"''''' 's firsl Ihrec quarters 
(Jan-Ocl 00). I,,"'cnty.(wo learns and 311 ballallon 
meellcal sections have participated and e"rnCd a 
total of S I!!I , 79!!1,9'} In return credll, This "'one~ Is 
reimbursed 10 Ihe 7th SfG{A) account at Ihe hos­
pital t" omack Army Medical Cente. ) and leam' or 
medical sections can then re-<>rder any type or 
Class VIII they ,,"I~. Th<::y are not held to bu)'lng 
only pharmao::eullcab. but can use Ihcx fundS 10 
buy local purchase medical Ilems Ihey may need 
frx their unit. 

In addition 10 Ihe return credit incentl,e for 
me(lles, the O~ISO has also crealed additional 
monetary Incen!lves to promote and motlvale 
media 10 clean OUI their team rool11s of e~plred 
pharmaceutica ls, These !>onuses come from Ihe 
rel"rn credit the OMSO receives from their turn, 
Ins, The premIse of the program is simple: m(:dles 
.outlnely Inventory and return e~plred pharm;w:eu, 
ticals 10 the OMSO. who then .eturns them 10 Ihe 
supporting Installation Medical Supply Activity 
UMSN frx credit, The IMSA at fort 5ragg currently 
awards customers!!lO'llo ollhe cost of credlt-ellglble 
Items 

Since some Items are not credit-cllglblC and h;ove 
10 be destfO)'ed. Ihe IMSA picks "p Ihe ckstruCtlOl1 
costs and keeps a portion of the credll earned w!lll 
tasy Ketufns, Inc .. a pharmaceutical re-clISlrlb"tlon 
coml ... ~ny, Credlt-cIIglble pharmaceutica ls ~re gen· 
erally Ihose which are 90 daY' from expiration to I 
ye~r l)<Isl e~plratlon, tlowever. some drug COmP.1. 

nics like Abbotl .... bs do not award cn:dlt for 
expired meds, 

The m ain objecU~e 01 this progrl"ll Is 10 maximize 
Ihe relurn o f all expired pharnmccuticals In order 
10 ellmlnale ,,"'aste and maxlmll.e Ihe Class VIII pll r· 
ch<l~ll1g power o f the 71h SFO(AI. The key to Ihe 
program's success is promoting aW<\n:neS5 to the 
"'edles and encournglng them 10 reap Ihe benefits 
or th., program by participating, It Is not unusual 
for OOA medics 10 earn over S!!IOQ In n:turn credit 
frx a quarter, Some ha,·., earrlCd more. this p«>­
gram c.,rtainly helps medical IIClXlnnc:1 le"erag<: 
a.nd recycle Ih.,ir reSOUrces to help sa"e li,·.,s on 
lhe batUefield. 

CPT Vk lor SUil""~ 
DSN :/39-3796 
suan: .... s<x:.mll 
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Preventing Lyme Disease 
in the Army 

Mitc h Meyers. MD 

BACKGROUND 

Lyme dl'>ease is multi-system llIne55 caus<;:d by an 
InfeCllon by Ihe spirochete tk>.elll.l burydoferl. 
,",'hid! Is trnnsmllted by I.\OOe5 sc,lpul,lrlS and I. 
p;.c/flCU5 tkks. It <>ccounts for 9~'lt> of all reported 
tk;kborne Illnesses. It Is the mos! c;ommonly dlag­
JlO5Cd arthropod borne illness In the US . .. ith 

approltln,ately 
90.000 cases report· 
ed to the CDC 
bet .. 'cen 1992· 1998. 
These cases usuatl~· 

occur In Ihe sun,mer 
.. hen humans lire 

,-;;:;;;;;;-;:;;,:-:::J,",;',~' likely to spend 
r and around 

grassy ~;;;;·;;,:k;;;,,· .. It Is also 
a lime of the year ,,"'hen people an: least likely to 
'"'Car adequate protcctl\'C clothing such ll!I long 
P""15. I'lllrts, and bool5. For m05t people the 
greatest eltposure o<;<;u 's In the arca around their 
houses. and it i!i bclie",::d Illal pcrl·ruldcntla l 
e .\posu.e is the origin of mosI C35U. 

Infecled n)mph stage Ikks can be quite small and 
dlffkult to see ... ·illl tile unaided eye. tf lhey .s\a) 
attaclled for more tllan 24 Ilours tlley may transmit 
Ille splrocllcle to Illeir new h05t. 

Many casc.s arc asymptomatic. bul (or others symp­
tom~ present after a three to Ihhiy·I"O day Im;uba· 
lion period. Usually Ille symptoms me non·spcclnc, 
such as m alaise, feve r. headache, myalylas, or 
arthritis. In atK",t 60-80% of t he cases a bulls-eye 
rash called erytllema mig"'''' may al>Pellr at the 
bite slle(s). alerting knowledgeable patients and 
their providers of tile posIllbllity of LynM: disease. 
This provides an excellent opportunlty to diagnose 
and lreat the illne"" early " 'lIh antibiotics such as 
dc)x)1:yc;lIne or amoxldlUn. Left untreated. the Ill· 
ness could progress and result In chronic arthritis. 
cardlov<l5Cular and neurological sequelae tllat may 
become lncre<lsingly reslstanl to Ireatment. 

Ikcaus<: 10" have only b<:"n a .... "re of and studying 
Lyme disease for about 20 years now, muc;h 
remains to be learned about the natuml h istory of 
this disease and its long·term severity and s<:que· 
lac. 

24 

RISK fACTORS 

The blggel;t rlsil faCl or for Lyme di""a"" can be 
summed up In only tllree words: Iocallon. location, 
Iocationl AllOOugh Infected tlcks can b<: found In 
almost e"ery 51ate In the Unlted States. ninety per· 
cent of caSCS occur In counties of a fe ... northeast· 
ern and nOfiIl-central .stain that ha,.., deru;e JXI'PU' 
lations of the .... Illie-footcd mk;e and " 'hlte tail deer 
lha! Ixodes !lcks preferentlaUy feed on. 

High geographic risk occurs primarily in tOOse 
Mates ... ith tile hlghCSl rates of Infectlon .... hlch by 
descending order are: ConnectlCut. Rhode Island. 
New York, New Jersey. Dcl~ware. rennsylvanla . 
Wisconsin and Maryland, Because of Its large POP'­
ulat ion. however. the .state with the higheM lotal 
numb£r of Cil5<:S 15 New York .reportlng thlrly-tllree 
percenl of an cases occurring In Ihe U5. 

CUrTent and ck:lalled Information about tkl< and 
t.)TIle disease distribution may b<: ob(a;ned from 
state and county publk health departments. 
Entomologists at various military bases should b£ 
quite 1<nmo.ledgeable about theJr a",as. Another 
source is - I.,t'me Disease f{j~1< ;\sse""m ... "ls Done 
b} U.S. IIml). 1983- 1996: .. hlch can be found on 
the internet al: 
h!!p'/fwww ul ech,ort / lJ'Il'!J! / J 0766 / lwe hIm 

Lyme d isease can b£ acquired outside of the U,S. 
In places nke Canada. europe and Asia. althouyh 
true risk levels In these a",as may be dilflcult to 
"'fecti"ely quantify. According to data "nter"d Into 
the Defen50C Medical StlrvelllarKe S)'5Iem IOI'lSSJ 
b<:t",een 199~. twent)'5e"rn percrnt of aU 
cases in service lnemb<:~ ... ere diagnosed In 
Germany. 

Beha~ioral faclOl5 can also In(rease or decrease a 
person 's risk for acquiring tick borne diseases. 
These factor.. are ",Iated 10 type. frequency, and 
duration or a person's a(tI,ltles In a tick·infested 
endrollmen! that can increase their risk of pc.".,n 
to tick cont"c\. r;~amj)les 3re gardening. deer hllllt· 
ing. fa ilure to wear I'rotC(tille clothing or usc repel. 
ICllts and Inscctlcldes, 



SOF soldiers may haw;: lncrl':ased risk due to occu· 
patlonal factors such as veterinary duties. deploy· 
ments or prolonged FTX's in areas where the deer 
and Ihe antelope play. Mm,,'ever, It is of interest to 
note that despite Increa:;cd occupatlonal e,po­
sure. ""rvice members appear 10 get infected at a 
rate less than half of that of their civilian neigh­
bors. The Incidence in Ihe general lJS population is 
4.4 ca""s per I 00,000 people per year, but for ser· 
vice members is only I. I ca"" per 100.000 SM per 
year. The rate Is higher In Ihe Army: at 2.4 cases 
per 100,000 soldiers per lear. 

This 15 probably a resull of military education and 
belter use of PPM (personal protective measures) 
such as always wearing trousers and having them 
tu<:ked into the b/;>o(s. 

PRf.:VENTIVE MEASURf.:S 

Individual prote<:tlve meaSures (lPN) and PPM are 
highly effective and are the Orst line of defense 
agai"st tick and other arthropod borne IIll1e5"",S. 
Education also plays an Important role In preven· 
tlon. Soldiers must be knowledgeable about their 
risk for exposure to tick bites. tick habitats. and 
how to avoid them. They need to know when to 
seek medical attention after finding attached ticks 
or developing the bulls-eye rashes that are a hall­
mark sign of this disease. In medical briefl,,9S they 
should be advi"",d to: 

( I I "ear uniforms with pants bloused Into boots 
and slee"es down. 
12) Apply repellent (DEET) to exposed skin. 
(3) Treat uniforms with repellents su<:h as perme. 
thrin , where available, or DEEr. 
(4 1 I"erform lick <:hecks frequently (every thrl':e to 
four hours) and usc the buddy syslem. 
(5) RemO"e ticks immediately with fine·tipped 
tlo.'eezers by grasping the tick as do"" to the skin 
as possible and gently pulling straight out since 
squeezing the tick's body may Inje<:t ftuld Into the 
host. 

Kecently, another preventive tool was added to Our 
armamentarium. LYNErlx ® was developed b}' 
SmlthKlIne Beecham Pharmaceuticals and 
approved by the FDA In December 1998 for vacci­
nation of people between 15·70 years of age. It I~ 
~ series vaccine that should be administered intra­
muscularly at a dosing schedule of 0, I . &: 12 
months. 

Research indicates that LYMErid) Is safe , generat ly 
well tolerated. and up 10 85% effective at prevent. 
ing Lyme disease. At flrst glance, this sounds like 
an excellent vaccine for universal or routine 
~dmlnlstratlon for all soldiers. tlolo.'ever. Ihere arc 

currently at least three other disadvantages to 
lIsing this vaccine. 

Fin;!. in the ab""nce of infection. v3<:clnatlon may 
adversely affect serologkal testing for Lyme dis­
ea"" by IndUCing false·pos itive or equivoca l Elisa 
tests for II blllydoferl. Th is cou ld lead to overdiag· 
nosls and inappropriate treatment. Second, the 
duration of Imm"nity fo llowing a complele three­
dose immunization schedule has not lei been 
established. Therefo re we simply do not know holo.' 
often booster shots will need to be given. Many 
researchers beUeve yearly boosters will be neces­
sary to malnlain a high level of Immunity. 

Third. al S35 for each slngle-<1o"", vial or pre·nlled 
syringe, this vaccine is not cheap. As menlioned 
earlier. the incidence of Lyme disease In the army 
Is about I. I <:ases per year per 100.000 soldiers. 
For the Army this amounts to only 15 diagnosed 
cases per year. 

If the vaccine Were ~ctualty 85% eff«tive in the 
rea l world, it could red"ce Ihose 15 <:ases a year 
down to only two or three cases. Assuming the 
need for a yearly booster, the $35 price lag of the 
vaccine wou ld probably go lip to an average of 
about $50 per person a year after figuring in stIlI" 
pins. storage, administrative and costs related to 
side effe<:ts and adverse reactions. 

Under these assumptions. admlnlstertnll this va<:­
cine 10 480.000 soldiers would then <:ost the Army 
about 24 m iilion dollars a year. or two million dol­
lars for each case of Lyme disease that Io.'as pre­
vented! 

For years. the Army has promoted Pl'M that. when 
properly and consistently applied. are Iligilly effec· 
tive. Insecticides. repellents. c lothing and netting. 
and other measures are already in our system and 
provide protection not only against ticks but other 
insect borne diseases at the same time. 
Considering that If detecled earty. Lyme disease 
can be easily and effectively trl':ated with inexpen. 
sive antibiotics, the DoD Is currently recommend­
Ing against the routine or universal v3<:clnatlon of 
soldiers with LYMErix®. This Is In accord~nce with 
many other adviSOry organizations such as tile 
CDC's Advisory Committee on Immunization 
I"ractlces, Ihe Armed Forces Epidemlologic~1 
Board. the American Academy of I"edlatriclans, and 
the American Academy of Family I'hyslclans. who 
have also considered future roles for LYMErix®. 

What they do recommend Is thai LYMErix~ be con· 
sidered for use primarily in persons who may be 31 
hlgher risk for Infection duc to geographical and 
behavioral or oa:upational risk factors. These are 
persons who: 
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I. Keslde, .. ork. or recreale In areas of 
high risk during timt!l'i of high transmission lusu, 
ally t\prilthrough September In the USI. imd 

2. Who engage In octi, itles le,g.. rec;reationa!. 
property maintenance. occupational. or lei5urel 
Ih .. 1 IVi-UIt In fr<:quent or prolonged e~p05ure to 
lIck.lnfc.sted habitats. 

In general. travelers to areas of high risk arc 
e~pecled 10 be at lower risk for Lyme disease than 
Ihose who permanently reside: In en!lemlc areaS. 
VaCCination shou ld ~ considered for travelers to 
areas of high risk if frequent or Ilfolonged CApo­
Sure 10 lick habital Is anticipated. 

Also, viKdnation shoutd be considered for persons 
" 'Ith .. hlsto.y of pre' Ious uIKompllc;>ted Lymc dis­
ease .. hO are at contin"",d high risk. 

CONCLUSION 

L)mc disease is a great imlt;)tor Ihal can Plesenl as 
one of many common ailments And therefore can 
be difficult 10 d iagnose ,,'Ilhoul a solid understand· 
Ing of Iho: Illness and a 111gh IndeA of suspldon, 
Diagnosed eariy, il is usually e115Y 10 cure. Left 
u"delected, it can cause a ... arlety of chronic health 
problems that may be reslslant to trealment. 
Therefore, Plo:venlion, ear ly recOl}l1ll lon And Ireat· 
ment are essential in re!ludng morbidity. 

fduC.ltJOO. avoidance, and Ihe use of I'f'M remains 
the cornerstone of pre'entton, ho"e"cr, the use of 
the rettnUy licensed "acone L~Mfrl~ maye,'o:n· 
lually playa siwtmcant role as an adjunci. Until 
more Is knOOo'n about the 501ftly profile aoo long­
lerm effectiveness of LYMr:rI.~ ~ the decision to 
administer Ihis vaccine series shoutd be deter· 
mined on an Indl,·!dua) rather Ih"n group basts. 
COrtSlderation for vaccine 3dmlnlstratlon should be 
gh'en to soldiers believed 10 be al high risk due to 
a combination of geographical. behavioral and 
O(cupatlo nal risk facton;. 

As sor medl<;s, Otlr continuing InfccHous disease 
challenge is laking the inltlatl,e 10 anticipate, Iden· 
U(y, counsel and treat high risk individUals before 
tbey boXome -dise""" and non·battle l'l/urI<:.s". 

6;t1W:y. S. DoD J>OIky memor3n(lum for t~ OM: of Lpn" 
010<::"",, Y3<:dr><: dated 28 OCT 1999, 

"""(d forcr:> tpid~ miolOQlC31 lloam R<:<;ornmerl<i.lIion 
for Ly"'~ 01""""" May 2.5. 1999, 

Ccnler> for Disease Conlrol ~nd l're ... enUon. 
Kcco,,"Hnend3tions fo< the u ... of L)"1e dl'll:M<': vacdne. 

2. 

Kecomm"n<laUons 01 Ihe "(1,ISO<)' Commi"e" on 
ImmuniLOtion f'r3ctku. I1OrDkJ~)' ~n<1 /1or1..:>llty W""1IIy 
&J>OtI. 1999 Jun .,.811'11'1·71,)· I 7 . 21 ·.5. 

C"nlerS for 1lIi!<:~ Control and """ention.5u""ilIaoce 
for L) ...... Olseasc _ Unlled 5iatr:> 1992_1998. 
Mo<bidlt) and l'\ortalMy "'eek.ty &port. Aprit 28. 2000 
491.5SO) .. I·11 

Lyme Dlsca ... R15~ ~nl> [)on" by U . .5 ...... my, 
198~I996, 

Meltze, MI. Iknnls OT, Orloski M, Th ~ c~ eff""U,en~ 
of ,ac~lna11!'9 ;oualn~1 I.ymc dl""",e. emer\llng 
Inlectious OlscaloU. t 999 May..Jun,.'>() I,)2 t-8. 
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MEDICAL AlYD PM HUMA/V/TARIA/v CIVIC ACTlOrY PROJECTS: 
TRAllVllVG VALUE AIVD HOST IVA TlOIV BEIVEFIT 

Darrell Singer, 11'10 

10 USC 401 p,o~ldcs the US i\rmy legal "uthOl'1ty 
to conduct t ... rnlng In foreign CO.."lrles. It a1l01o'5 
spending funds for US milital}" fon;:o to provide 
mediCO'll dental arid ""'erimuy treatment to d"lIIan 
~ n<Ollon Indl"ldual5.. provided the lIS mlillal}" 
eYC\5 wme wrt of training ,alue from the CAer· 
d~ 

In addition to ti>e5e activities. rudlmentary 1'O<O<b. 
bulldl"'ll and" iller 5)"Stems may also be con51ntel. 
ed. Other Ih"n rTli1)be a US mllitMy 5peclflc m('dl· 
CO'II or engineer unit It 50Unds IiI\(' Ihis m,"lon ";15 
tailored precisely for SOF unl\5. You coold .say. 
ma)be, a unll Ihal h;15 organk medical and engi· 
neering personnel and whose mission Is \0 "ork In 
foreign counlries7 Sou"ds like SF 10 me. 

Special Forces has been completing humanitarian 
>u!ISlanCe IHA) missions " 'orid,,'lde since VI('t 
Nam, TcallU there bum housing. 5<:I>00I5. and .san· 
!latlon facHllies not only 10 ""1n Ihe hcatU and 
minds' , but "Iso 10 provide a healthier popto~"lon 
~ of l'Iontagnard5 and other guerrlll;u 

COL Craig Ue"clt),n began some of Ihe 01'51 IIA 
missions 10 Cenlral and South ""-rka.. The 
aUlhOl'1ly "as formall~ed In Ihe early 80's ... lIh 10 
USC 40 I "nd 2!>!> 1. They are quite <:ommonplace 
nolo' and the ClNC"s annual HA budge\5 e; .. :eed 
many mUllons of dollars. 

Why shOuld We do humanitarian ,,"1~ance7 For 
se"e",1 reawns: SOme obvious, some less so. 
1'11'51 , It p,o~ldes a mission with e.\lra funding. Of 
course. Ihls Is a double-edged sword, il5 II fon;:cs a 
unll to provide for an 'add-on" mission. Secondly. 

whe" planning a JCI:T or other combined lralnlng 
ml»lon. a oountl) Is mo.e likely to "pprovc Irain· 
Ing If they get something else out of It. What t><:1' 
Ie, ,,"'y 10 show the rural "magel$ Ihal the ~ 
nation (HI'I) 90> ernment 15 cari"'ll for them, Ihan by 
bringing In the Unlled 5tat~ i\rmcd Fon;:~ 10 <:ure 
lheir !ok:kness7 Third many de'eloplng countrle<!i 
ha~e great ""eds. and " e might be able 10 lrul)' 
help Ihese people. "nail),. lhe most Imponant rea­
son "e s.hoold be doing lhem Is to Impro.e medJ. 
CO'II military occupational spedalty IMOSI and mi'S­
sloo~ssentlal (Mt':Tl - mWIOfl-e5SCntl.Jl task list! 
skills of our personnel so Ihat Ihe)' m;.y 511\e II>.,,; 
during " 'at, 

sr medk.'l ka>e an MOS lask list containing oler 
400 ltem5. ",.tglng from tfiluona 10 tabQrntOI}". 
physical ell"minaHon 10 pre>'e'1I1"e medldne tasks. 
The legendary Mt':T1. task Is to I\('ep their gra~el) 
Injured, ctyIng budd)' all' e for 72 ho",~. Other 
MI:':TL tasks Indude such things <IS set up a guerrl/'­
Iii haspil1lJ or improl'e .. aler and sanitation In a ."I/.­' .... 
sr medic. undergo a )"Car·1ong broaOl)·~ med­
Ical training program. folJo"ed by language lrain· 
Ing. and then are assigned to a learn to CAen;:!se 
Ihelr new skills. A5 "hh any comple.: sklll SCI. Ihls 
medical kno..tedge 1$ perbh1lble. And lranslating 
Ihe ' Iissue" lab to human application, ,,'llhoul 
much "hands-on·human,' lime. from m)' perspe<:· 
lI"e. I, Inadequate. 

Prevenllve medicine Wi'l l 01155100.'1. such as con· 
struclhtg latrines, clinic. or irrigation syslems are 
practlCO'lI. positl>'e end·prodUC;1 Iypes or mlssion5. 
When yoo provide .§()It1elhlng n«:dcd to lhose " 'ho 
ha,.., IK>OC. you <:an not only "make their dar". but 
mart><: some entire generallon', day. These I)'PCS 
or missions are appreciated by lISAJl) and Ihe U.S. 
embassies because of Ihelr tanglblllly. This <:an 
bu)' you great innuen<:e "hen you require emllassy 
aMlstan<:e In One matler or another. Thl' holds 
I ...... of any mls510n 
for ... hkh you get 
"good press" In a 
countl}" • the US 
r.mb..1SS), Can tal\(' 
credit for prmldlng 
the scr\'ke. But a 
permanenl product 
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also translates to a permanent reminder and some­
thlog 10 bUild upon, 

Medical missions. when planned appropriately. 
may pmvlde the e~posu"" a medical person n<:<:ds 
to save Ihe life of another In the future. During my 
tenure as the battalion surgeon for 3/3 SPO(J\1. I 
ran PM. denial. medical and surgical missions. I 
tended to stay away from the Immunization o r 
"trealmenl lenl- Ide" because of poor p<lSt experi· 
<:nces. Th<: MOS task list 'rnln<:d was qult<: ext<:n· 
sive. and Ihose medics participating receiv<:d 
<:xposures 10 problems they are not soon to fmget. 
Nowe,·er. providing this very small amounl of care 
to any population of size Is not even measurable. 
Non-governm<:nl organizations INGO's) and UN 
fadlities provide the longevity and depth to make 
much mOre difference. 
Examples of missions run by Third Battalion. Third 
Spedal forces Group indude a PM mission In 
Zimbabwe. where we constructed a dlnlc. potable 
,,'ater system. latnnes and a drainage s)'stem. This 
e~ercised several 16C and 16D PM skills. Another 
PM mission In Zimbab .... e constructed an irrigation 
system at a school for th<: disabled· these systems 
are stili in use today. !I. medical mission in Malawi 
" 'as operated from a small gov<:",m<:nl clinic. 
"'here we used Ihe existing tnag<: syst<:m and 
malaria progmm to examin<: those .... ith episodic 
f<:v<:rs. dOing physlcal examinations. blood sm<:ars 
and c<:11 <:ounts to practice our " fever of unknown 
origin" differential diagnostic skills. 

!I. dental mission In Zambia trained medics to 
e"tract tttth. make temporary restoriltions. and 
drill and fill carles. AnQ{her mission In Malawi had 
medics intubating and monitoring patients during 
surgery. providing, Intravenous. inhillation. regional 
and local anesthesia under the direction of liN 
anesthetists and a US /\rmy nurse anesthetist. 
Under the supetvislon of a U.S. /\rmy orthopedl<: 
surgeon and NN surgeons. our medics reduced 
and plastered fractures and dislocations. 3S5isted 
In surgery doing X·fi~es "nd open r<:ductlons. per· 
form<:d amputations. and more lacernlions than 
any car<: to remember. We e,'<:n had the team 
t<:chnkl"" and 16Cs In th<: OR. assisting a flng<:r· 
tip ilmpuliltion, 

Other than reducing th<: lo"d for Ih<: local 
pro~lders over iI se~eral week period. the medical 
missions may hav<: Impact<:d sev<:rnl hundr<:d peo­
ple. whi!<: th<: one PM mission In Zlnlbabw<: had a 
m<:ilSurnble eff<:cl on .... ell ov<:r 5000. The PM mis­
sion c<:rt"lnly provld<:d th<: \<:am with a \"nglble 
accomplishm<:nt In th<: form of concret<:. Th<: 
m<:dle"l missions provided ,'aluable MOS and 
M ETL tralnl"y. "nd "Job "'<:11 don<:. 

D<:pending upon your perspective. One mission 
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pro"lded bet­
ter wartime 
Irnlnlng th"n 
the other. 
This 1",lnlng 
fi!l<:d the 
gaps left by 
Ih<: 5<:hool· 
house and 
sustainment training. II provided an opportunity to 
"'ark on """I tissue. on r<:al patknts. for wartlm<: 
MOS traininy. the medical-surgical lraining is more 
valuabl<:. For lasllng Imp...:t on HN populations. It 
is Ih<: PM mission. h"nds do,,·n. 

Which is belter? For me. / ifm g/,ld / did Ih<:m all. 

CPT Darrell 5;"9<:r. 1'10 
Caj>taln Singer 15 presenlly a Pr<:verlli,'e /'/ooiclne 
Resldenl undergoing /lls .'fPH l",il1lng al .)011115 
Hopkins Un;.'erslly. He w,15 the (omle' Third 
Battalion SUtye<>11 (or 3rd SRJIA). 



EDITORIALS 

THE PECULIAR ROLE Of THE SOf TEAM MEDIC 

The spedal operation.!' medk Ii~es in .. sirange 
and curious " 'arid. IIII' musl hay!!' the c"pad t )' 
(or both unhounded compa .... ion and unlimited 
savagery. He must have ,,"cadem!c Intelligence. 
native cunning. and the adaptability to _Iv", 
unsolve able problems, 

The medic plays " c",nlml role on his team. 
whether W" an ODA. a SEAL squad. a Marine R.,.;:on 
or Ranger platoon. or a PJ learn. lie Is responsible 
for the physical and mental weU-be lng of his learn. 
while performing Ihe same stressful and physically 
laxing tasks and mls;slons as his mates. 

The team medic must have the ability to Iislen and 
to carT)' .se<;r<:\s. 10 be the n<!utrai g uy on Ihe team 
who can suspend judgement and deal with prob­
lems. ilut he must "Iso be outspoken when neces­
sary, ad,-ocaUng for his team members' physkal 
and menial heillth. 

The 50r medical communlly hilS lalely given much 
attenlion to the medic's role as Irauma speCia list . 
but he plays OIher roles Ihal are equally Important. 
His role e>'actly parallels tllat of the staff medical 
offlcer ilddressed in LTC campbell's article In this 
J50N Issue. The medic musl attend to maintaining 
the health of Ilis learn (immunlzatlons. physical 
examinations and preventive advice!. He illso Inler· 
venes In dangerolls situations thai may be remedi­
able (training In heal. cold, or sleep-deprlved 
stilles). tie mllst be honest ..... Ith his commander, 
y<:t diplomatic. In establishing the medical param­
eler>; of a mission. 

The medk trains his leammates In nr>;1 aid and 
Intravenous lines. sl'lil1ling and Slilblllzat!on. He 
also lralns, perhaps In a more subt le manner, his 
command and control element on realistic e"pee' 
la!lons of medkal support. The medic, maybe 
more so Ihan Ihe Slaff medical offl<:er. kno ..... s It 
m ay be his teammates ..... ho ..... il l have to care for 
him If he Is injured in battle or lralnlng - or 
be<:omes In<:apacitaled by Illness in an austere 
environment. 

The team medic performs medi<:al mission plan­
ning. He identifies I,ealth threats . and then 
employs preventive and pre-emptive measures to 
<:ounteracl them: he must always know his o ..... n 
resources and those of his allies. host nation. and 
Indigenous neighbors. 

The medic must be able to menially "adjusl fire" 

from Sleel On targel to de<:ld i11g In an Instant 
..... hether his ,,'ounded and aptleic teammate should 
be intubated on the spot or dragged to <:over. Or 
,,"'helher he - Ihe medl<: - has 10 ignore I he <:asua]· 
ty and just keep on shootl"!!. 

A strong theorellcal ba<:kground. wllh laboratory 
exercises and ambulance runs. goes a long way 
loward preparing Ihe medic 10 l ake his place on a 
learn. tiul , as Campbell points oul In regard 10 Ihe 
medical stafr orn<:er. the guy just out of school is 
III'prepared for Ihe day 10 day decisions and ehal · 
tenges that await him on the team. We mUSI devel· 
op a ..... ay 10 menially inoculate him with a strong 
dose of unoommon sense. appropriateness and 
tac\. 

w.J ..... 
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SPECIAL OPERATIONS COMBAT WOUND CARE 

In this issue of JSOM Captain Frank Butler 
again r;lises provo<eaUve qUe5Uons reg;lrding 
Our c urrent standards of combal ca,.ually Care: 
,.hould we provide oral p rophylaxis ( Instead of 
jnlravenous) fo r pre"ention of Infnotion? 

Is a war wound. whether an open fraclure or a gun­
shO!o 10 be treated as a pre-operative surgical pro­
cedure or as an established infecllon? The dala on 
treating an established Infectlon are sound and 
widely· published _ depending upon the severity. a 
Iyplcal regimen woutd invol"e antibiotic trealmenl 
in itiated intravenously. Then. when Ihe patient 
defervesces or Ihe other objective signs of infee· 
tlon recede. the patient is switched to an ora l ana· 
log of the intmvenous anllblotic for completion of 
trealmenl. 

Fre-opemtive prophylaxis Is less well-establ ished. 
yet !jood dat.~ support a dose or two of parenteral 
Iintravenous or intramuscular) antibiotics Just 
before. during. "nd sometlrnes jU5t after the pro­
cedure. The e xact regimen depends upon the 
cleanliness of the wound. or degree of contamina­
tion. For e""mple. an orthopedic procedllfe with 
no known contamination. or a tubal ligation. will 
likely receive a single pre-opemtive dose of a 
cephalosporin. Studies show that the type or gen­
eration of cephalosporiu make little d ifference in 
the outcome. 

It contaminated wound. such a5 abdominal sUf!jery 
with spill<Jge of bowel contents. will be tr<:aled with 
saline iITig'Hion and liberal doses of antibiotics. 
often In combination to take adv"nlage of ind ivid· 
uat spectrums of antibacterial actMlle5. 

Thc combat-sustained injury may not fll conve· 
niently inlo eilher of Ihe 1""0 above categories. It Is 
a fresh wound. bul by definitlon is contaminaled. 
Whal should be Ihe prolocol for such wound care, 
especially in an auslere or denied envlronmcnt? 
C" n Ihe provision of lightweight. simple-Io-admin· 
Ister antibiotics by moulh substilute for parcnleral 
administration? If so. wha t class should be used'~ 

f irst. and I be lieve foremost. Ihe m<:dlc should 
remember that irrigallon of thc wound is af!juably 
more Importanl than the administration of the lat· 
esl "gor1l1~cillin " or ·cephakj llall". Several studies 
have shown Ih"t Irrigallo" ""Ith tap waler is as 
dfectTve as ""ill, saline. and irrigation with a G'n· 
tee"ful ( I liter l of water with Iwo !oolne lablets dis­
so lved. "5 for drinking. c<:rtalnly passes the "co",­
mon sensc" (face v"liditYI test. The victim should 
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hm'e his o,,'n water, so il does nO! represent any 
particular added burden 111 Ihe "'edic's ruck. 

The Issue of foreign body cont"",ination is mOre 
proble",,,li<:. Can debris such as clOlhlng bit5 car· 
ried InlO Ihe ""ound along with Ihe projectile be 
removed'~ Probably not. f'robing " wound In Ihe 
field Is Ilme-consuming and fraught with danger. 
Although any obvious foreign material should be 
removed as time permits moreadequate e~posure . 

probing the wound Is the ,n<:dicat equivalent of 
Incoming " friendly fire". 

An anllblOilc prophylaxl5 regtme should only be 
consldcred after Il,e basic steps of wound Care are 
underway. Again. reverting 10 face validity. Intm­
venous adm l nl~lratton of antibiotics Is virtuall y an 
artiCle of fai th for serious infe<:tions in North 
America, while in Europe oml "nttblotlcs are much 
more likely 10 be used. Frobably Il,e primary empir­
Ic criteria for orat versus parenteral are, one. can 
the patient Silfely swa llow: and t",·o. can Ihe drug 
be abSQrbed when It reaches the gut - assuming it 
Is Silfc to ~dminister a drink of water wilh the lal>l<::l 
or capsule. 

The qulnolones m ay not be the best class of anllbi· 
otic to " dminister or"Hy, all hough clprofloxacln 
(Cll'ro!l) has ccrtalnly served as a archelype of a 
drug whkh is orally and intravenously equi-efflca· 
cious. Other antibiotics to conslder In this role 
lnclude oral cephalexin, clind"mycin, or chlor"",­
phenkol. Perhaps the best combinalion would be 
ciproflox" cin to cover Ihe gram posl!]vc and nega­
tive a<:robes, with added metronidazole to cover 
the anaerobes. I)olh drugs offer a long hal f·life and 
relative 5."lfety . alihough minor side effects can be 
common. Since quinolones are not approved for 
prophylaxis, studies ""d rDA approval may be nc<:. 
essary. 

Yet. much of the inconvenience o f an Intravenous 
administration can be circumvented by using the 
tried and true parenleral antibiotics Jusl as we do 
atropine _ " syringe with Iw<:nty-t",·o gauge needle 
through Ihe Irousers and Into Ihe thigh intramus­
cularly. No bags. no lines. no " ir. nor IV calhel<:r to 
rip out. Just a good, old-fashioned shot In the butt. 

W.J.A. 
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Component Surgeons 
USA SOC 

Special forces Medicine Then •••• And Special Operations Medicine Now. 

Colonel \Varne r D. I'arr. USASOC Surgeon 

Some thl"!!,, 1m",,", remained relatively COIlSlan! 
o_er the yea", of special operations medical lraln­
Ing. They Include the to"ghne~s of the courses, the 
relat ive shortage of the graduates, Ihe combat 
focus, and the dedlcatlon of special op.:rallons 
medical personnel to thel, patients and the mls· 
sian. 

Mall)' tllings are different. The enlisted course 
mllm: shined from Sputal fon:es Medical "ldem"n 
to Special fOKes Medical Sergean!. The military 
occupation spedalty changed from 91645 \0 180, 
the locations of trainingshlned. the faces ch"nged. 
and the medical skllls changed. as did Ihe arm,,· 
mentanutn of drugs. We e$labllshed an entirely 
new cour5t:, the Special Operations Combat M"dlc 
(ASI WI ). Medical officers wenl from SfQC to no 
SrQC 10 sharing their billel$ .... Ith physician a~is­

tants. 

I'.hen I st3rted In Ihe fall of 1961. thl'.re .... as no 
Spe<:ial FOf':es Assessment and selec::Uon Course. 
Spe<:tal Forces SoI'.lected soldiers from the. big. Viet 
Nam-slzed Army based on a .. ·rtllen examination 
and an Inte .... lew .. 111'1 the Sped,,1 fon;es recrulte. 
and !Sent them I"C.5 10 fort BriJgg. .. 111'1 Airborne 
school en roole, lllere In Company C_ Special 
rorees Tminlng Group, aboul .. 'here the swC I"ICO 
Academy nOW stands, I started my training, We 
wore a non-subdued Special ~orces sl'lOulder p"tch 
On Our green (311gUeS and airborne wlr>gs wtth 
brighl teal blue and gold .... Ing backgrounds On our 
hats. 
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First was Phase I , Tactics and T<:<:hnlques ("T/!I(T'"). 

which st3rted \,,'Ith MOl (Mell'lods of Instruction), 
and .. ent on to tand navkJ"lIon and small unit taco 
tics, The training assumed you alread) had most of 
it down, Thank Qod, I .... as already an I I BI FI It cul­
minated in an airborne neld problem at Camp 
MacKaU, This I'TX . .... 111'1 a length} survl'al phase. 
",as extended a .... eek due 10 a "no,,'storm. 

Upon retu.n to Fort 8ragg.. the.e "as a "don beret" 
<:eremony In the street in front of lhe ..Iol'ln f . 
Kennedy Memorial Chapel, One "ore a Spedal 
Fo«:es r:rest .. '111'1 no nash On Ihe beret from Il'Iat 
momenl tllrough the .est of l"'lnlng. All sucr:essful 
PhaSol'. I <;andldates .... ere Illen seated in the U.S, 
Army Jolin r, Kennedy C"nter for Special V.arfare 
auditorium to be briefed On poMlble Phase 2 M05 
I.alnlng choices, There ,,'ere about one hundred of 
Ihe orlgln:.1 T&'T's two I"",d."d and nrty. I( I 
remember colTed!y, e.ach brlefe., a training oom­
mlltee NCOIC, d""elt In dctal! On the FTX portion o f 
their prospecll~e t."lnln9, except for Ihe 
Operations and Intelligence Committ"e NCOIC 
(II n. Ne. a I><Ild heitded master SoI'.rgeant st"led 
that the) did nOl have one and "l>Idn'! belle,e In 
practicing being ml!Serable!" 

The.e ,,'ere then Indil'lduai Inlervlews by Special 
Fore"" officers ",Ith each candidate to determine 
the corr<:<:t Phase ::z lrack, I had been "n infantf)'­
man In my prior life but WIIS lold by the office. th"l 
I shou ld go medic lIS It .... as Ihe hardest and 
longest. I said "Yes 51rl" 
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SF Medic Phase 2 started with len "'eeks of 910'1 
lralnlng al fort Brag]. 91A ... as at that lim" Ihe 

Army" fronl lin" medic course. The Medkal rleld 
~ .. ice School. predeC<:.!050r to Ille Mlr:DD C",nler 

"nd 5<.hool. had given SpeCial Forces Training 
Group permission to run \I' ",lr o,,'n 91A Iralnlng 
COllrse. AS SF Iypes ran It. Ihey stuffed the 91 A 

required training into u ShOot a lime as possible 
each morning and used Ihe rest of Ihe day to pu,h 

medicine In pt"eparatlon for Ihe Fort Sam Mouston 
phase. There ... ·as a rlulX Corps ofrlCe, nominally 

In ch.ugo::. bUIIi>e real l'OI<erhouse ..... s a SF mc:dlc 
src ""ho ""as aiM> ~ 91C pr.t(tlcal nurse. M05I of 
Ihe sr n,o:dlc Instruclors ""ere soldiers ...... ho had 

been 5hol "P In Vlel ria", and ..... e.e living. some 
b.1<el)_ proof of SF 1l100dlcs and ... ·hal Ihey had done 

10 lI<I'e soldlers_ 

rollo-.lng len" e.':ks of 9 1 A Imlnlng ... e all ... ·ent on 
Chnstm."\S lea,'e and then came b;ock 10 Fort Bragg 
for outproc"ssing and repOrted to fort Sam 
tlOUSlon fn mid January 1968, The ::1001'·1 course 
"'a5 ''' '-'9111 by two drnfle.': phy,icl"n captains ... 'ho 
re"lIled th"t this duly bem going 10 Vlel Nam. 
They, ho"ever. rulew nothing ~boulleachln9 Army 
enll§lcd §ludents. They did. ho"' c~er. know how 
they had been lreato:d as n'edlcal students. As they 
... e.e general medical offlcers. medical school and 
Internshlp ... as only a year behind them and their 
memory "as fr<!Shl They taught the course at a 
medical school le\,eI. ora\5. three page essay G""" 
nons on I~. cas<: discussions, Journal re~ie"'s. 
etc. The nurs<!S and 9 I c.~ made Sure we got all the 
hands on nursing p<oco:dures. particularly na~~s· 
bic tubes on ea<;h olheron 0 Monday morning ~fter 
" long "eekend. There ... ·as no CrR. no AT1.S. no 
Llfepacks. and no established n"Uonal "'andard for 
I>0Io to lreal trauma. AI""'ay ... -as stressed. although 
there ... ere fe ... er ... a)'S to control It. and nuids lik" 
"Ibumen. de~tran and saline 

This phase ended In April 1968 "Ith tho: top three 
or four ~~u dents recel~lng a promotion for being 
dl~II"'9ulshed honor gr;.oduales II made Spec 4), 

\\'e all "ere sent off to Army hospitals In Ihe south· 
eastern U.S. for the OJT I)hase In I ... os and threes. 
My ·on the Job training· ... as al fort folk 
Loulsl"na. a oKa of draftees training lor VIet Nam 
and a lIea of draftee ph~slclans tl}lng 10 lake care 
of -Mcl'lamara'" hundred thousand. " the mass of 
substandard \4Fl soldiers the draft had brought In 
I'<e worked all day On v~rlO"5 rotations: surgery, 
recol'ery room. dent"l. ps~chlalry. ,clerln"ry. pedl· 
atrics. and then went 10 the emergency room OIl 

nl!lhl. Man) n!ghts I ... ·ould ... "Ik In the tR tic the 
captain Doc ... ould ... y ""'s )'ours. wake me If you 
need something." Ne ""oold also sign a pad of 
blank pt"o:scrlption forms and ... ·ould sign my 
Sr600s In the morning ... 'hen I a ... ·akened him. 

OJT helped pUI II all Into perspective and nmde II 
cle~,. Ihat enthusiasm ,,'ould carry 0110: ",here 
knowledge "'as scarcel A !1'Cal way to cement all 
lhe n,edlcal theory ... e had learned at fort Sam 
!tousten. 

May t 968 sa ... the remaining 23 of an Initial one 
hundred return 10 fort Bragg (or Ad\'anced Medical 
Lab. This summer's training started out" Ith dental 
blocks ... nd procedures. Ihen shifted to laboratory 
procedures. "nd Ihen surgical labOratory In the old 
Womack World I"M 11 eanlonmenl hospItaL The 
former Womack Operating 5·ul1e (a World War II 
wooden building) hoo n,e Operating rooms. We all 
wcntthrough a oKri~ oJ procedures on our patk':nl 
from ph)'sical ""amlnatlon. clinical laboratOI} 
work. to gun shot ... ound, ... ·llh debridement to 
de1"yed primary closure. to amput"tion, all 0\ er six 
weeks and on our one p<~tlenl. 

Twenly.ane ... 'enl fo .... ard 10 I'h ... se 3. the une.)01· 
\'enllon,,1 warfare pha5C. which h~" changed Ihe 
least O1o:r the years_ 15OIaUon f ... dllti"". rucksacks 
a chanco: to pra<;tice medldnc on you. learn mates 
... ·hom )·O.fd no:,er 5Cen before. and ~ n;w,1 jump 
lnlo PIneland. After ~'ed lab cementing oor medi­
cal sli.i11s. Phase 3 cemented Our SF Skllls. 

OraduatlOn from ,raining Oroup' WM in AugU51 
1968 and I moved out smartly to Co t (Ihere were 
no £l.aUallons then), 5eH:nlh Spedal force" Oroup 
(AI.borne l. 1st Spedal fon;:"". one of three groups 
on post. Tho: other<j ... ere Ille Third and the Sixth. A 
$(anl one )"f!ar later. after ~pcndjng mos( of th.,. 
7th StOrA.) )ear In ~Ile mOior pool . I ... ·oold go to 
nfth Special forces Group <Airborne) in VIet Nam 
to MACV·SQ(j and the ultlmale practice of my med· 
fcal Skills. No sustainment training or medical pro­
nclelley trafnlng on an anntool basis, at alt . The only 
~uslatnment training I had was they gradualed me 
from deuce and a half 10 <:racli.erbox ambulance 
drl"er ,b months inlO m) motor pool )'<'ar. The fol· 
lowing )'ear I ... ·as running a Cambodian Army has­
plt", by m)""IL Talk about OJTI 

My ne~1 aMignment ... OIS In Deta<;hment "A. " Berlin 
lkIg."Ide "her" ,,"e actually did Mf'f jn Ihe hospU;l1 
not required. just had /I smart command"r .... 'ho 
~lndCflllood. 
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NOw. returnlny as the command surgeon. some 
thlrty-three year:! later, I see ~and,"dlzed trauma 
care. one- station tmlnlng here at rort Bragg. mod­
ern faclllUes, new drugs and procedures. the same 
great product . and the same dedication to patient 
and mission. PIca51.': read the artic les on the S~ial 
Operations rorces Medical SlJlIs Sustaln"..,nt 
Training frog",m ISOfMssr) and Medical 
l'rofIdency Training (MI'T) to see Iww far...., ha\"" 
come. 

What IssLICS arc at the top In tIM: Surgeon'" Office? 
They Include, rclra<:U,'e eye surgery. medical 5US­

talnment training. medical support to our Natlon.al 
Ouard (Hoo.'Ihl t:d/IOIj and rc:sc .... " ~dlcrs. ~ic 
retention . and medical research to bring us new 
e'lulpment. tactiC!!, and lechnlqul!5, 

On the officer side. we are slo,,"'ly ,,,,nsliloning to a 
board certified force of medical COrp5 offlcef'l; and 
tmnsltLonlng 10 aeromedical physician assistants. 
The Rangers have their physical Iherapy offlccrs on 
board. Oetting enough diving medical offlce .... 
rema ins a problem, I am working to get 'IoOme alter­
,m\e palhways and an offlcer ASI for D~'O. There 
arC other 1"lllaU,e5 In early slages 10 get approprl­
ale sor tr~lnl"y (or medical offlcers, 

An)1hing el~ we are worlllng on? Yes - anything 
someone from the field calls or emalls 
l filrrwa l'>'X m!!) In and ask5 us to fI)(1 
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NAVSPECWARCOl'l: 

Moo Yanl The SOF Ned/cine Journal is" great Idea 
to communicate "'itn ou, ',;Idespread medical 
fOKes in Navy 5p«ial \~arfare. 

Mrs! things first. Bravo Zulu to CAPT 51<:,,: 
Qlebner, ~ 1 P1 Icon In the Illslory of the Naval Special 
\\arfare medical dcpartmcn1. CArT GiebnCr'5 roo­
prtnt is large on the <Ic~clopment and p«lgrCS1on 

of medical education and readiness planning. He 
elected to pu.s"c res"rrecllng the hy~rba.lc 

chamber al tI'" naval AvlaUon ~lcdklll 111~lIlule_ 

rlc will be Klrcly missed b) Ihe N5W communlly 
and will be long-remembered for his major dcdlca. 
lion and 5Uppott of medical spedal ~"'11on5. 

I have Ihe "WeK>me opportu"lty to pkk up the 
baton and continu" the run. 50 ,.,here mc we 
going? 

fie". Admiral t.k Olson ha5 ilpprO\ed of a 

Strategic 1'1;1" for the Medical Department. The 

-Strategic Plan" \s a pari of au. military's "tOP busl· 

ness practices- to enh"nce perform .. nce. t\ 

Str .. teglc PI .. n Is a blue print for success by defin. 

tng the n,lsslon. vision. goals to accomplish the 

mission, .. nd measures to Identify whether the mis­

sion goal" .. re ""cceedlng. A plan that COve,,; 

5p"cifics of the mlsslon and hilS the n'e .. ns to 

check ",hether or not the t .. rget I" going to be hll. 

The Strategic f'1an for ~aval SpecIal Warfare 

Medical Depal1mcn15 is defined as follows: 

1'11"";0": 

Vision: 

ensure th .. t ~a,-al Spc<:I .. 1 Ilarf .. re 
ron:"" .. re medially ready to go to ....... 
Achieve I 00% "II u~lIon .. 1 ",,;"Ire 
ness In medical readiness In all 
NSW fon:es. 

CAPT Larry Garsha, MD 

I . General Medical I sick<all 5<":r\i1ces ",m 
be pFO\ld~ at high priortty for .. 11 membeF"ll 
of subordln~e Comm .. nd5. 

2. Rchi"lt)llItllllon of training Injurie" will be 
a, aliab le on a high priority bllsl". 

3. Compliance ... lIh 5OCOM Directi,""" on 
required certlrlcation .. nd"U5l3Inment 
t",lning for sor Comb3t mediCS and corp" 
men. 

4. FToacti\'e protection of fighting forces b) 
m"intenance Of Immunlz3tton".physical 
uams . .. nd sm'l,elliance progr.>m5. 

.!I. Communicate sltuatIon"l reports on non. 
b .. Ule disease and Injury wllhln 24 hours to 
tactical and 5Irillegk: commanders. 

6 . ~' .. nage 113, .. , Sp"ci .. 1 "arfare medical 
equipm"nt and Authortzed Medical 
Al!ov.iItlce list. 

"'" .. "U,<:5: 
t . Assess subordinate comm .. nd response 
to medical .. nd reh .. b sc,,' lces by quarteri) 
r""iew of patlent ·commander su"e)'S. 

2. Review quarterly compll;IIlce wllh m .. l" 
lenanc" of fMTIP sust .. lnment program. 

3. ,",,·iew qu .. nerty percenlage compli .. nce 
"nh 5OCOM Olrectlves. 

4. Log .. 11 1'1luries and Illness at tenant 
CommandS ... ·!th physlcl .. n diagnosis. 

~. Ro;"iew qUi'lrteo1y fill percentages of sub 
ordinate AMt\~ . 

These go<II5 3nd strategIes h""e been brlef"d and 
",ell· recel'ed by the NSW CommandeF"ll. Medical 
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Ocpi1rtmen~ should align their acU~1t1es to meet 
the goals and measures. 

Ilhy ha"e a 5I.rnleglc plan? Why ha"e a plan? Ttle 
fCMO<1 15 10 accomplish a commonly deflned mlir 
slon that "'orks for both r:ast and lIes! COa51. and 
... ·111 g1"e confldence 10 our Commanders Ihal our 
medical forces are not sul>-par for their duty al geo­
graphtc diverse assignmenl.5 are equal to al l SOP 
medlg In Imlnlng and e~pertl~. 

These arc exciting times for NSW. II'e arc cha,,!!lng 
our organl~atlorml strudure and .... e ... ·lII le,orn more 
ho ... · this .. III affect our readiness. Our depart· 
ments In NSW commands .... iII continue to have the 
same requirements In ensuri,,!! fOfCe health. lIe 
will learn more at Ihe SOMA conference In 
December. 

T ... ·o projects at Ihe \\Af!.CON medl~1 oUke are 
keeping nM:. occup-ied. Mrst I am ",riling a pilot 
Sludy designed to delermlne If adding 1't1~ldan 
Assistants 10 NS\\' fOfCcs ",ill enhance delivery of 
~re . flefore health professionalS can be assigned 
10 an activity, they must be able \0 flll a billet. 
Commands' Imve responsibilily to uIIII~e and sup­
p,ort the members In Its billet struelure. in order to 
Increase Ihelr force numbers of blilels. Ihey musl 
be able 10 afford Ihe llO"ition and Ihls requires 
money Ihal must be provided by Ihe Na\')' to pay 
for the Individual In Ihe blUet \'te are seeking to 
get 1"'0 PA 's ao;signed to each of Our 5p«lall!o;lt 
SqU<tdrons to assist In Ihe hi!lh volume readlne"" 
requirements presently borne by our fellow gener· 
al medkal officers. In order 10 go to the Na\')' for 
additional money 10 UWer the neW billets ""e need 
a .strong argumenl. 11115 15 .... hal the pilot 5I.udy 
should support. The numbers of undersea medical 
offlcers are IImlled by billets available and ",e 
already our gapping available Jobs. I just sl>oke 
.... llh onr detailer and Ihe likelihood of obtaining 
any more UMO and/or GMOblllc~ 15 hlyhly unlike· 

'y. 

Our sec;ond WARCOM Initiative Is 10 add to the 
eAlsUng Group Kehab facillllcs, 1"'0 ne .... rehab 
faclllUcs again for our Spedal flo.~1 Squadron 
Commands. Ttle Incidence of Il1.lury In oo.-.IS thaI 
go Inlo harm's way at a high rale of speed Is aboul 
2Q'i11o. One fifth of the fOfCe requires Inlense med· 
Icaltrealmenl to maintain readlncss and the need 
for li>e rehab units is obvious. Master Chief cavoll 
and I lire working on Ihls project Indudlng Ihe hir_ 
Ing of athletk trainers lind approprillte rehab 
equipment. 

I am pteased to report to Rcar Admiral Olson that 
our NSW corpsmen rue leading Ihe scrvlces In per· 
cenlage of t:MTI P c;ertified. we are "I aboul 10%. 
We need to continue to encouraye IhOse who need 
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;nil;al cerljfi~tlon training as ""ell as li10se ... ·ho 
must recenlfy. SOCOM has dlreC:led Ihal a 10-
""eek high· speed <:O\.I~ for those ",ho "'ne 
lapsed In c:enlfkatlon .... 111 be Iteraled Ihree times;n 
2001. 

NeAt quarter ",.t:: "'ill bring e~t::ryone up to speed on 
some of Ihe medl~1 research Ihat Dr. \\-alTen 
to<:kelt has done. Ite Is a dl'Ulan pllY5iclan 
researc:het whO l,as ocademlc c:redentlals and is " 
fult time associate profes50r al the Unll,erslty of 
Nichigan Medical SChool. lie Is on sabbatical and 
a special assistant 10 MOM Olson for medical 
researc:h. 

I look forward to meeting many of you at our 
upcoming SOI1A meeting in December. 

, 
CAPT ~ G;.,.""" 
rorc:c ~dic..>t Ofllc:ct 
"-', .... 5p<ccial War!"_ Command. Coronado .. CA 
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AFSOC: 

AFSOF Medics. 

"hal a great time \0 be a part of AI'SOC; so many 
things are going On lila! ",'cry day Is different. 1',1': 
.1,1I«I .. llh a number or)..,., ill..,ady. and I plan to 
trale! to It'll: oler.;cas locations In the near fulu,e. 
r hope \0 see the great Ihir>gs )·OtJ're doing. and 
hear a bout Ihe ehalh'nges you face . 

Col. r:dlger 11M made Ihe t",nsltlon from AfSOC 
Surgeon to Orol'p Comm~nder. He did iii greilt Job 
here. "1111 11 Slrlng of <H;compllshments. Now he', 
Immersed In tile clinical side of things at the 
M/UCOM's only O;l\ed medical facility. The good 
nelo.'5 Is he's stili close by and I gel \0 pick hiS brain 
"hen necessary. 

Other (",nsJUons: Col. !lob ZerulL the OrM AfSOC 
medical Oighl commander ",ill be ..,tlring. At the 

hdm of the 16111 OSM. Dr. Zerull .. as In the fore­
front of Implementing th" Spedal 01)$ medical 
support concept, shepherding the operational sup. 
pori medics through elghl years of successful 
<:Ifon. This 15 no 5m,,11 Icg<lcy for a c" reer 01 ser­
vice 10 Ihls command and Ihe naUon. Best of luck 
In the fuwre. Lt. Col. (51 Gordon Pelers. who 
relurns 10 AfSOC from Ihe Aerospace MediCine 
Residency. succeeds Co L. Zerull. IIF50C relmnees 
such as Dr. I'elers. affectionately knO"'n as 
'retreads have been p-reviously 5OP·leS/ed for 
qualll). I'm sure he'U be able 10 le"erage his pnor 
c"pelience In his new assignment. 
Congratulations 10 U Col i s ) Tim Robinette on 
meel lng Ihe squadron commander scleellon board 
Ihl5 )ear. lie has an assignment next summer to 
faln::hlld III'R as the 92 Il00S cc. 11"5 going to be 
lough 10 find II replacemenL He has a reptJlallon 
for tenacity and oul.5poken support to the opera· 
tors and support pcrsonnel In the 3~Jd. Please 
give him your beS/ wishes for succ"55--lhere 's no 
other Job qulle like command. 

We've sent a second woup of medics, docs. "nd 
PJ'S to the St, Louis Tmuma Training Cenler. The 
f<:edback I've gotten Is that Ihere 's a good oppor. 

Col James Dougherty 

tunlty for hands-on care In this 2.week block. If 
you've got the time and ""ant to do casualty care 
for real . see M5gI Daren Robinson about upcoming 
elaMes. 

Itere', ~methlng really special. IIIC WIlliam H. 
PItsenbarger, a ParareKueman killed by enem)' lire 
durlng a battle ,,;th Vlt:t Cong fon::es In 1966 "ill 
becon,o: only the second enlisted airman of the 
VI<:tnam era to t>e ",,'arded Ihe Medal of Honor, 
IILC PItsenbarger volunleered 10 descend by hoist 
Into the co:nter of Ihe bailie to treal the wounded 
;lnd a .. ;lnge for their evacumlon, lis I,e cra"led 
from position 10 position defending Ihe )!\Jured and 
Instituting life o;.adng "e"lmen!. he "as himself 
wounded "",veraJ limes before succumbing. \\'l!h 
Ihls lradltlon of "",Iness $IIcrlllce. 11'5 no "'onder 
that ,,0: hold the PJ In such high regard. 

AS "e gel rolling ,.Ith this Journal 1 hope to share 
a lot more with )·ou about eJ(clllng stuff gOing on at 
IIlr f oo::e Ie, <:I. Lt Oen Carlton hM been the IIlr 
fOn::e :>urgeon General for only a shon lime. but 
Irs dear that inno""tlon In readiness Is his specla] 
Interest. He Is al~ a !lreat supporter of AF5OC. 

Thal 's all for now ... 'tIL neXI lime. 

Co, .J'lln"" Dou9hcrly 
Commilnd Surgeon 
/lurlburl AFB. FL 
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Operation5 

Aeromedical Evacuation for SOF 
Shiela Millette. Col. USAF. NC. CFN 
Jim Lorraine. Maj. USAf. NC. efN 

US5OCO~1 has an unequalled capability 10 ca re for 
casu~lt;cs with injuries and diseases that cove, the 

spectrum of medicine. 1I00o'ever. one of the capa­
bilities that currently does not exist is the provision 

of long· range patient movement of sick and Injured 

from remote localions. throughout the world. wi th­

oul degrad ing th e unlt/leams med\cal coverage. 

USTRANSCOM is the ",,",cutiv", agent for global 

patient movement, Air Force aeromedical e\'acua· 
liOI1 tAr) is" s ubset of that mi",ion. Their a ir com­
ponent . Air Mobility Command (MlC) Is ,.,sponsl­

h ie for executing the worldwide AI: miss ion. The 
Air Force aerom edical evacuation system provides 

nxed'\o,'lng movement wilh quail ned AI': crewm"m· 
be,,;. Historically. AMC. in conjunction with sup­
ported theaters. has had the ab ility \0 respond to 

SOf requests for patient evacuation when the 
Injury or d isease e~ceeds the capability or eqUIp­

ment of Ihe SOF medic. Ho,,'e~er. in many cases, 
A[ response to SOF forces around the globe has 

been In lerms of days rather Ihan hou,,;. 

Base reductions. globally. hal'e resuited In grealer 
distances between military medical fadlities and 
our fo","'ard.deptoyed forces. The lack of fo","'ard 

basing. aeromedical e,'acualion capable aircraft, 
and adequate mititary med1cal fadlities throughout 

the " 'orld has complicated the Air f orce"s ab ility 10 
respond. Maintaining a small footprint on foreign 
Inrernal defense. humanitarian. or other missions 
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reduces Ihe ability for AF. to pre-l>osition forces in 

support of the sor mission. It is not thar the Air 
Force At: system doc-~ not respond. tlo"'e"e'. 

under the current configuration, it is difficult for 
the U5TRll.N5COM patient movement and Air Force 

At: systems to be able to respond to any location 
at any given time wilh short notice and polentiatly 
rapid turnaround requirements. 

Air Force AI: response standards are se~ent)'-t"'o 
hours for a routine patlenl. twenty-four hours for 
priority. and as-soon-as-possi ble for "n urgent 
patient. This response is based largely upon their 
ability to pre-plan. prepare. and forward base AI: 
personnel on a threat/risk-based response. Most 
of USSOCOM's deployments invor.'e small num­
bers of forces. in low to medium risk deployments, 
to loc<ltions not conducive 10 pre-positioning <I 

I"rge footprint of AI': support personnel. for our 
forces in Africa. South America. or any other aus­
lere locat ion. the quickest At: response can be 
more than twenty-four to forty..,ight hall"; away. 

In an effort to provide medical tf~nsportation to 

the Th ird Specia l Forces Group (Airborne ) a con­

tracl \<I 'as established with a civ ilian a ir ambulance 

company. This company claimed lhe ability to 

evacuate patients from any location in the world . 

whkh is fr~e from IJostile fire. within hou,,; of the 

initial request for movement. This company has 

assets permanently based throughout the world . 



, 

thus eliminating Ihe need for co-location wllh 50f 

fonees. The conlract covers personnel deplo}ed to 

Africll ill iI cosl of approximately '040.000 per yellr. 

Coverage includes evacuation fro", point of injury 

to destination In CONUS. The contract for support 

In Africa has been active for:) years . bul has only 

becn used once on a pallcnt who did nol need 

",ediclli inte rvention en roule. In lIlis case . Ihe 

company merely contracted for a seat on a com· 

merclal carner and l1e ... · the soldier 10 CONUS for 

1 tab tests and Ircalmenl of a human bite. Dcsplle 

this sillgle success Ihcre wcrc Issue.~ that requlrcd 

refillcmcm In coordination. for USSOCOM to pur· 

s"c a cllpabilil)' of th is type. standards, clear lines 

of communicalions. and capabilities must be thor· 

oughly resolved. 

I 
I 

U550CO~1 recognizes the need to pro~lde glob31 

evacualion 10 dcploycd 50r fonees. Work is 

underway to provide Ihis capability. not only 10 

those deplO)ed In Africa, but worldwide , regardless 

of hostile fire. 

USSOCOM will, as we have in South East Asia. 

Grenada. Panama. Naill. Soulh Wesl Asia. thc 

r.al kans and nearly every con tingency. continue to 

rely on the Air Fonee AI': system 10 support 50f 

operations. placing ai rcraft and crew In harm's 

way. The Air fo rce and AMC have ",ade great 

strides in the last year to ",nne Ihelr At doctrine 

and capabi lity. Included in this new opemtlmml 

concept a re smaller, incremental. more mcdlcally 

capable AI': cre"'s augmented "'ith specialists, 

when reqnired, and the essential equipment for 

IransportallOll of patients. on almOSI ever) moblll· 

Iy platform in the Air Force. Along with the new At 
doctrine, USAF airfmme capabi li ties and prlorftles 

must be addressed. Wllh Our liaison al Ihe AMC 

Surgeons Omce. we lInlicipale 1I solid p lan to les1 

and I1cld an AI': capability prepmed to respond to 

USSOCOM force requirements. 
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Education and Training 

SPECIAL FORCES 
MEDICAL PROFICIENCY TRAINING 

M.ajor Joe Williamson 
Master Sergeant John Barrett 

Periodic completion of Mectica' ProfiCiency Training 
(MI'D Is required of a ll Specia l forces Medics 
(160). The title -MediUlI rroflc/cncy Training (Mm­
states both the Ihe mission and the purpose of Ihe 
requirement. 

MPT is conducted a' 'first World' medical faclli · 
ties. both cl"lIIan and military. to keep Spedal 
Forces (SF) medics on Ihe culling edge. All must 
be graduates of the SOCOM. ADSOCM and SFMS 
courseS (prior/::IOO-Fl) . Alimusl have attended 
50FMSSP (SOP Medical 5kllls sustainment 
Progmm) within 2 years, according to 
USASOC/U5ASFC Regulation ::150- 1. The USASOC 
surgeon's Office via the group surgeon's office 
will manage Ihe MIT application packet Tn Its 
entirety an<1 verify and "pprove It. This packet is 
"vallabl" at battalion level and should be turned· 
In and approved 4 5 days prior to desired MPT 
rotation. 

The SF medic will attend an MPT rotation evet)' 2 
years, In accordance wllh USASOC/USASfC 
Regulation ~50·1 (a bloc of four weeks will count 
for 4 years). This means that commanders will 
lose thelr medics ollce each year. allernating MPT 
and SOFMSSI' attendance. Official two- weel< MPT 
programs will have to be established at on -base 
hospitals by the prospective group surgeon's 
office. These prO!.lramS may be primarily clinical or 
trauma. This will be achieved In accordance with 
USASOC Surgeon 's Memorandum: MIT, 01 I\tl9 
2000. Currently. all established omcial four.weel< 
sites are al civilian trallma/ or medical centers list· 
ed here, with prospeCtive 51' group: 

tlarborvlew Medical Center: Sealtle. WA _ 1st 

SFG(II) , Fl. Lewls, WII 

Denver Medical Center: Denver, CO - I Olh SfG(A), 
fl. carson . CO 

Vanderbi lt Trauma Cenler: Nashville. TN _ 5 th 

SFG(A], Ft. Campbell. KY (as of Jan 200 II 

UNC Trauma Cente" Chapel Hili . NC _ :)rd SfQ(AI. 
fl. Bragg. NC las of Jan 200 I ) 

Ryder Trauma Cenl"" Mi"",t FL _ 71h SFG(A), fl. 
6ragg. NC (200 II 
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ECU/Pitt Counly Trauma Cenle" Greenville . I'IC -
96 CA/ SWTG, Ft. Bragg, I'IC (2001) 
R. Adams Shoel< Trauma Center (MEIMSI ; 
Ballimore. MD _ Ava ilable 10 all 
Shiprock Indian tlospit"l; Shiprock. NM - Available 
10 all 

The lasl and leasl desirable means of achieving 
MI"T slandards and credil will be conducted In 
accordance wilh USASOC Surgeon 's 
Memorandum: MPT Crilerla for Accredit"lion (In 
olher Ihan OffiCial Mf'T Sitesl , 0 I Sep 2000. This 
allows the SF medic deplo)'ed (OCONUSI, who is 
conducting Mf'T·lihe operations or training. 10 
receive MPT credit. All specified doeumerHation 
muSI be SUbmitted to the USASOC Command 
Surgeon 's Office for revkw and accreditation. by 

the Command Surgeon, 



, 
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Special Operations Forces 
Medical Skills Sustainment Program 

Major Kevin Riley fi-.1~ 
Sergeant ,.i rst Clas s Ri C:har;l:randall 

Tho: Spedal Operations Medical !ik.ills Sustainment 
Pmgram ISOfMSSI') which !>egan on 17 October 
1999, has completed a most successful nrsl year 
with o~er ~4 sor medics tmlned. 

sonlSSf' was developed to refresh Special 
Operation! Medics throughout USSOCO~1 In lhe 
perishable combat med ical skills required to save 
life on the ballicneld. The cou"", is predominant . 
ly mlllt,,!), orlcnlcd ,,"'llh an cmph;,,,;s on trauma 
amI tactlcal combat ca""""lly care, 

Thl! cour!oe ~llsfk:s the 48-hoo. refresher training 
required by the National RegIstry 01 f:me~ncy 
Medical lechnlc;lans (NR.f.Ml) for re<:crtlnc;atlQn 
forof Ille p3ra"'cdlcs C\'el)' level ",quired b) tile 
National Reglslry of Emergent) Medical 
Technicians INRf:Mn fo.- re<:ertiflcatlon reqllired 
e'eJ) 1"0 years. The program consl5l5 of 68 hOllrs 
of InslruCtion. which Incllld~s 48 hOllrs of 
paramedic refresher training and 40 hOll" of mill· 
tal)' medicine and I","ma manag~menl. Some of 
the speclnc toplu Includ~ emergency surgical pro­
cedllrn such as che5llllDes. venous ,"t-do"'n and 
sIIrglcal airways. In addition to the advanced t",,", 
ma life support Currlculum. d,.,;,;.es In "ar wound 
management, diseases of miJilary Importance. 
emergellCy dentistry. en"lronmenlal emergendu, 
and NBC are also conducted. StLKIenls al50 
recel,'e reccrtlncatlon In CPR. ACLS, aLS. PALS, 
and ABTl5. 

Auendllnce In the SOfMSSr can De COOrdlnaled 
through YOllr IInlt training managers and )011' com 
poncnl surgeons' ornce. Priorily should be given 
to thOlie medics ,,'hose EMT·P credcntl~15 will 
cAplre on J I March. The program and Is opened to 
the following specialties: Sr:AL ,orpsm~n . Special 
Amphibious Reconnaissance Corpsman (SAKC). 
Special 1'0((es medics (180). Ranger medlc.s, 

l60th SOAR medlc.5. ~28t h SOSB medk.5. and AIr 
I'oree I'amrescuemen (PJs) and independent dut) 
medk aJ te<:hnlclans UDMTsJ assigned to Ar50C 
operational support squadrons. 

The course "lIl bels two I,:eeks In length and .. III 
,onslsts of elf:,-en days of training. Including one 
Saturday. The average training day 15,,111 De from 
08OQ. I 600. 

For more Information about the program contact: 

SI'C Kk.hard Crandall (Course ~'='~I"'WK]'" 
(910) '}96-8202 email 
Richard Toll, (Assistant 
emaTi iothrlfSQC,mlL 

I!d!ror'~ "DIe, Ihe relll) Ad,,,,,'OO Tri"",,,, Life SUpport 
.. ."s used In Ihi5 piece. bur modlfk:d dIJe 10 II~ cOPJrlglrl 
b, 1m, Al,,,,ri<;':JI) College of SUIY«"I.'l, The ACS g .... ros 
1"1, Ictm carr(ully. a<>d /r,,,,, b""'ll"llqpl ""tlon "9'tIrrsr 
liS unsanclioned lun""l<I) use. In ,,,Is jourrr;tl. h·~ .. III 
"taI<e an rlfon 10 refer 10 lire cOIrImcrcbl unclloncd 
program a< Ad",nc"" TriJ"m .. urc Suppo<t. or Ans.. 
an<! (Jl.hcr "",,--'C5 ,urrlculIJm /05 ' 'IllOuma Ule support '. 
ApokIgIe< 10 Maj. /{jle) 5I'C CrantJ;JII. ""d OIhel1 
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New t:MY·Paramedic Re-certlfication 
Guideline!!! for SOF medics. 

NMCM Dennis Narkness. Senior Enlisled Medical Ad,lsor for USSOCOM Surgeon and the 
Enlisted Ad,· Iso') Counc il reteased the follo"'lng Infonnallon reg<lrding re-certificatlon 

procedures for f:MT-Paramedics. 

Each componenl relains Ihe ~ponsiblllly of detennlning .... ·hat additionallraining and 
certifica tions their medics me required to ",aintain. Although there are some medical 
skills Ilial are unl"ersaJ to all. this program Is tailored to meet lhe skills and education 
requirements for Nallonal Registry Emergenc~ Medical Technician Paramedic 
certification . 

Medics who have a c urrent National Registry EMT-!' certification nm re-cenify by: 

Submitting the Medical Director Verification fonn IJoln! Special Operations Medical 
Training Center-JSO~!TC document). signed b}" the respective command surgeon or 
his/ her delegate (coordinated b~ the NRtMT I\.r"a Coordinator at the JSOMTCi. 

• Ke-certlfylng In c rR. I\.CLS. BIoS. rl\.LS. I\.BTlS by attending SOFMSSP ISpeclal 
Operation Forces Medical Shills Md SU-St"inment !'rogmml 

SOF Medics whose certification has recenlly I"p"",d Can re-certlfy by: 

• Submitting the Medical Director Verification fonn IJSOMTC document). signed 
b~ tile respecth'e command surgeon or his 'her delegale (coordinated b~ Ihe 
NKfMT I\.rea Coordinator at the JSOMTCi 

• Reccrtlf} In CrR. I\.CLS. 5t.s. PALS. 1\.5Tt.s b} attending SOFMSSP 
• Succ"ssfull} pass the National Keglst/}· EMT-r wrltt"n and practical ", .. ms 

coordinated and conducted at the JSOMTC 

SOl' Medics .... hose certification has laJ>M:d b~ 0\ year.-o or more years can re-certify 
under the Re-entry program by: 

• Submitting the Medical Director Verification ronn (JSOMTC document). signed 
by the re5pect1ve command surgeon or hls.:her delegate (coordinated bl the 
NRtMT Area Coordlnalor at the JSOMTq 

• Re-cert;fy in CPR. I\.Ct.s. Bt.S. PALS. and ABTI.S by attending SOFMSSP 
• Successfully pass the National Registry tMT-P written and pmcUcal exams 

coordinated and conducted at the JSOMTC 
• Additional docun,ents ... ..-111 be required and are compiled by the NKEMT Coordinator 

at the JSOMTC 

Coordinate .... Ith Ihe SOFMSSP Course Director prior to requestlng" SOFMSSr bil let to 
ensure that Natlooal Keglst!)' testlng will be a"'lIable after all requirements ha'e been 
met. 
AU required documents for Ihe re-certlOcation package will be complied and fO""arded 
by the NRfMT Coordinator upon successful complelion of SOFMSSP. 
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USSOCOM SOF 
PARAMEDIC 

RECERTIFICATION 
GUIDE 

13 July 2000 
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sor fARAMEDlC SUSTAINMENT/RECERTIfiCATION PROGRAM 

I) The USSOCOM Board of Directors off·slte conducted on Noveml>er 5\h. 1998, established the 
requirement that all SOP medics assigned to USSOCOM, its components or operatIng agencies "III b(: 

[HT·Paramedlc certified and .... ill maintain currenc~. Additionally. all sor medics ,,'III be requ ired to su,;­
taln tllelr certification and allend the Spe<.:ial Operations Medical 5kllls Sustainment F'rogr;Im (SOFM5S1") 
located at fI Brngg. Mc' on a biennial basis. 

2) Each component retains the responsibil ity of determining whal "ddltlonal lralnlrlg Mel certiOca­
lions their medics a re required to nmintaill. "Ithough Ihere are some medical skJlIs Umt are unl"ersal to 
aiL this program Is tailored to meet the skills and e<JucaUon requirements for N~tional Kegisny 
.Emergency Medical Technician rarnmedl<; <;ertlfkallon. 

:5) Medlc:s who ha,'e a <;urren t Nalional Registry f:MT-P <;ertifiCllion .:an r«ertify by: 

a) Submitting the MedlClI Dire<;tor Verlfkalion form lend. I ). signed by the respe<;tI"e <;om 
mand surgeon or his/ her deleg. .. te (coordinated by the NRf:MT Area Coordinator at the 
JSOMTC) 

b) RecrrtJrylng In CPR. ACts. tiLS. PALS. AtiTLS by attending SOPMSSP 

4) SOf Medics whose <;ertlflcatlon has lapsed.:an re""rtify by: 

a) Submitting the Medic.al Dlre<;tor Verification form (End. I ). signed by the respe<tlve <;om 
mand surgeon or hIs/ he, delegate (COOfdinated by the NKf:MT Area Coordinator at the 
JSOMTC) 

b) Ke<;ertify In CPK. ACts. ilLS. PALS, ABTLS by attending SOFMSSP 
c) Successfully pass the National Registry EMT·P written and pr.l<:tlcal exams coordinated and 

conducted at the JSOMTC 

!oj SOP Medics whose certification has lapsed by " ycar.o or morc can recertify under the Re...,ntry 
progrnm by: 

al Su bmlltlng the MedlClI Director VerlflCltlon form (Enel. I). signed by the respecti"e COm 
mand surgeon or his/ her detegate (<;oordinated by the NREMT Area Coordinator at the 
JSOMTC) 

b l Recertify In CPR. ACLS. fiLS, PALS. and ABTLS by attending SOFMSSI' 
cf Successfutty pass the National Registry f:MT·P written and prncllClt exams coordinated and 

conducted at the JSOMTC. 
d l Additional documents witt be required and are complied by the NREMT Coordinator at the 

JSOMTC 

Coordinate with the SOpMSSP Course Director prior to requesting a SOFMSSP blttet to ensure that 
National Registry testing wltl be avaltable after all requ irements have been met. 
All required documents for the recertiflcatlon package witt be compiled and forwarded by the Nfll':MT 
Coordinator upon slK<;c~ful completion o f SOfMSSP. 
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INSTRUCTIONS AND RESPONSIBILITIES 

For Ihe jnrij,'ldual SOl' Paramedic: The SOf medic is responsible for Ihe <:ontenl . accuracy and update 
of his training record. tte will, 

al Surrender the tra ining record upon reporting to a new command 
b ) Ensure the training record Is accurate and up to date prior to reassignment 
c l Frovide data for induslon In a tlmely manner 
d l Review the tml" ing record no less than biannua lly 
CI Not assume that the Training NCO, medical stalf Or Command Surgeon has cntered 

required data 

For the Trajnj"y !'leo and Medical Supervl50r: Th<.: Training NCO/ Medical Supervisor Is responsible 
for data enl!)' and custody of Ihe SOf rledic tmining record. Th<.: Tra ining NCO and or Medical Supervisor 
will: 

a ) Maintain each SOF m<.:dic Iralnlng record 
b) ~la"e appropriate d"ta entries as required 
c l Ensure the SOF medic reviews his lraining record at least biannually 
d l Understand that the training re<:ord is audltable by the National Registry, 

Command Surgeon and the U55OCOrt Sen ior Enlisted Advisor 

For Ihe ,'erify;"y Medical Officer: The verifying Medical omcer Is ow:r·all responsible for: 
a l Quality assurance of medical tmining conducted and data entry 
b) Ve,1ncatlon/ valldallon of the training record annually and prior to the SOF medic attend 

ing SOFMS5F 
CI Submission of required forms fo r re<:ertificatioll (signed and dated) 
d ) Assuring that all skills demonstrated are conducted properly and perfoflned to the appro 

priate standard 
e l Understanding th"t his signature affirms that all a<:tivitie.s including training r<.:<:elved by 

the Individual <:onforms to the nalional standard for EMT·Paramedks periodic review of 
the sor medk"s tmining re<:ord 
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I MEDICAL DIRECTOR VERJFICATION FORM I 
LAST NAME: FIRST NAME: M[: 55#: 

PARAMEDIC 1/ : EMT-P EXP DATE : SOFMSSP DATE: INITIAL EMT-P CLASS: 

EMT-BASIC II: EMT-BASIC EXP DATE: 

ACLS EXP DATE: PALS EXP DATE: BlS EXP DATE: ABTLS EXP DATE: 

UNITTRAINING RECORDS REVIEW 
SECTION: 

DATE OF REVIEW: CLINICAL ROTATION DATE: REView OF SECTION III 
SKILLS: 

NAME OF MEDICAL OFFICER: RANK: UNIT: PHONE' 

I hcrcb} affirm Ihm the aforementioned candidate I~ an active medic In the U.S "hlnary nnd has conduclCd his medical duties in 
hospltah and clinic,. [have Icriticd his [mining record for accuracy and completeness and underSland [hat II is an audilablc document 
hy [he National R~glsuy ami higher command medical 3ulhontie!;. I fllMher ccrllfy Ihat he j, competent to perfonn the skills and tasks 
to the level ofEMT-l'aramedlc. 

MEDICAL OFFICER SIGNATURE DATI~ 



, 

Points of Contact 

JFC Ric/l,ud Crandall 
Comm (910) 432.a202/6226 OSN 236-11202/ 8226 
OSN 2.m·6202/6226 

JSOMTC Fort Bragg Me 

JSOMTC National Registry EMT·P Coordinator 
Mrs. Evelyn Williams 
Comm. (910) :396-0089 eXI 169. DSN 2:3{)-()089 eXI 169 
J50MTC Fort Bragg NC 

Senior Enlisted Medic,,] Advisor USSOCOM 
HMCM Dennis !larkncss 
Comm. (8[3) 828-5049 OSN 968-5049 
HQ USSOCOM SOC5-SG 

I'rogram Manager/ BUMED 
Imc Terra flynn 
SEAL/ REeDN HM's 
Comm (202) 762-3446 OSN 762-3446 

noth Special Tactics Group (AFSOC) 
Ops DI.1510n NCOtC 
SMSgt Mike Sandler 
Comm (8~O) 884"()028 OSN ~79"()028 
AF5OC, ttQ t turtbert FIeld FI 

SFC Richard Toth 
Comm (9 I 0 ) ·\32-8202/8226 

J50~1TC Fort Bragg NC 

Senior Medic USASOC 
MSG Fete Pease 
Comm (910) 432·261 7 OSN 239·2617 
USASOC tlQ Ft Bragg Ne 

Naval Special Warfare Command 
I1MCM Brian Ca"oll 
Comm (519) 437-07B3 DSN 577-{)763 
NIWAMPHlBASE Coronado ca 

AfSOC ~Iedkill Enlisted Functional Manager 
CM~I Stan McGill 
Comm 185{)) 884·2269 DSN ~79·2269 

Joint sor Medical Training 

MSgt Roben "Il.ob" McCumsey 
I01'1T.I:MT·P 
Comm (81;)) 82&~04;) OSN 299·~04;) 
U55OCOM/ 5OCS·sa 

. "Do not contact the N"tional Regi51ry directly for iS5ues regarding re-<:ertlncatlon or the re-etllry pro­
gram. These are progrnms set up speclncally for SOF medicine under the authority imd coordiuation with 
U55OCOM sa. 
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Research and Development 

USSOCOI'1 BiomedicaJ Initiatives Steering Committee (BISC) 

The Biomedical Inltlallves Steering Committee 
(BI5C) was developed to bring cComponent medi ­
cal issues in to focus and reduce redundant 
Component research efforts. The 615C functions 
with the nrst of the CINe's Special Operations 
Truths, "Numans are more import""l than hard· 
ware". It also l>ermllts th,,: component surgeons 10 
<;o"'pel" for funds to support sor medkal obje<:­
lives. RcseMCh into areas of ergonomics. perfor­
mance enhancements. combat casualty <:.arc pro­
cedures and protocols, and other operationally s;g­
niflGm! areas of interest are now either funded by 
"flher MFF I I or are being funded by outside 
research activities. The HISC has been suc<:es.sful 
in seeking matching funds or iew:raging funds In 
supporting SOl' needs. 

Some of the past research projects are as follows, 

I I The Medical Multilanguage Transl<'lo~. a CD-ROM 
containing 40 languages, w ith 2000 medical 
phrases: 

2 ) The 5peclal Operallons InteraClI,'e Medical 
Training Progmm: 

3) The 5peclal Operations Computer Assisted 
Medical /ieference 5ystem: 

4 1 Photo Reactive Keratotomy (PRKI research and 
approval for 501'. 

Most recently, the BISC has endorsed the following 
areas of research: 

I I Nigh altitude parachute operations in conjunc 
tion with diving operations: 

2) LA51K procedures and the Impact on the SOF 
operational community; 

3) Numan pallent simulators for sor medical 
training: 

4) Medical 5~lIs Utilization Study; 
5) Ergogenlcs (Creatine) study, 
6) casually evacuation delays and outcomes; 
71 Dive planner and decompression 

Computers! Algorithms; 
8) Dry fibrin bandage/ dressing;. 
91 The SOF Medical Handbook; 

10) Molion sickness preventive measures In SOF 
mobili ty platforms; 

11) Warm water diving Issues. 

Future research lopics will include: 

I) A5DS decompression protocols; 
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2) CV-22 pre-breathing requirement.<; and 
enroute recompression procedures.; 

3) Advanced combat casually care protocols In 
the operational environment; 

4) Kapid field diagnostics systems; 
5) Detection and determination of laser InJuries; 
6) Circadian t11}1hm adjustments. operational 

considerations and alternatives; 
71 Dysbat1c disease treatment standards; 
8) r:xpanded pulmonary 02 exposure 

limits; 
9) Reversat of cold·re tated performance deficlts; 

to) Medical orientation for mission planners 
and/commanders; 

t 1) Protective (barrier) creams to prevent jellyfish 
stings. 

The BtSC receives Input througll the component 
surgeons offices. The Special Ope"'tion~1 

Acquisition and logistics Center (SOl'lL) manages 
the MF.DTECN programs and announces research 
lopics in the Commerce Business {),1ily wllh a 
Broad Agency Announcemen!. Research topics are 
pubtished to canvass industry. academe alld tlle 
DoD Laboratory 5)'slem for proposals for consider· 
ation by the BISC. 

The BISC ran),,; the proposals uSiny several criteria. 
Unsolicited proposats are gtven equat considera­
tion to solicited proposals, but the significant fac­
tor is the relevance to 50r missions and require· 
menL~_ 

The U55OCOM 5urgeon's orncl.':. In conjunction 
with the component surgeons, maintains a degree 
of technology oversight as well as operational 
aWareness of the needs of the SOF medical corn· 
munlty. As the saying goes, "Two heads me better 
than one"; the Silme "pplies to asseSSing the needs 
of the operational community. It Is Important that 
each medic, FA and physician in 50r assesses Ille 
unit's ability to perform its miss ion. 

Deficiencies and recommended improvements 
must be addressed. The -solutions set" is not 
al"'a)", a neW and Improved device to tackle the 
problem. The first issue to address is training. or 
improved training. and personnel skills. Another 
area to address Is doctrinal or organizational 
issues. or how a unit accomplishes its mission. 
Leadership Or Informing the leaders of "medical 
Issues and protocots- Is another possible solution. 

The above mentioned solutions are usually the 



~ costly. The mil/crie' solution Is usually Ihe 
most costly, In both lime and money, Bela«: any 
<k~i(;e can be employW by a SOY medic 0.- c0rps­

man, Ihe dc\ke mu~ be fDA appro.-ed_ II.lth Ihb 
In mind, .. e must tl')' to Ond a de:~ke that h," been 
appro, ed lor use: In the civilian sector (current. off· 
the·shelf lechnoklg)-, or COTS). Another f/OCto.- 10 
consider I, lhe: necessary training on the device 
and lIS Iogfstlcal conslderntlolls, maintenance. cal· 
Ibration, etc. 

~h Of91InlzaHon within SOY has a " force devel· 
opment" se:cUon ..... hl~h Is responsIble for plannIng 
and equIpping the force: ~f\lcture. As these: Ide," 
on how to Impro ... : your medical capabilities begin 
10 "bubblc", chc~k ,,'lIh the force de,'clopn.e:nt 
points of contact. Whal you may perce:l,e as a 
<lendt at your Ie\cl or oru<>nizatlon mil) also be 
ne:cde:<l by Oilier like: organizations so Imprme· 
me:nlS can be structured to be more economically 
feasible ,economy of !;Calc). 

Granted_ thc force development staff may not 
show much conccrn for a non-materiel or OI'9"nl. 
lallonal Issue. Theil' Inlerest In ergogenlcs and 
slimulanl5, for e"ample, probably SlopS at Ihc cof. 
feepot In tI.e break I'OOms. 

Thai Is "hen: Ihc BISC can hdp. Contacl your com· 
ponenl surgeon. E;l(h component has direct Input 
10 the US5QCOM Surgeon and the HISC. The BISC 
addrcsseslssuC5 "lth task statemenlS, "hlch usu­
ally are Ics:5 than t"o pages In le"'IPh. Tl>e: BISC "III 
recommend that the: study addre:MeS the: Issue and 
that a formal report be: provided. Most stl.ldles. 
depending upon the ~omple"ll) are not mU(h 
ntOfe than 1\00 )'<:.al'5 In length. Somellmes, duc 10 
budget constraints and the high c.ost of rescaKh a 
stUdy may run up to Ihree )'ears. 

"l'Ie In the ,1\1'1, . not ,cally. Some oper.ltlon"lIy 
5IgnIO~a"l resl,1l5 have b<::e:n addre:s'W!d by the 
HISC. th"l "'ere: ehher to hard to do by the compo­
nent services or not "Important" enough 10 priori. 
tlze. The 81SC addresses operational needs and; 
concerns focuse:d on Ihe sor mission 

Bob 0..""" ~ ,he IJS5O. 
co.'" /SISC coordItuofor_ 
n .. p<niood po:>SR/on .. ;oS 

,he Di~'ot 01 I'k:dJcIll 
fIND ;t/ IJ:5A5OC. lie h.u 
worloed In ,he X)f' /UtI} 
communlt) fot 0. e:t' 10 
yean. and ~ .. refired 
5Jxc1al f'otCtfJ omc"". 
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The SOF Medical Photo Gallery 

.5" SFO ( A ) oms conduct water Jump 
at Shark OZ. Key \Vest. fL. 
The Jump was part of OMT recertlflc.atlon 
training being conducted by the ~ .. SFO(A) 
Surgeon's Ornce In May] 992. Member5 
of 7" and 10" SrO(A), 7~" Rangers. and 
School of the Americas also participated 
In the weeklong training event. 
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00A·.5"6. 3 March 1991 . 
Kuwait Theater or Operation!>. 
The team's senior medic (far lefij WilS killed 
two year5 to the day .. fier this photo \<las 
laken \<I hen the HUMMV he \<IilS dri\lng 
struck a mine In Somalia. Oe$plte being 
fatally Injured. he continued to give his 
teammates life saving Instructions before 
e.>.sangulnallon claimed his life. Ills sacrlflce 
Is not forgotten by those who knew him ... 

• Anonymity requested . 



lOth SFG(A) MEDCAP in Kosovo 
lVovember 2000 

fi eld Veterinary Carc: CPT J im GilC5, DVM. 
(left foreground) provides field surgical care 
to a vill age dairy cow as 18Ds and a Team 
Sergeant asslsl. 

In NOVE:mber or this year. 10th Sf(l (A) 
conducted Its first MEDeAI' in the 
Balkans. MAJ Craig Durek. MD, (seated righ t) 
tCilches 18Ds in physical exam, diagnosis. 
and treatment of Albanian patients. An arti· 
cle on the mission will follow In the March 
edition. 

Dental Care: 
Sgt Aaron Valevich extracts a carles ridden 
molar from an elderly Albanian woman. 



field f'harmacy: 
MaJ Kevin RIley. MSC. fills one of hundreds of 
the dally prescription from his makeshHt 
pharmacy In an abandon schoolhouse. 
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field Optometry: 
CPT Denis Dcs<arreaux. 00. and Interpreler 
examines an elderly pallent for the prescrllF 
lion ;md fitting of eyeglasses 

l1earls and Minds: 
A group of Albanian children are quick to 
gather for this representative photo of the 
hundreds o f children cared for In the region. 



History 
, Knee pain following trauma. 

Radiographs of the Knee 

AP LAT 

What is your diagnosis? 
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Radiographs of the Knee 

AP 

I. Unicondylar fracture of the remur 
2. Lipohemarthrosis. knee Joint. 

A cortical discontinuity (arrow) Is noted on 
the lateral side of the distal femoral metaphysis 
on the AP view. No other findings were visible 
on this film. 

54 



LAT 

A cortical discontinuity is seen posteriorly representing the postetior·most 
extent of this unicondylar fracture. The cross table lateral film (arrows) 
shows a stralghlilne in the area of the suprapatellar bursa. Straight Hnes 
are rarely present in nature. unless a fluid level of some kind is present. 
In this case, the fluid level is between blood and the fat floating on lop of 
it in the knee joint. The presence of blood is relatively non-specific. but 
the presence o f fat in the joint means that we are dealing with a fract ure 
until proven otherwise. 

Where did this free fill In thejolnl space come from? There are basically 
two choices: the subcutaneous fat or the marrow fat. Subcutaneous fal is 
not mobile (this is unfortunate, since it would be nice to mold unwanted 
body fat into some more appealing shape) . In fact , it takes liposuction to 
really do much with it. 

Marrow fat is much more mobile, and can easily enter the joint space 
from even a small Fracture. 

It is theoretically possible to see fat-nuid levels in any joint. but in 
practice, one on ly sees it in the knee . The main reason for this is that one 
needs to have the X-ray beam parallel to the nuid level. This is easy to do 
with the knee (cross·table latera! view), but not with most other joints. Of 
course, one can see a nuid·nuid level very easily with CT or f'lR, even in 
small joints. 
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Dedication ... 

MASTER SERGEANT (Retired) MICHAEL GENE HOLLINGSWORTH 

Father to Many. Brother to All 
OCT 1937-OCT 1998 

Mike Hollingsworth began hiS mlillary career In 1957 as an anll·alrcraft gW1Ocr. 1115 older brother. a memo 
ber of the origInal 77~ Special ron::es. Influenced him to rcenlist for Special r OKes, lIe was Initially 
trainc(1 as II Spe<:lal forces medic. but also earned additional qualifications for Special Forces demoli· 
tions. wcapons. ennglneer and communications. Mike was II witness \0 President John r . Kennedy 's 
awarding, the Green Berel to Special fOrces In 1962. 

Never shirking assignments. Mike Io'as the ultima!" Special Forces soldier, serving In the 77"' 5evenltl. 
Tenth. Third. nfth. lind Sixth Sped!!01 fOKes Groups, as well as the '-6" 5pe<:ilIl for<:es Campan) 
[Thailand) and rroject · White Star" In lao$. 11" served th...,,, combat lOtI,., "lth I'1fth ~dilJ Fore.". In 
Vietnam, Including the h\WIly classified ·Studies and Obse .... alICHlS Group· (MACSOOI. Betloeen lOUrs In 
Vietnam, M: was an In~ruclor al the Special forces medic COurse. \\,hlle aloailing medical discharge 
from the Army due to accumulatl,e disabilities, Mike was assigned as the acting Sergeant Major (or 
Womack Army hospital al rort Bragg.. NC. 

Afier dl5(harge from Ihe Army, Mike began a Career of civil .",,,,,Ice, evenlually relurnlng 10 Ihe US Army 
Instltule for Mililary Assistance (Special WarFare Center l, S<:lVlng as an 11I51ruc10. at Ihe Special Forces 
medic lralnlng course . N~ .enmlned an Instruclor for Spedal forces medics for 1:1 }ea,.,., having " hand 
In Ihe training of almost every Special r orces medic on acllve duty loday as well as many Navy and Air 
rorce special operations medics, tveryone remembers Mike for his palernal concern for his sludenLs, 
and his burning deslr~ 10 give them ~s much training as possible before being sent out to fac~ the war 
alone. 

His concern for humanity extended beyond SOl', and Mike IlIso " '35 key In promoting and staffing the 
non·profit organization, Project Amazonas. Never suklng paymenl for services, Mike strateglzed, orga· 
nized, and led many MrilCAP mission! with Amerkan ph)-..I<:Ian5, nurses and medics dO\<o'n the Amazon 
River In Peru, bringing medical. dental. and veterinary Glre to the Isolated villages along thai river. Uke 
hl5 SOl' medics, the people In that region knew arKIloved Mike, as they sensed his genuineness of sen· 
Ilment and character. 

Mike i5 stili missed by legions of leammales and SOl' medics who he foughl beside Or lralned. 

r:dllar$ NOIe, The last pB9c 0( (.ery edilion will be marhed " 'llh It dtdl(allon 10" sor medic .. ho has died. In 
Ihe next tdi!icm (March 20011, The 50r Ned/cln" Jaumal .. III ft:awrt: A I C 11'1111",,, /I. 11!5Cnbaryer, a Pa",,,,scut:man 
killed by enemy f/", during II />aWe .. 'III! Vkt CO"fJ forc~ In 1966. We IIppre<;We ""y InrormtHlon on/hi. hero. 
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GHOSTS 

Watching on lit Hallowed Da'y 

Wcaring Class .4 s and a Green Beret 

Anticipation on his face 

Fearing Ghosts Trom another place 

RCIlJ£-mbering those who galle their all 

Their namC.5 engraved in a granite wall 

Hand . ., ciJre~sing wann blaclf. rock 

Tells of aI/ that we have lost 

Warmth exudes. their presence felt 

lie tr.Jced their name"j in hope"j to help 

Crase those ghosts from ycar5 gone past 

To us a name, but not to him 

A lonesome memory for d long lost hiend 

SF( ~tcphcn L loung 
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