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Perspective

Major General Russell J. Czerw

| remain impressed with the distinct authorship and
relevance of the articles published in our AMEDD
Journal. You will find that this edition validates the
AMEDD Journal’s continued success as a dynamic
and relevant peer-reviewed publication.

We are fortunate to begin this edition with a reprint of
a very timely article which previously appeared in an
international military medical journal. COL Mike Roy,
et al make an excellent case for a process to confer
formal certification in military medicine, and how the
elements of that skill set have wide applications in the
civilian medical sector. Such certification would
recognize the unique and challenging demands of
medical care in combat environments, as well as result
in amuch better prepared and capable military medical
professonal charged with the care of our most
precious resource, the combat Soldier.

Research is fundamental to the science of medicine.
COL James Lamiell, a gifted medical researcher, and
his team present a detailed picture of the AMEDD
Clinica Investigation Program, the forma structure
defining how clinical research is conducted within
Army medicine. This interesting and informative
article describes both the history and current status of
the program, and discusses the rationale and strategic
vision that frames these extremely important research
efforts. The article not only reflects the AMEDD’s
considerable investment in and support of clinical
investigation, but also underscores our unwavering
commitment to maintaining the highest standards of
medical expertise and practice.

As the AMEDD adapts to the long-term challenges of
the new combat environment posed by the Global War
on Terror, real world experiences are paramount in the
generation of new ideas and the adaptation of existing
methods and protocols. Three articles in this issue
directly address efforts to ensure the delivery of
quality health care during operationa deployments.
First, in their article, MAJ (P) Ed Yackel’s group of
highly experienced Nurse Practitioners (NP) present a
very strong, thoughtful case for formalizing expanded
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roles of the NPs in deployed environments. For years
the NP has been a vita element in the delivery of
health care in the fixed facility environment, both
providing primary care directly and serving in
supervisory positions over clinics and departments.
The experiences related in the article show that the
exigencies of operations place NPs in the same roles
while deployed. Unfortunately such assignments are
not directly addressed in doctrine, leading to
inconsistencies, confusion, and suboptimal use of vital
resources. Next, in a similar look a resource
utilization from the perspective of rea-world
experience, LTC Roman Bilynski's concise, thought-
provoking article proposes a practical change in the
doctrinal use of Neurologists in combat deployments.
The third article looks at predeployment training in
redistic combat environments. Such training is as
absolutely important for medical units as it is for
combat forces. COL James Henderson presents a
detailed description of the planning, coordination,
attention to detail, resources, and sheer hard work that
is required to deliver the practical, intensive training
necessary to thoroughly prepare a unit for imminent
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Perspective

deployment. Units are completely immersed in
realistic environments and intense situations which
replicate as closely as possible the conditions they
should expect. COL Henderson shows how training
planners especidly draw upon the experiences of those
who have gone before to design and refine their
training plans. This is an eye-opening portrayal of the
too often overlooked efforts of dedicated training
support professionals who work tirelessly to prepare
our medical personnel for their critical role—saving
the lives of our combat Soldiers.

The creative use of emerging technologies has long
been a hallmark of the US military. Joel Reyes, et a
give us a look at how a seemingly unrelated
technology is being used with our medical applications
and data to create another important tool for medical
planners, especially in preventive medicine.
Geographic information systems are rapidly becoming
an indispensable part of medica planning for
transportation, natural disasters, and epidemiological
responses, to hame a few. Recent events have greatly
increased the importance of regional planning for mass
casuaty events, introducing the rea possibility of
unconventional  threats—biological, chemical, and
radiological—which could appear anywhere at any
time. You will find that this article provides a good
overview of how applications of this technology are
being adapted by imaginative, energetic people, not
only to plan for future, large scale events, but also to
simplify existing, routine requirements.

The featured topic of this issue is focused on an
evolving technological application which is aready
becoming indispensable in the delivery of hedth care
in the US military, the electronic medical record
(EMR). LTC Ron Moody and members of his
AMEDD AHLTA implementation team have provided
3 very informative articles which describe the
background of AHLTA, the development and
deployment strategy, and its current status. These
articles present excellent information as to the how,

when, and (especialy) why AHLTA has evolved as it
has. All AMEDD professionals involved in healthcare
delivery will find these articles extremely valuable in
helping to further understand and appreciate the tool
you use multiple times every day. In addition, LTC
Moody has written an article emphasizing the
importance of accuracy of the codes used in AHLTA
records. His article explains the classification schemes,
discusses the metrics used to assess the effectiveness
of the coding, and explains the impact of accurate
coding on outcomes and cost. He makes it clear that
the full potentia benefits of AHLTA will not be
recognized unless practitioners carefully and diligently
apply themselves to ensuring the accuracy of the
entered information.

The lagt 2 articles expand the discussion of electronic
medical information to the user level, including its
value to and impact on the Soldier, how operational
units have used it, and the benefits derived. LTC Ed
Michaud and his coauthors present an easily readable,
very informative discussion of their experiences using
the tactical applications of the EMR. Their approach
discusses both practical and theoretical considerations,
covering benefits and disadvantages. This article
provides an interesting perspective on our evolving
EMR technology from perhaps the most important
user, the battlefield medical staff. MAJ Mark Higdon
then discusses the flow of digital medical data across
the battlefield, out of theater, and ultimately into the
Soldier's record. Writing from his experience while
deployed, he carefully and clearly explains the Army’s
Theater Medical Information Program, its history,
functionality, successes, and shortcomings in the
operational environment.

As usual, this is another excellent edition of the
AMEDD Journal that | hope all of you will take time
toread. Thereisanice variety of content and | am sure
that you all remain as impressed as | am with what our
great AMEDD Soldiers do every single day!

Army Medical Department Journal



Certification in Military Medicine:
The Time is Now

COL Michad J. Roy, MC, USA
COL Joseph Pama, MC, USAF
COL (Ret) Norman Rich, MC, USA

ABSTRACT

In recent years, military medical personnel in several nations have been working toward providing certification
in military medicine. Reasons for certification include the identification and recognition of expertise, and the
ability to match expertise with challenging assignments and missions. We review the literature, examine severa
options, and propose a new method for certification in military medicine. Our model features 2 levels of
certification in military medicine, operational and expert, with the latter a potential basis for a master’s degreein
military medicine. Requirements would be completed through experience or coursework in each of 7 areas:
leadership, preventive medicine, field experience, administrative healthcare, casualty and incident management,
scholarly activities, and service and specialty specific requirements. Educational objectives and material should
be developed, standardized, and incorporated into an educational program leading to certification. Existing
courses and distance learning methods should be incorporated whenever possible. A certification exam is

recommended.

INTRODUCTION

Over the past two decades, an increasing amount of
attention has been paid to the training of military
physicians in the operational realm—preparing them
for combat-related and humanitarian deployments.
Military unique curricula (MUC) have been published*
and updated,2 and various efforts have been made to
try to implement instruction and skills training.®*
Pierce followed up the initiad MUC with a
recommendation that a department of military
medicine be established at each of the US military’s
medical teaching centers,® but this has not occurred.
We now examine subsequent efforts to enhance
militarily relevant education, consider the benefits and
costs of certification in military medicine, evaluate
potential models for certification, and discuss
measures that would be necessary to establish a
meaningful certification program.

BACKGROUND

A review of the literature yields a number of
thoughtful treatises touching upon the subject of
certification in military medicine. Eiseman emphasized
the need for physicians to engage in mass casuaty
planning, especially as it may apply to civilian

settings.® He noted that mobilization from peacetime to
a state of formal warfare or battle required weeks to
months, with physicians involved in preparing for the
type of casuaties anticipated. However, he
prophetically pointed out that terrorist attacks require a
similar response from the medical community, with
little or no lead-time to prepare. Physicians must
therefore be trained to deal with a wide range of
potential scenarios. A corollary isthat military medical
responses may well need to be different from
standardized civilian responses, so that training
normally unavailable in civilian training programs
must be implemented in order to facilitate an
appropriate medical response to these events.

Military physicians quickly recognize differences
between war and peacetime medicine, but the lessons
learned in battle have often been forgotten between
wars, only to be painfully relearned by others. Bellamy
comments that physicians have long ignored
knowledge of military weaponry, believing the
knowledge to have little therapeutic value. However,
he asserts, only knowledgeable medica officers will
understand the intricacies of war injuries resulting
from battle.” For example, wounds from missiles of
high velocity may require less exploration and

This article is reprinted from International Review of the Armed Forces Medical Services (2006;79(1):46-53) with

permission of the authors.
October — December 2006
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debridement than those from projectiles that are
designed to fragment upon impact and further disrupt
tissues. Military physicians should also understand the
different physical, physiological, and psychologica
impacts of wounds resulting from ammunition fired
from firearms, the blast effect of explosives, and flame
or incendiary munitions with the additional medical
compromise of thermal injury. The significance of
such issues highlights the need for specific medical
and surgical training requirements and objectives
beyond those that have traditionally encompassed
training programs.

A series of articlesin the journa Military Medicine in
the early 1990s addressed the issue of whether military
medicine, or some of its components, has unique
gualities that augur a need to standardize the
discipline, and, in turn, whether to certify those that
complete the requirements. The purpose of
certification would be to identify those with
competence in their respective fields, facilitating the
fielding of a capable medica force. Rignault in
particular argued that “war surgery” should be
considered a unique specialty.®® He noted that since
1950, the peacetime practice of civilian and military
surgery has been marked by increasing specialization,
and that although the surgical management of wounds
continues to require a solid foundation in genera
surgery training, additional specific training in
wartime surgery, historically unavailable in either
civilian or military peacetime training programs, is
necessary to avoid the significant challenges surgeons
face in treating and sustaining the war wounded.
Rignault emphasizes several key differences between
peacetime and wartime surgery. War surgery deals
with emergencies, providing amost exclusively
lifesaving surgery, to be followed by evacuation and
further staged surgeries in different locations
possessing increasing sophistication. Wartime surgical
and medica care is primarily provided in an
unsophisticated medical environment, with minimal or
no advanced diagnostic equipment, such as CT scans,
requiring greater reliance upon clinica diagnostic
skills. War surgery, in large part, involves the need to
sort large numbers of casudties simultaneoudly,
requiring triage, stabilization (taken to a new level by
the highly successful French Foreign Legion
“reanimation” teams, whose purpose was to parachute
in, stabilize casudlties in far forward areas, and
evacuate them to safer areas for definitive hospita
care, dramatically reducing mortality in the 1970s),
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and evacuation to a higher level of care. The initia
stabilization of war-injured patients is therefore
incomplete. The military medical officer must exercise
judgment based upon his or her knowledge of the
mechanism of injury, theinjury or injuries themselves,
surgical procedure(s), natural history of the military
injury or injuries, the logistics and sustainability of the
military operation, and the medical evacuation chain
and system capability and capacity. The outcome for a
given patient is significantly influenced not only by the
host (injured casualty) and the environment
simultaneoudly, but also the lag time between the
injury and arrival toinitial medical or surgical care, the
quality of the care, and level of care during transport.

War surgery is performed in sequential echelons (or
levels of care). Thisimplies that the medical officer on
the front lines is responsible for initiating the sequence
of care, but that definitive care will likely be
performed a a rearward location with greater
capabilities, after evacuation. Continuity of careisthus
provided by the system, which standardizes medical
and surgica care to the military environment, rather
than by a single physician or team. The pathology of
war is aso different. Common surgical injuries include
blast and crush injuries, missile injuries, and complex
traumas of a magnitude and scope beyond that of the
worst vehicular accidents. In addition, the diseases of
war may differ from peacetime environments, with
malaria, epidemic diarrhea, epidemic exposure
injuries, and even biological or chemica warfare
injuries. This poses greater challenges in training
physicians for deployment. Unchecked in a fighting
force, such conditions may result in defeat. Also of
import to military physicians are the implementation
of public hedth or preventive medicine measures that
must be present to sustain the effectiveness of the
fighting force. For example, Napoleon discovered that
his mighty army could not capture Moscow because of
the weather’s impact on his force. Ultimately, surgical
procedures and indications differ in the war
environment, as do medical interventions, dictated by
the available resources. One can therefore conclude
that military medicine is indeed a unique discipline,
warranting standardization of education, training, and
certification.**

Pories asserts that military surgery is aready a
specialty and outlines its components.** In his opinion,
certification is long overdue. Fifty years ago, genera
surgeons treated cancer and performed gastrectomies,
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Whipple procedures, pediatric and cardiac surgery, and
orthopedic procedures. Today, increased technology
and specialization has resulted in each of these
functions being performed by subspeciaists, not
general surgeons. In the United States, The
Accreditation Council for Graduate Medical Education
(ACGME) recognizes and defines subspecialties as
areas of graduate medical education which have a
prerequisite for enrollment, and require the completion
of an accredited residency and/or certification in a
discipline in which there is a primary or conjoint
American Board of Medica Specidties (ABMYS)
board. Military surgeons, and other medical officers,
complete their primary residencies and become board
eligible or certified and are then €ligible for
subspecialty training and education. The ACGME also
requires that a subspecialty have a unique body of
scientific medical knowledge sufficient for education
in a clinical field, not simply limited to learning a
procedure or other more circumscribed objective. In
this respect, military medicine also qualifies since
competence in military medicine is not just a matter of
learning a single new procedure. For example, Pories
points out that during the Vietnam War, the surgical
work of field-experienced surgeons was readily
distinguishable from that of newly arrived surgeons
applying surgical skills and standards learned for an
exclusively civilian practice. The latter resulted in
significantly poorer outcomes due to the lack of
knowledge of the intricacies of war casuaty treatment
and management.**

EFFORTS TO ESTABLISH A MILITARY UNIQUE
CURRICULUM

In response to the Department of Defense efforts to
establish a military unique curriculum, some US
military training programs have incorporated el ements
of an MUC. The family medicine residency program at
Fort Benning, Georgia, designed an innovative
program of rotations through pertinent aspects of
military medicine for their residents. The program
features 12 garrison (ie, peacetime) medicine modules
of instruction ranging from management of a troop
clinic to nuclear and chemical surety programs. There
is extensive coverage of predeployment planning and
issues, deployment topics including activation,
logistics, unit movement, patient stabilization and
evacuation, and redeployment issues and concerns.*?
The Department of Medicine at Walter Reed Army
Medical Center (Washington, DC) implemented a
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military unigue curriculum in which internal medicine
residents experience didactic education in
operationally relevant aspects of subspecialty areas
such as cardiology, infectious diseases, and emergency
medicine, as well as participating in an operational
rotation with a field unit.** More recently, the 6 US
Army medical centers banded together to establish a
military unique curriculum of 18 online modules that
al Army interns, in every specialty, must complete.
The family medicine program a Madigan Army
Medica Center (Fort Lewis, Washington) is aso
working to establish a military unique curriculum for
family medicine physicians.

THE DiIPLOMA IN THE MEDICAL CARE OF
CATASTROPHES

The British have established what we believe to be a
particularly valuable model for certification in military
medicine. In 1993, the Society of Apothecaries of
London (incorporated by King James | in 1617)
initiated the Diploma in the Medica Care of
Catastrophes, which includes many of the elements of
competence required of military physicians. The
purpose is to identify expertise in unique aspects of
contingency response, for both civilian and military
physicians interested in providing medical and surgical
care in magor manmade or natural disasters.
Requirements for certification are divided into 7
areas™:
1. Survival — Satisfied through completion of a 5-
day Disaster Relief Operations Course (DROC),
or another equivalent course.

2. Field Team Training — The DROC or an
equivalent course also provides credit for this
element.

3. Multiple Casualty Management — Can be
completed through a number of different
courses, averaging 3 daysin length.

4. Trauma Life Support — Satisfied through
completion of any of avariety of courses such as
advanced cardiac life support or advanced
trauma life support.

5. Preventive Medicine — Also covered in
DROC, or with a separate 2-day course.

6. Written Dissertation — Focused on an aspect
of medical care in catastrophes, up to 100 pages
in length.
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7. Supplementary Module — This features a
pick-list of topics, with completion of any two
required (Note: Medical practice and/or training
in afield often confers credit.):

> War medicine or surgery
Psychological workshop

General practice workshop
Tropical medicine

Intensive care

Accident and emergency medicine
Forensic medicine

Pediatric medicine

vV V V V V V VY

DEFINITION OF MILITARY MEDICINE

In 2002, we convened an expert panel to consider the
development of a program for certification in military
medicine. Prior to those deliberations, the panel agreed
upon the following working definition for military
medicine:

Military medicine represents the knowledge, skills, and
attitudes inherent in the practice of medicine in austere
and/or militarily unigue environments, cognizant of the
roles and capabilities of the military, and the means for
coordinating with other organizations.

ACADEMIC FOUNDATION

While there are variations between branches of the
service, between specidties, and between nations, we
believe that there is a body of knowledge that is
pertinent to al military physicians. The Military
Unique Curricula documents have outlined this body
of knowledge, and the vast Textbook of Military
Medicine series* provides considerable detail. Thereis
aso an ever-expanding body of military medica
literature, particularly embodied in, but not limited to,
the archives of the journals Military Medicine and
International Review of the Armed Forces Medical
Services. There is aso a range of military medical
courses such as the Combined Humanitarian
Assistance Response Teams (CHART) course,’ the
Medical Management of Chemical and Biological

Casualties (MM CBC) course,” and the Medical Effects
of lonizing Radiation (MEIR) course,® which cover
specific aspects of military medicine. More than 20
nations have programs in tropical medicine and
health,** many of which have significant components
of military relevance.

ADVANTAGES OF CERTIFICATION

Potential advantages include the following:
e Recognition of achievement, experience, and/or
expertise

e Academic
certification

recognition, similar to board

e Basis for financia rewards such as bonus

payment
e Advantage for promotion

o |dentification of a cadre of experts that can be
called upon in atime of need, or to impart their
knowledge and skillsto others

e Toqudify individuals for particular assignments
or positions of leadership within military
medicine

The form that certification takes can have a significant
influence upon which of the above goals are achieved.
As such, it is important to consider prioritization of
these advantages in determining the mode of
certification settled upon. We believe that each
advantage has importance, but in our minds the most
significant goal of certification is to recognize the
expertise and experience of physicians who have taken
it upon themselves to establish unambiguous
proficiency in operationa medicine. There are aso
potential obstacles to the establishment of certification
in military medicine that must be taken into account.
First, certification must be inexpensive—ideally, cost-
neutral—since military medical budgets are aready
thinly stretched, and a program that is costly to either
individuals or the military heathcare system is
unlikely to achieve implementation. Second, there
must be a certifying authority, someone that will
examine credentials and determine or judge €eligibility
for certification, as well as recertification.

* Available from the Borden Institute at: http://www.bordeninstitute.army.mil

TAvailable at: http://coe-dmha.org/course_chart.htm

*Available at: https://ccc.apgea.army.mil/courses/in_house/brochureM CBC.htm
SAvailable at: http://www.afrri.usuhs.mil/www/outreach/meir/meir.htm

**| it available at: http://www.astmh.org/oppor/training.html
6
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ANALYZING THE ALTERNATIVE MODELS FOR
CERTIFICATION

One prominent model for certification is the board
certification system for physicians. At the present
time, the American Board of Medical Speciaties
(ABMYS) has 24 member specialty boards, ranging
from Allergy and Immunology to Urology.
Certification is an arduous and expensive process for
physicians, but is widely recognized as a well-
established, well-defined, and rigorous process that
often increases the comfort level that patients have
with physicians they select for care. A military
medicine certification process that would
commensurately increase the confidence of line
service members with the physicians that are deployed
with them is adesirable goal. However, it must also be
recognized that military physicians aready typicaly
maintain board certification within their respective
specialties, requiring significant investments of time
and money. In addition, the body of knowledge of
military relevance that is important for a specialist to
master, but is unique from that covered in the
specialty-specific certification process, may not be
large enough to warrant following a board certification
model. There are also many more certification bodies
that are not recognized by the ABMS, frequently
providing an easier path to claim certification in the
eyes of a confused public, but failing to meet the rigor
of the ABMS. While it may be difficult to achieve
certification in military medicine through the ABMS,
the Department of Defense (DoD) could establish an
independent certifying body, but the creation of a
meaningful certification process would have difficulty
surviving the twin obstacles of cost and resources
required for its establishment and maintenance.

Another model is the previously described Diplomain
the Medicad Care of Catastrophes (DMCC). Upon
completion of the 7 modules outlined above, a
prospective diplomate must then sit for a two-part
examination. The first part is an oral examination of
the material covered in the modules before a board of
examiners. The second features an oral presentation
and discussion of the dissertation. In addition to strong
support for the program within the British military, the
examination is aso provided a the Uniformed
Services University of the Health Sciences (USUHS),
Bethesda, Maryland, where a large humber of faculty
are diplomates and serve as examiners. Moreover, the
DMCC is now required of military physicians in both
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the United Kingdom and the Netherlands. The broad
scope and modular nature of the DMCC are
particularly useful characteristics to incorporate into
plans for certification in military medicine. There is a
book that codifies a corresponding body of
knowledge.®* However, it can be argued that the
orientation of the DMCC is not as specific to military
medicine as desired, which is perhaps not surprising
since civilians are eligible for the diploma, and the
orientation is more geared towards disaster and
humanitarian care rather than the combat environment.

Another consideration as a model is more specifically
geared toward the goal of recognition—rather than
providing a certificate per se, providing a ribbon,
patch, or other emblem to be worn on the military
uniform. This is not necessarily mutually exclusive of
bona fide certification, and in fact could be provided in
conjunction with certification, but the level of
infrastructure and rigor required to institute a more
classical certification program would not necessarily
be required for award-type recognition. Simplification
of the process, at least initially, might facilitate more
prompt implementation, while still achieving to some
degree the goals of providing recognition and earning
greater respect in the eyes of the line. If, on the other
hand, a certain degree of rigor is not incorporated in
the process, placement of an emblem on the uniform
might generate more resentment than respect,
especially if recipients of recognition such as the
Expert Field Medica Badge view this as a cheaper
path than what they accomplished to earn a symbol on
their uniforms.

Alternatively, a more robust approach to certification
might go so far as to confer a master's degree in
military medicine. This could entail as much as one or
two years of in residence, a course of shorter duration
in conjunction with a set of courses currently available
to military physicians (eg, Medica Management of
Chemica and Biological Casualties, Medical Effects
of lonizing Radiation, etc.), or courses taken part-time
or via distance learning methods over a less restricted
timeframe. This approach would be the most ambitious
and potentially expensive, but would achieve a greater
degree of control over content and more effectively
ensure mastery of the targeted content than any other
method. There are several models, albeit of lesser
scope, that provide onsite and distance learning
alternatives to achieve the same goal. One is the Good
Clinical Practice training for scientific researchers,
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which may be completed at a multiday course, or
completed with self-paced, web-based courses that
provide instruction followed by examinations. The
Army provides 2 different aternatives. First, the
Officer Advanced Course requires completion of a
series of self-paced minicourses and examinations,
followed by several months in residence at the US
Army Medica Department Center and School at Fort
Sam Houston, Texas. In addition, the next level of
officer training is the Command and General Staff
Officer Course, which can be completed through a
year in residence at the Command and General Staff
College, Fort Leavenworth, Kansas, or in a self-paced
series of courses, examinations, and written essays,
over as much as 2 years. A broad range of aternatives,
from entirely onsite education to completely self-paced
distance learning, best meets the range of motivations,
learning preferences, and schedules of active military
clinicians. In addition, providing credit for completion
of other courses that fulfill some of the requirements
for amaster’s degree helps to avoid needless repetition
and unnecessary expense.

While establishment of a master’s degree program in
military medicine is the ultimate goal, we recognize
that this may take time to establish, and that an interim
“bridge” to the degree is a sensible beginning. We
propose the provision of 2 levels of certification in
operational medicine, an operational level and an
expert level, with the latter, supplemented by a
research project, forming the basis for the master's
program. Completion of requirements through
experience or coursework in 7 different areas
(presented in the Table on the following pages) would
be necessary. In addition, there would be a
requirement for 3 letters of recommendation from
supervisors or colleagues to describe experience and
gualifications for certification. A certifying board
would review credentials and award certification. A
university would be a logical certifying authority if a
master's degree is planned or implemented, with
USUHS or another military institution most sensible.
Other alternatives would be a military society such as
the Association of Military Surgeons of the United
States (AMSUS) or the International Committee of
Military Medicine (ICMM), depending upon the
format that is chosen. The duration of certification, and
the process of recertification, will aso need to be
determined in the future.

A NEW MODEL FOR CERTIFICATION IN
MILITARY MEDICINE

Based on the academic foundations of military
medicine and medical experiences and lessons learned
from wars over the past century, we identified key
curricular elements, relevant military courses, and field
experiences with particular utility to military
healthcare professionas. We incorporated the selected
elements into 7 modules, which are modified from the
DMCC program (see the Table). It should be noted
that many of the examples that are provided represent
options within the United States, and that there are
many other opportunities available in other nations
that would fulfill the requirements. Corresponding
detailed educational objectives and material must be
developed, standardized, and incorporated into any
educational program leading to certification. We
propose the recognition of 2 levels of expertise, which
we define as operational (basic) and expert. A
certification exam should follow the completion of all
modules. We favor the development of a standardized,
comprehensive bank of questions to be used for
certifying examinations.

EDUCATIONAL MODELS

The most rigorous of a range of potential educational
models is the establishment of an organized, dedicated
program similar to the service schools, which require
the military member to move to a specific location and
school for prolonged dedicated study and pertinent
experiences. At the other extreme, less disruptive to
one's career and duty status, is a modular approach to
learning such as the DMCC, or the distance learning
courses services use in other professional military
education courses. Overal, we believe the latter is
more realistic, given the many conflicting demands
facing military hedth professionals. However, it is
important to note that Australia established a master’s
program in military medicine that began in June 2004,
and both the United Kingdom and the Netherlands
anticipate the commencement of degree-granting
programs in military medicine in the near future.

Distance Learning. The most likely to be cost-
effective and most expedient initia effort is the
distance learning model, which requires significant
costs for initial development, but after that, only low-
cost maintenance is needed. We believe that military
societies such as AMSUS, with the assistance of the
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Categories of requirements for certification in military medicine, with proposed examples that would fulfill
each requirement.

1. Leadership

Operational

Coursework — Army officer advanced course, Air Force squadron officer school, joint task
force (JTF) surgeon course, or equivalent

Experience — Small unit team leader (eg, service chief at nonteaching military hospital,
brigade surgeon)

Expert

Coursework — Army Command and General Staff College or equivalent service-specific
course

Experience — Large unit team leader (eg, department chief at nonteaching military hospital,
service chief at teaching military hospital, division surgeon, or unit commander)
2. Preventive Medicine

Operational

Coursework — Tropicd medicine course, CHART or humanitarian assistance course,
USARIEM environmental medicine course, Navy Environmenta Health Command
operational preventive medicine course, or Air Force aerospace medicine primary course or
equivalent

Experience — Small unit preventive medicine responsibility for field sanitation in field
exercise or deployment (eg, Army brigade surgeon, Air Force squadron medica officer,
Marine battalion surgeon), or deployment in combat stress control

Expert

Coursework — Master’s degree in public health or residency training in preventive medicine,
public health, or occupational health

Experience — Responsibility for care in large refugee camp, joint task force operations, or
combat
3. Field Experience

Operational

Coursework/Exercises — Completion of training at Joint Readiness Training Center (JRTC,
Fort Polk, Louisiana), National Training Center (NTC, Fort Irwin, California), or other field
training exercise (FTX); C4, military contingency medicine (MCM), air assault, or survival
training course

Experience — Deployment of lessthan 3 months
Expert
Coursework —Advanced field course
Experience — Position of responsibility on joint deployment for more than 3 months

October — December 2006




Certification in Military Medicine: The Time is Now

Categories of requirements for certification in military medicine, with proposed examples that would fulfill
each requirement (continued)

4. Administrative Healthcare

Operational
Coursework — Flight surgeon course, commander’ s courses, risk communication course

Experience — Department chief at nonteaching military hospital, service chief at teaching
military hospital, or Division Surgeon; knowledge and conduct of service-specific medical
regulations and standards

Expert

Experience — Oversight responsibility for service-specific and/or joint regulations and
standards, or responsible position at major command, CINC Surgeon, service headquarters
staff, deputy commander for clinical services, or hospital commander

5. Casualty & Incident Management
Operational
Coursework — C4, air-evacuation course, MCM, MEIR, ACLS, ATLS, or equivalent
Experience — Operational |leader, planner, or key provider for mass casuaty (MASCAL)
exercise, medical staff for JRTC, NTC, or FTX
Expert
Coursework — Joint task force surgeon's course or emergency preparedness course,
emergency medicine residency or other pertinent specialty training such as surgery or critical
care/pulmonary medicine
Experience — Operational leader or key provider for real-life mass casuaty incident;
operational leader or key provider on humanitarian mission or combat deployment
6. Scholarly Activities Certification Requirements

Operational
Short analytic paper on topic relevant to military and operational medicine, or contributing
author to amilitarily relevant publication in the medical literature

Expert
Primary author of publication of substantive scholarly work in the peer-reviewed medical
literature, or completion of a dissertation relevant to military medicine
Develop and provide a course or lecture series relevant to military medicine, or author a
chapter in amilitarily relevant textbook

7. Service And Specialty Specific Certification Requirements

Operational
Demonstrated ability to manage elements of field care outside of usual peacetime scope of
practice

Expert
Specialty board certification and demonstrated capability to manage the full spectrum of the
medical field system, such as successful experiences as JTF medical commander, CINC
surgeon, UN peacekeeping force surgeon, NATO or joint operation or national medical
liai sons during deployments and/or contingency operations
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military medicine community, most notably the
Uniformed Services University of the Health Sciences,
could provide this service. This option requires
development of the curriculum and the distance
learning tools (website, CDROMs, standards
development, quality review, online testing, etc),
compiling of course materials (Textbook of Military
Medicine, military medicine curricular e ements from
USUHS, service-specific and DoD-level military
medicine curricular material) and development and
maintenance of a standard bank of questions.

Distance and In-Residence Learning. A more
desirable model includes the above distance learning
element followed by a 2-week in-residence
requirement, which we believe can be sufficient to
provide practice in the field.

In-Residence Learning. A small capability should be
developed for a full in-residence program of one year,
equivalent to the Intermediate Service School model
for aselect group of outstanding individuals. Selection
should be by service at promotion, similar to selection
for other military schools, and should fulfill the
pertinent professional medical education requirement.
It should not be necessary for senior personnd and is
not intended to replace the unique opportunity to
attend the Senior Service Schools (Air Force, Navy,
Army War Colleges or National Defense University).

IMPLEMENTATION PROCESS

Implementation of certification could be done in 2
stages, the first to be implemented in the short term,
which we call Stage I. The second we call Stage II. A
more formalized process should, however, be sought
by the establishment of a formal education program in
this discipline.

Stage |

> Application accompanied by letters of
recommendation

> Successful completion of the reguirements

outlined in the modules noted above

> Review of application/credentials by a formally
appointed “board” or certifying body

> Certifying body will issue a certificate. A
nonaffiliated body with substantial knowledge of
competence in these areas such as AMSUS or

October — December 2006

ICMM is recommended as the most appropriate
certifying body.

Stage I1. Establish aformal educational program such
as amaster’s degree level curriculum.

FUTURE IMPLICATIONS

The development of a certification examination will be
required to accomplish the goal of certifying
competence in this discipline. The examination should
be based on the currently available body of knowledge
in military medicine. A recertification process will aso
be necessary. We recommend the establishment of a
master's degree level program as a vehicle to
standardize the knowledge, skills, and attitudes
required for competence and certification in military
medicine as a capstone opportunity for selected
military medical officers designated as experts in their
profession.
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US Army Clinical Investigation

INTRODUCTION

Most definitions of research are general. For example,
DoD Directive 3216.2 defines human research as any
systematic  investigation, including  research,
development, testing, and evaluation, designed to
develop or contribute to generalizable knowledge.
Research may be medical or nonmedical. Medical
research can be clinica or nonclinical. Nonclinical
medical research studies include bench, in vitro,
animal, and engineering studies. Clinical research (or
clinical investigation) studies include patient-oriented,
epidemiologic and behavioral outcomes, and health
services studies. Patient-oriented studies generaly
include studies of human disease mechanisms,
therapeutic  interventions, clinicad trials, and
technology development. Clinical research can be
more difficult than preclinical or basic research for the
following reasons:

o Subjects are more variable.
o Measurements are less precise and accurate.
e Thereislesscontrol over study conditions.

o FEthical issues are more common and complex.

e There is limited ability to discern disease
mechanisms.

e Study design errors tend to be more common.
o Study design and analysis require greater vigor.

e Study review and approval bureaucracy is more
burdensome.

Overcoming these challenges tends to make clinica
rescarch more rewarding and relevant. The
fundamental Army Medical Department (AMEDD)
philosophy has always incorporated 3 interrelated
gods. provide quality hedthcare, train to provide
healthcare, and conduct healthcare research. Herein,
we describe Army clinical investigation within the
AMEDD Clinica Investigation Program (CIP). We
describe the rationale, history, current status, impact,
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and strategic vision of the CIP. We plan to publish
future articles describing US Army Medical Research
and Materiedl Command (USAMRMC) clinica
investigations, Multinational Corps — Iraq clinica
investigations, the US Army human subjects
protection program, and a practicd guide to
conducting medical research inthe US Army.

AMEDD CLINICAL INVESTIGATION PROGRAM

DoD Directive 6000.8 clearly describes the
fundamental CIP rationale, ie, the CIP is an essentia
component of medical care and teaching intended to

e improve patient care quality,

e support graduate medica education (GME)
programs,

e (Qenerate an atmosphere of inquiry responsive to
the dynamic nature of medicine, and

e promote high professiona standing and GME
program accreditation.?

Army Regulation (AR) 40-38 is the only US Army
CIP-specific regulation.® AR 40-38 defines the CIP as
incorporating that medical research conducted at active
Army fixed medical treatment facilities (MTFs). AR
40-38 requires that a headquarters level office
coordinate and monitor CIP activity, and serve as a
point of contact for relevant policies and regulations.
This office is now known as the Clinical Investigation
Regulatory Office (CIRO), and it is part of the
AMEDD Center and School (AMEDDCS) specia
staff. CIRO maintains the CIP records that are the
source of most of the CIP descriptive information
contained herein.

Early CIRO records are incomplete, but available
documentation indicates that a distinct Research and
Development Program commenced a Madigan
Genera Hospital in 1963, a Research and
Development Service was established at Tripler Army
Medical Center (TAMC) in 1967, and a Clinica
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Research Service was established at Brooke General
Hospital in 1971. These entities were the forerunners
of the current Army Medicd Center (AMC)
Departments of Clinical Investigation (DCls), and
their creation roughly coincides with the initial 1971
publication of AR 40-38. However, numerous clinical
research studies (eg, MAJ Walter Reed conducted
yellow fever studies in 1900 and the Medical Research
Division was established within the Chemical Warfare
Service in 1922) were conducted at Army MTFs prior
to 1963. The US Army Medical Research and
Development  Command  (USAMRDC)  was
established in 1958, and the initia version of AR 70-
25, the governing Army regulation entitted Use of
Volunteers as Subjects of Research was published in
1962.* The Human Use Review Office (HURO) was
established within USAMRDC a Fort Detrick,
Maryland in 1973. In 1978, the Clinical Investigations
Program Division of HURO was transferred to the
Health Services Command in San Antonio, Texas.
When the Health Services Command transformed into
the US Army Medicd Command, the Clinical
Investigations Program Division moved to the
AMEDDCS to become CIRO (Clinica Investigation
Regulatory Office).

A database (known as the Clinical Investigation
Research System or CIRS) of CIP research study
characterigtics is derived from the written descriptions
of CIP studies (protocols) received a CIRO. Most of
these CIP protocols are from AMC DCIs, including
Walter Reed AMC (WRAMC), Eisenhower AMC
(EAMC), Brooke AMC (BAMC), William Beaumont
AMC (WBAMC), Fitzsmmons AMC, Letterman
AMC, Madigan AMC (MAMC), and TAMC.

Regular entry of CIP study protocol information into
CIRS commenced about 1980. There are currently
CIRS records for aimost 18,700 CIP studies. Figure 1
shows the number of new and ongoing studies (for
each fiscal year) recorded in CIRS since its 1978
inception. CIRO stopped receiving new studies from
Letterman AMC in 1992 and from Fitzsimmons AMC
in 1997. CIRS record accrua is now relatively stable
with about 700 new studies per year and about 1,700
ongoing studies.

We were interested in current CIP  study
characteristics. Therefore, we queried CIRS for studies
active on 1 December 2005, and identified 1,764
studies. Table 1 showsthe general types of these active
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Figure 1. New and ongoing CIP studies (for each fiscal
year) recorded in CIRS since its 1978 inception.

Table 1. Types of Active CIP Studies
Study Type Number  Percent
More than minimal risk 1,060 60%
Minimal risk 597 34%
Animal 95 5%
Exempt 12 1%
Total 1,764 100%

CIP studies. About 95% of the studies involve humans
and 5% involve animals.

Table 2 shows the class of subjects enrolled in the
active CIP studies. About 9% of the studies involve
children. Pediatric studies are unique in that there
should be intent to benefit all subjects in accordance
with Section 980 of Title 10, United States Code.

Table 2. Classification of Subjects of Active CIP
Studies
Subject Classification Number Percent

Adult 1,477 84%
Other 129 7%
Adult/Child 87 5%
Child 71 4%
Total 1,764 100%
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Table 3 shows the gender of subjects enrolled in the
active CIP studies. About 17% of the studies involve Table 5. Classification of Active CIP Studies
only female subjects while about 10% involve only o
male subjects. Study Classification Number Percent
Other 1,165 66.0%
Table 3. Gender of Subjects of Active CIP Studies Oncology 560 31.8%
Subject Gender Number Percent Behavioral/psychosocial 34 1.9%
Both 1132 64% Radioisotope 3 0.2%
Female 302 17% Alcohol/drug 2 0.1%
Male 175 10% Total 1,764 100%
Other 155 9%
Total 1,764 100% granted cooperative research and development
agreement (CRADA) approval authority in 1994.

Table 4 shows the source of subjects enrolled in the
active CIP studies. About 70% of the studies involve
patients. We observed that 686 of the 1,764 active CIP
studies (39%) involve at least one drug, while 81 of
the 1,764 active CIP studies (5%) involve at least one
medical device.

CRADAs provide a study-specific legal mechanism
enabling CIP staff to collaborate with nonfedera
partners (eg, pharmaceutical companies) to conduct
CIP studies. Since 1995, CIRO has negotiated and
approved 923 CRADAS potentially worth ailmost $88
million.

Table 6. Distribution of Funding Sources of Active
Table 4. Source of Subjects of Active CIP Studies CIP Studies
Subject Source Number Percent Funding Source Number Percent

Patient 1,240 70% Other 646 36%
Other 384 22% NIH 452 26%
Healthy/normal 140 8% CRADA 360 20%
Total 1,764 100% Local 187 11%
USAMRMC 68 4%
) o Grant 51 3%

Table 5 shows another active CIP study classification.
Importantly, about 32% of these studies involve Total 1,764 100%

oncology research wherein there is significant overlap

between research and patient care. The only way to
obtain promising but as yet unproven treatments for
some malignancies is through participation in clinical
research. Of course, these emerging therapies may be
no better than conventional or no therapy at al (by the
null hypothesis), which is why they are the subject of
rigorous scientific examination.

Table 6 shows the funding for the active CIP studies.
At least 53% of CIP study funding comes from sources
outside the MTF conducting the study. CIRO was
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Table 7 shows the active CIP studies sites. The 3
busiest CIP sites account for about 75% of active CIP
studies while overall the AMCs account for 97% of
them.

Table 8 shows the principa (Pl) and associate
investigator (Al) status for the active CIP studies.
About 80% of al CIP study investigators are active
duty military personnel, while the rest are civilian
government employees.
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Table 7. Active CIP Study Sites

Military Treatment

Facility Number  Percent
WRAMC 665 37.70%
BAMC 356 20.18%
MAMC 287 16.27%
TAMC 208 11.79%
EAMC 116 6.58%
WBAMC 48 2.72%
WAMC 32 1.81%
West Point 26 1.47%
Ft Hood 11 0.62%
Ft Carson 4 0.23%
Ft Benning 2 0.11%
Ft Polk 2 0.11%
Ft Sill 2 0.11%
Ft Irwin 1 0.06%
Ft Stewart 1 0.06%
Heidelberg 1 0.06%
Landstuhl RMC 1 0.06%
Wurzburg 1 0.06%
Total 1,764 100%

Investigators

Table 8. Professional Status of Active CIP Study

Status  PF A" Total E?[rcoetg:
USA 1587 2997 4584  78.03%
Civilan 136 1,015 1,151  19.59%
USN 31 74 105  1.79%
USAF 10 24 34 058%
USPHS 0 1 1 0.02%
Total 1,764 4111 5875 100.00%

*Principal Investigator
TAssociate Investigator
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Table 9 shows the respective professional corps
affiliations of the military investigators for the active
CIP studies. Note that 1,446 of 1,764 Pls (82%) are
Medical Corps (MC) officers. We found that 1,283
individual Army MC officers were investigators (Pl or
Al) on 1,555 of the 1,764 active CIP studies, ie, Army
MC officers are directly involved with 88% of active
CIP studies. Table 10 shows the ranks of investigators
for 1,725 of the 1,764 active CIP studies.

Table 9. Professional Corps Affiliation of Military
Investigators in Active CIP Studies
a b Percent
Corps PI Al Total of Total
Y [ox 1,446 2,717 4,163 88.1%
MSMSC®/BSC' 47 162 209  4.4%
ANYNC" 75 111 186 3.9%
SP! 19 39 58  1.2%
DC 18 34 52 1.1%
vck 22 18 40  0.9%
EN' 0 12 12 0.3%
Other 1 3 4 0.1%
Total 1,628 3,096 4,724 100.0%
a. Principal Investigator
b. Associate Investigator
c. Medical Corps (Army, Navy, Air Force)
d. Medical Service Corps (Army)
e. Medical Service Corps (Navy, Air Force)
f. Biomedical Sciences Corps (Air Force)
g. Nurse Corps (Army)
h. Nurse Corps (Navy, Air Force)
i. Medical Specialist Corps (Army)
j- Dental Corps (Army, Navy, Air Force)
k. Veterinary Corps (Army)
. AMEDD Enlisted Corps (Army)

The number of investigators per active CIP study are
depicted in Figure 2. Every study has at least one
investigator (Pl), and the greatest number of
investigators per active CIP study is 19. The
distribution is skewed, but there is an average of 3.3
investigators per study with a standard deviation of 2.1
investigators.

Conversely, we examined the number of active CIP
studies per investigator. Figure 3 displays the number
of active CIP studies per Pl. Twelve investigators are
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Table 10. Rank Distribution of Active CIP Study
Investigators

MAJ/LCDR (04) 473 1,122 1595 30%
LTC/CDR/LtCol ~ 529 833 1,362 26%
(05)

COL/CAPT (06) 363 589 952  18%
CPT/LT/Capt 255 521 776  14%
(03)

PhD (civilian) 60 235 295 6%
MD (civilian) 45 249 294 6%
Total 1,725 3,549 5274 100%

*Principal Investigator
T+ . "
Associate Investigator
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Figure 2. Number of investigators per active CIP study.
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Figure 3. Number of active CIP studies per principal
investigator.

October — December 2006

the PI for more than 18 different CIP studies, and the
greatest number of studies per individua Pl is 71.
Generally, oncology investigators are Pls for multiple
studies, many of which are open only for subject
followup and closed to new subject accrual, or are
guiescent since they concern very rare malignancies.
The distribution is skewed, but there is an average of
2.3 CIP studies per Pl with a standard deviation of 5.4
studies.

The number of active CIP studies per Al is shown in
Figure 4. Twelve investigators are the Al for more than
20 CIP studies, and the greatest number of studies per
individual Al is 67. As is the case for Pls, oncology
investigators are usualy Als for multiple studies. The
distribution is skewed, but there is an average of 2.2
CIP studies per Al with a standard deviation of 3.4
studies.

1400
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Figure 4. Number of active CIP studies per associate
investigator.

Figure 5 depicts the duration of currently active CIP
studies. One study has been active for almost 27 years
(the age of CIRS). Generaly, oncology treatment
studies are the most persistent, closing to accrual of
new subjects while remaining open and active for
enrolled subject followup. The distribution is skewed,
but there is an average of 3.7 years per CIP study with
astandard deviation of 3.9 years.

Table 11 shows the involvement of 4,221 currently
active Army MC officers with CIP studies. A roster of
active MC officers was obtained from the Medical
Operational Data Systems (MODS) on 1 December
2005. The Table 11 cross tabulation was generated by
comparing the MODS-derived active MC Officer roster
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Figure 5. Duration of active CIP studies.

with a CIRS-derived CIP study investigator roster.
Note that 1,824 of 4,221 (43%) currently serving
Army MC officers have been a CIP study Pl or Al
some time during their active duty service. An analysis
by rank shows that 413 of 1,729 MC captains (24%),
642 of 1,299 MC majors (49%), 410 of 664 MC
lieutenant colonels (62%), and 359 of 529 MC
colonels (68%) have been a CIP study Pl or Al some
time during their active duty service.

Table 11. Distribution of Active Army MC Officer
Involvement in CIP Studies

P A" CPT MAJ LTC COL Total
No No 1,316 657 254 170 2,397
Yes Yes 93 266 204 209 772
No Yes 154 206 120 102 582
Yes No 166 170 86 48 470

Total 1,729 1,299 664 529 4,221

*Principal Investigator
t . H
Associate Investigator

It is difficult to compare US Army military physicians
to non-Army physicians with respect to clinica
research participation. One group queried graduates of
the 1985 through 1995 classes of the Pennsylvania
State College of Medicine.®> Questionnaires we sent to
al graduates (n=1,013), and there were responses
from 42% (n=428). Among the Pennsylvania State
respondents (ie, physicians in practice for 10 to 20
years), 34% claimed to be currently participating in
clinical research. It is unclear how many of the Penn
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State respondents were on active duty in the Army.
Nevertheless, this group is comparable to the Army
cohort of MAJ— COL, in which 1,411 of 2,492 (57%)
have participated in research (Table 11).

Clinical research is an essential part of graduate
medical education (GME).°® No Army GME program
has ever failed accreditation because of insufficient or
inadeguate clinical research. The Clinical Investigation
Regulatory Office has tracked the annual number of
published manuscripts, abstracts and presentations
generated by the CIP since 1994. A graph of this
academic achievement is shown in Figure 6.

1400+

Variable
—@— Manuscripts
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—4— Presentations

1200+

1000+

800+
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4OOW
200+
0 t t t t t t t t t t
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Year
Figure 6. Annual number of published manuscripts,

abstracts and presentations generated by the CIP
since 1994,

In FY 2004 the entire CIP was funded with $11.8
million from Defense Health Program funds (as
alocated by MTF commanders, including DCI staff
wages) and $25.5 million from non-MTF funds
(including $13 million from cooperative research and
development agreements). The FY 2004 CIP DCI staff
included 29 officer, 28 enlisted, and 121 civilian
personnel. In total, the FY 2004 CIP was funded with
$37.8 million and a dedicated support staff of 178
people.

CONCLUSIONS

Clinical Investigation Program research studies are
usually greater than minimal risk (60%), and they
usually involve adult patients (70%). Drugs are
frequently involved in CIP studies (39%). The most
common class of CIP studies is oncology (32%). At
least 53% of CIP study funding comes from non-MTF
sources. Most CIP research is conducted at AMCs
(97%). Most CIP principal investigators are MC
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officers (82%), and MC officers are directly involved
in 88% of CIP studies. A typica CIP study has 3
investigators, and lasts about 2 years. The Army CIP
contributes significantly to the Army mission. The CIP
improves Soldier healthcare, provides DoD beneficiary
healthcare, and trains healthcare providers. The CIP
provides an important component of AMEDD officer
development. At least 42% of all current active MC
officers have been involved in a CIP study.
Furthermore, CIP involvement is continuous for MC
officers so that at least 24% of current captains have
been involved in CIP studies while at least 68% of MC
colonels have been involved in CIP studies. This
compares favorably to estimated non-Army physician
clinical investigation (Cl) involvement. Cl exposure is
important for AMEDD officer professional education
because it fosters and develops

e critical thinking,

o attention to detail,

e scholarship,

e inquisitiveness,

e skepticism,

e creativity, and

e tenacity.
AMEDD officer Cl experience also helps develop
skillsto better perform these critical functions:
Formulate questions
Use datato answer questions
Accurately collect and analyze data
Concisely describe a study with a protocol
Organize scarce resources to conduct studies
Present and defend studies to committees

N o g~ WD

Ethically deal with people (subjects) outside the
provider-patient relationship

Present and defend study results
9. Assess and assimilate others research results into

medical practice
It is common for AMEDD officers to have long-term,
fulfillingg and meaningful  clinical  research
experiences.’
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Our CIP strategy for the future is primarily directed
toward enhancing collaboration between the CIP and
USAMRMC. To this end, we intend to update AR 40-
38 and AR 70-25 as one regulation, and we will
exchange and cross-train CIP DCI and USAMRMC
staff asmuch as possible.
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Expanding the Role of the Nurse
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ABSTRACT

Today’s military is experiencing rapid advances in technology and manpower utilization. The Army Medica
Department is redesigning the structure and function of deployable hospital systems as part of this effort. A
critica analysis of manpower use necessitates that an examination of the role function of assigned personnel be
undertaken to optimize the employment of each Soldier-medic. This article discusses the use of Nurse
Practitioners as primary care providers during deployment. The real world experiences of 5 Nurse Practitioners
deployed to Operation Iragi Freedom are presented. Data gathered during the deployment and an analysis of the
literature clearly support the rationale for expanded and legitimized roles for these healthcare professionals in

future conflicts and peacekeeping operations.

INTRODUCTION

Operation Iragi Freedom has resulted in a paradigm
shift away from the concept of traditional war and
peacekeeping operations to that of combating terrorism
directly and urban warfare. The US Army is
transforming itself into a Future Force capable of
rapidly projecting scalable and modular combined
arms formations, tailored in force capability packages
to meet the requirements of diverse contingencies.*
The Army Medical Department (AMEDD) is aso
undergoing transformation by redesigning theater
hospital assets into modular medical elements capable
of 24-hour operations with reduced administrative
overhead, a smaller footprint in the area of operations,
and greater mobility to perform specific battlefield
functions as required by the mission.* In light of the
future AMEDD transformation, careful deliberation
must be given to expanding the primary care role of
the deployed advanced practice nurse (APN). The
advanced educational training, clinical expertise, and
ability to offer primary heathcare make the APN an
invaluable resource to deployed military healthcare
teams.’

The nurse practitioner (NP), an APN, is educated to
make independent decisions and synthesize theoretical,
scientific, and contemporary clinical knowledge for

health promotion and the assessment, management,
and diagnoses of illness and health states.** A master’s
degree is required for entry level practice. The
professiona role of an NP is primary care provider
who practices in ambulatory, acute and long-term care
settings.*® Nurse practitioners are able to order and
interpret diagnostic and laboratory tests, as well as
prescribe pharmaceuticals. The American Nurses
Association supports the role of NPs as advocates of
health promotion and disease prevention with an
established record of providing excellent primary care
in diverse settings.® It is the ability of NPs to provide
primary care to a diverse population that enables them
to work in a variety of practice settings. One such
practice setting is the military healthcare system. Army
Regulation (AR) 40-68 authorizes NPs to provide
medical heathcare for diverse populations in primary,
acute, and long-term healthcare settings.® The role of
the NP as a primary care provider in peacetime
healthcare has been well established, however, the role
of the NP in wartime medical care has yet to be
defined. Notably absent from AR 40-68 is any mention
of NPs as primary care providers in deployed settings.
The roles and experiences of 5 NPs deployed to OIF
are presented below to provide a better understanding
of the contributions NPs can make in providing
primary care in an austere wartime environment.

This article is reprinted from Military Medicine: International Journal of AMSUS (2006;171(8):770-773) with permission

of the publisher.
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NURSE PRACTITIONER ROLES & EXPERIENCES

All the authors of this article deployed to Operation
Iragi Freedom (OIF) with the 28th Combat Support
Hospital (CSH), a 296-bed corps level facility staffed
by an interdisciplinary healthcare team of 500 military
healthcare professionals. The 28th CSH had the
capability to provide Level 111 combat care and offered
the following services:

e Emergency/trauma

o Operating and recovery room
e Intensive care nursing

e Medica/surgical nursing

e Physical therapy

e Outpatient/sick call

o Radiology
o Laboratory
e Pharmacy

e Medica maintenance
e Combat stress care

e Chaplain

o Patient administration

Nurse practitioners are traditionally assigned to work
as medica/surgical nurses in a CSH, however, the
changing operational requirements of OIF necessitated
the use of these primary care speciadistsin a variety of
positions. Changing operational requirements and
phase of deployment were primary determinates of
role assignment for NPs.

The warning order to deploy the 28th CSH was issued
in February 2003. The predeployment phase of
operations readied personnel physically and militarily
for the impending mission. A nurse practitioner,
assigned as the primary care provider for the 28th
CSH, served as the commander’s advisor on medical
issues and was responsible for the physical readiness
of al personnel assigned to the unit. The NP prepared
personnel for deployment by reviewing medical
records and facilitated medical care for individuals
with outstanding medical problems by coordinating
healthcare with the local military medical treatment
facility. The NP aso served as the immunization
coordinator after completing an online didactic module
and a rea-time, hands-on, certification program
supervised by an immunologist. As a direct result of
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having an immunization coordinator available within
the organization, over 500 28th CSH Soldiers were
screened for the immunizations necessary to protect
them against biological warfare agents. Furthermore,
the ability to field an immunization coordinator
enhanced the flexibility of the 28th CSH in accepting
similar missions in the deployment phase of
operations. The 28th CSH arrived at Camp Doha,
Kuwait in increments in the period March 8-10, and
was billeted in warehouses while awaiting mission
orders. A tasking from higher medical headquarters
directed that the 28th CSH send mobile immunization
treatment teams (MITT) to staging areas on the Iragi
border to inoculate troops against smallpox and
anthrax. The NP, as immunization coordinator,
assembled and educated 4 MITTs comprised of
physicians, nurses, and medics which inoculated over
2,000 troops. The immunization mission continued as
the 28th CSH moved to its staging area at Camp
Victory, Kuwait on March 24 and assumed an
outpatient troop medical clinic mission.

Camp Victory was a holding camp for troops awaiting
orders for movement into Irag. At the time the 28th
CSH arrived, Camp Victory was in a state of brisk
construction. Medical support was exceedingly
limited, consisting of an ambulance squad with 4
medics and 2 field ambulances. The medics provided
triage and treatment for minor illnesses out of their
dleeping tent. Patients with acute/urgent medical needs
were transported to a nearby Air Force hospital for
advanced care. It soon became apparent that the rapid
influx of troops created the need for the definitive, on-
site medical care that could be ably provided by the
healthcare professionas of the 28th CSH, aong with
the newly arrived 21st CSH. The 21st CSH, with afull
medical complement, was also awaiting movement
ordersinto Irag.

Two senior NPs assigned to the 28th CSH were
selected to organize, equip, and staff an outpatient
troop medica clinic (TMC) as Officer-in-Charge
(OIC) and Assstant OIC. The NPs obtained
permission to establish an interim TMC through close
coordination with the leadership of Camp Victory, the
28th CSH, and the 21st CSH. An 8-section tent with
lights and air conditioning was rapidly assembled. It
contained a waiting area, screening section (with a
pharmaceutical distribution point), and treatment area
with 6 cotg/beds. The TMC was open 7 days a week,
24 hours a day, with sick call each morning and an
immunization period each afternoon. The OIC and
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Assistant OIC made staffing decisions for the TMC
with responsibility for coordinating the work schedules
of physicians (family practice, interna medicine, and
general surgery), NPs, registered nurses (RN), medics,
a physicd therapist, psychiatric nurse, pharmacist, and
administrative personnel. Qualified staff members
were able to suture lacerations, drain simple infections,
dress wounds, tape ankle sprains, provide intravenous
rehydration, and diagnose simple acute problems such
as upper respiratory infections, gastroenteritis, and
conjunctivitis. The 8 NPs who deployed with the 28th

Table 1. Distribution of Diagnoses of Patients at
the Camp Victory Troop Medical Clinic

CSH were an integral part of the healthcare team that
provided excdlent primary care services at the Camp
Victory TMC. Tables 1 and 2 illustrate the variety of
patient care and workload data documented during a 9-
day period a the TMC. Note that many of the
diagnoses/ilinesses listed in Table 2 are common in
both peacetime and wartime primary healthcare
settings. The ability of NPs to treat these common
illnesses in peacetime reinforces the continued
employment of NPs as primary care providers during
deployment.

The two NPs who led the Camp Victory TMC were
experienced professionals who demonstrated their
expert abilities and experience as primary care

prescription refills
¥ Air and Ground Evacuation

Note: 30-day total is estimated.

oi , 312 Aoril 2003 30-DaY providers and leaders in that successful effort. The
1agnosis e Apn Total NPs not only supervised clinic operations, but aso
Psychiatric (all reasons) 5 24 treated patients daily, _coordlnated_ W|th_ higher
: command and the medical regulating officer on
Dermatologic 54 162 evacuation issues, and procured medica and
Gl, infectious 60 180 administrative supplies for the TMC. Advanced
. knowledge of pathophysiology and pharmacology
Gynecologic 24 72 " L .

Y 9 enabled the NPs to teach critical thinking skills and a
Heat/cold 25 75 systems approach to assessment, management, and
Injury, rec/sports 2 6 diagnosis of common illnesses to medics and RNs
Injury, MVA 1 3 working in the primary care setting. The success of the

— — Camp Victory TMC is a telling example of the
Injury, work/training 43 129 benefits inherent in having experienced, senior NPs in
Injury, other 2 6 the deployed environment.

Ophthaimologic a4 132 Flexibility in accepting role assignments enabled all
Respiratory 111 333 the NPs in the 28th CSH to make valuable
STDs 2 6 contributions in each phase of operations. For
: example, the NP assigned as the immunization
Fever (unexplained) 0 0
All other medical/surgical 182 546 Table 2. Patient Data at the Camp Victory Troop
Dental* 17 51 Medical Clinic
Misc/admin/followup' 59 177 ]
P 3-12 April 2003 3$ ?""ly
Viral illnesses 10 30 ota
Chem-bio casualties 0 0 Total NL_mee_r_of Patients 520 1560
Seen in Clinic !
Medical evacuations® 8 24 ) .
Anthrax immunizations 132 396
Total 652 1,956 . o
Smallpox immunizations 40 120

*Dental patients were sent to the local Dental Clinic at Prescriptions filled in clinic 206 618
Au Al Salem Prescriptions sent out for
' Primarily “other” orthopedic diagnoses and special p 142 426

next day pick-up

Note: 30-day total is estimated.
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coordinator in the predeployment phase of operations
was reassigned as a primary care provider at Camp
Victory. Upon deployment into Irag, this NP was then
employed as an evening/night supervisor and worked
in the emergency medical treatment section of the
hospital providing primary care.

The movement of the 28th CSH from Camp Victory
into Iraq required role reassgnments of the NPs
because operationa orders directed the 28th CSH to
reconfigure from a 296-bed CSH into 2 separate
autonomous and functional hospital units. The first
increment of the 28th CSH entered Irag as a 42-bed
package designated as the Rapid Mobile Surgica
Hospital (RMS). The mission of the RMS was to
provide emergency, surgica, and intensive care
services wherever and whenever mission requirements
dictated. The 28th RMS deployed into Irag on March
29, 2003, traveling through the war-torn country to
arrive at their final destination of Forward Logigtics
Base Dogwood on April 6, 2003. Two NPs deployed
forward with the RMS. One of the NPs had extensive
experience as a critical care nurse and demonstrated
leadership ability. Therefore, she was selected as the
head nurse of a busy intensive care unit (ICU) that
cared for wounded US Soldiers, coalition personnel,
Iragi civilians (including women and children), and
enemy prisoners of war. A second NP, who had
experience in emergency nursing, worked in the
emergency medical treatment area, providing acute
and primary care not only as a clinica staff nurse, but
also as an NP. The advantage of assigning an NP as an
ICU head nurse was the ability of this primary care
provider to collaborate between nursing and physician
staff with regard to patient admission, discharge,
clinica care, and evacuation issues. In this situation,
the NP assisted physicians in writing admission and
discharge orders during rapid influxes of casualties.

An additional benefit of employing an NP in the ICU
environment was the presence of a healthcare provider
who can communicate advanced clinical knowledge
and skills to others. The NP was the lead educator for
ICU nurses and medics and taught critical topics such
as Advanced Physical Assessment and Care of the
Pediatric Patient. The opportunity to learn advanced
assessment skills was exceptionally important for the
relatively inexperienced ICU staff that cared for a
large number of critically injured patients with a
variety of injuries, including blast injuries, gunshot
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wounds, burns, fractures, blunt trauma, and psychiatric
illness. The versatile clinical skills and leadership
possessed by the NP were tremendous assets to a
medical team that was chalenged to identify and
overcome barriersto patient care in the midst of war.

Advanced education and the critical thinking skills of a
primary care provider make NPs a valuable resource
that can be employed in a variety of practice settings.
For example, an NP from the 28th CSH was directed
to exchange positions with a pediatrician assigned to
the 549th Area Support Medical Company (ASMC).
The ASMC had aneed for a primary care provider and
the 28 CSH needed a specialist to care for criticaly ill
and injured Iragi children. Tacit recognition of the
NP s ability to provide primary care resulted in an
equal exchange of qualified personnel to accomplish
both organizations' missions.

The NP quickly became an integra member of the
549th ASMC primary care team. The ASMC was
responsible for providing basic field medical care
(outpatient services) and relied on the 28th CSH for
specialty care. Limited diagnostic equipment dictated
that ASMC clinicians use astute physica exam and
assessment skills to arrive at diagnoses and treatment
options to return Soldiers to duty as quickly as
possible. An outbreak of gastroenteritis in the early
summer months of 2003 resulted in over 100 patients
being treated at the 549th ASMC every day. It was
estimated that 85% of patients treated for
gastroenteritis were returned to duty within 48 hours of
presenting symptoms. Expert primary care knowledge
and assessment skills equipped the NP assigned to the
549 ASMC with the expertise necessary to diagnose
and treat patients with gastroenteritis and other
illnesses.

In June 2003, the 28th CSH was tasked to deploy a 32-
bed surgica hospital to Tikrit in support the 4th
Infantry Division. Nurse practitioners were once again
tasked to lead the primary care mission for the
organization. The newly established hospital in Tikrit
ventured into unfamiliar territory whenit created an
acute care clinic to meet an expanded mission of
providing primary care sick call for active duty troops.
The acute care clinic was situated adjacent to the
emergency medical treatment (EMT) section and
contained orthopedic, physical therapy, and
comprehensive medical/surgical sick cal capabilities.
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Two senior NPs were assigned as the primary care
providers for the clinic. One NP served in the
additional capacity as OIC. The acute care clinic
served as the gateway into the hospital system for
patients with nonemergency illnesses and injuries.
Redirecting an estimated 800 patients a month through
the acute care clinic created the flexibility needed
within the hospital to concentrate on truly emergency
cases in the EMT. The employment of NPs as primary
care providers had a measurable effect on the
organization’s ability to provide expanded medical
Services.

DiscussioN

Military tactical and technical preparedness were
essential elements in assisting NPs to transition from
the predeployment phase of operations to the deployed
environment. Soldiers of the 28th CSH were required
to qualify with their assigned weapons, practice
wearing the protective (gas) mask and chemical
protective overgarments, and perform self-
decontamination procedures. Participation in hospital
equipment and tent assembly training and orientation
to standard operating procedures assisted Soldiers in
becoming technically proficient in their assigned roles.
Clinical preparedness was another important element
in the deployment process. NPs listed Advanced
Cardiac Life Support, Advanced Trauma Life Support,
and the Field Medical Chemical Biological Courses as
important adjuncts to building a knowledge base
essential  to  deployment. The simulated war
environment created at the Joint Readiness Training
Center (JRTC), Fort Polk, Louisiana, presented an
opportunity for two of the NPs to integrate their
clinical, tactica, and technical skills. The NPs
considered their JRTC experience as a pivotal training
event in preparation to go to war.

The role of the NP as a primary care provider has been
well established in the literature,*® however, Army
Regulation 40-68 does not address the role of the NP
in a deployed combat setting.” It should be noted that
combat medical units have positions designated for
advanced practice nurses (APN) working in the
operating room, but not for APNs working in primary
care. The failure of regulation and doctrine to define
the wartime role of the primary care NP directly
influences role assignments in the combat medical
unit. Nurse practitioners deploy as medical/surgica
RNs and are often assigned as a staff nurse, nurse
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administrator, or head nurse, depending on the needs
within the organization. In comparing doctrine and the
freshly experienced realities of war, several questions
regarding the use of NPs in a traditional RN role are
relevant:

> Do the primary care skills of NPs degrade over
time during extended deployments?

> |If data show that skills do degrade over time, what
impact does this have when NPs resume their
peacetime primary care mission?

> Are NPs able to transition from a primary care role
to the RN role in a seamless manner, or is
reeducation needed?

Seven of the NPs assigned to the 28th CSH were
tasked as primary care providers in at least one phase
of the deployment. Slotting NPs in a primary care
provider role required subtle shifts in saffing to
accommodate role reassignments. Perhaps fewer
staffing shifts would have been necessary had several
NP slots been designated on the unit’s staffing matrix
prior to deployment. A careful anaysis must be
conducted to reevaluate the requirements of NPs on
the battlefield, the saffing plan for deployable
hospitals, and the requisite number of primary care
slots for NPsin deployed medical organizations.

When analyzing future staffing plans for deployable
medical organizations, it is important to consider the
interchangeable nature of the physician assistant (PA)
and NP roles in peace and war. Both PAs and NPs are
intermediate or midlevel care providers. The
differentiation between the two groups is that PAs are
typically assigned to units located near the front lines
of battle, whereas NPs are typically placed in rear-
echdon medical units such as a CSH.” The
unprecedented transformation of the Army into a
Future Force necessitates a reexamination of
previoudy assigned roles for NPs in peacetime and
wartime for validity and applicability in today’ s world.
Army Regulation 601-280 envisions the Future Force
as an organization that is flexible, proactive, and
responsive, with management and support processes to
take care of the Soldier.? Recent academic initiatives at
the Uniformed Services University of the Hedth
Sciences are transforming the Future Force vision into
aredity. The graduate nursing faculty has developed a
comprehensive program of practicums and specialty
rotations in suturing, orthopedics, podiatry,
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dermatol ogy, emergency and burn care which provides
NP students with the additional skill sets necessary for
employment as midlevel providers in deployable
medical organizations. The proactive and responsive
addition of skill sets to the NP program has given the
Army Medica Department the flexibility to consider
subgtituting NPs for PAs in future deployments.
Working together, NPs and PAs have a rare
opportunity to shape the future of medica care for
deployed Soldiers. Validation of the interchangeable
nature/roles of PAs and NPs must be analyzed in terms
of clinical outcome criteria and warrants further study.

The versatility of the NPs assigned to the 28th CSH
was clearly demonstrated by their ability to function in
such critical roles as head nurse, primary care
provider, OIC, and evening/night supervisor. Nurse
practitioners selected clinical acumen and experience
level asimportant predictors of their ability to perform
these critical roles. The real-world experience and
proven performance of deployed nurse practitioners
are true to the historic reputation of Army nurses:

ALWAYS ABLE TO GET THE MISSION DONE
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Forward Deployed Neurologists?
But That's Where The Troops Are!

The role of the neurologist in the deployed military
force has typicaly been limited. A Combat Support
Hospital (CSH) deployed to a theater is often
augmented with a Neuro Detachment. This consists of
two neurosurgeons and a heurologist to provide
forward neurosurgical care. The neurologist functions
to support both pre- and postoperative neurosurgical
patients if needed and to provide primary neurological
consultation. | do not propose any changes to the
current configuration or utilization of this unit. It is
important to note that all combat support hospitals do
not have such augmentation. In Irag, the detachment is
collocated with a CSH element in Baghdad. Due to
hostile conditions and distances involved, the actua
effective sphere of routine consultative referra is
restricted.

Neurologists can provide important consultative
services for the deployed force. Their expertise is
evaluation and/or treatment of Soldiers presenting with
headaches, migraines, concussions, seizures, syncope,
epilepsy, nonsurgical neck or back pain, chronic pain
syndromes, and vague neuropsychiatric complaints.
Such expertise closer to the line would minimize the
risks of transporting Soldiers to distant consultants
within or outside the theater. It would prioritize
Soldiers with medical conditions who need additional
neurophysiological and/or neuroimaging evaluations.
If local nationa facilities are available, the
neurologist's expertise in interpreting neuroimagery of
magnetic resonance imaging or CT computerized
tomography scans of the brain and spina cord can be
effectively utilized. This would drastically reduce the
need for patient evacuation for routine or rule-out
studies. Most importantly, location of neurologists in
closer proximity to combat units obviously supports
the Army’s overall goal of maintaining critical combat
and manpower resources as far forward as possible.
Neurologists can also be invaluable for consultation
when rendering humanitarian aid. Based on my
deployment experience with the 4th Infantry Division
in Tikrit, | determined that there is a clear need for
specialty neurological consultation far below theater
level.
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I submit the following implementation options for
consideration:

Division Level. There has been an emphasis on
forward mental health over the last 10 years that has
resulted in the formation of Combat Stress Control
teams and provision for a psychiatrist a division level
for consultative services. A similar emphasis on
providing forward neurological care could be initiated
relatively simply by assigning a neurologist to fill one
of the Professional Filler System (PROFIS) dots at the
level two main support battalion or divisional ad
station. This would enable the neurologist in the
division support area, visited by supported units for
logistical and other purposes, to provide neurological
consultation services in a convenient location.

Brigade Level. The neurologist can deploy as a
PROFIS physician provider a the level two forward
support battalion aid station. This is a convenient
location because logistical elements from supported
units in the brigade regularly travel to the brigade
support area for supplies enabling convenient access
for consultation purposes. The determining factor asto
whether al 3 or 4 brigades or just 1 or 2 brigades in a
division need an assigned neurologist would be the
overall disposition of the supported and adjoining
units. The brigade located near the division support
area would probably be the best location for a single
provider. My experience as a neurologist during
deployment is based on this model of staffing.

Battalion Level. Neurologists can deploy as the
primary PROFIS physician providing general medical
officer level one care at the battalion (infantry, armor,
etc) and concurrently be available for neurological
consultation. This type of provider positioning would
be optimal only if collocated with other units or if itis
aong a main supply route. Consultation is only
feasible if patients have relatively easy access to the
consultant. If the provider is located at a nontransit
point, transportation of the patient to the point of care
will obvioudly be costly in terms of man-hours and
vehicles.
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The current trend in operational deployments and
future requirements of the large number troops in Irag
(and Afghanistan) makes a compelling argument for
moving neurological specialty care forward.
Manpower shortages and requirements to provide
personnel for guard duty, details, convoy duty, and
provision for rest and relaxation and mid-tour leave
make this a necessity. Subgtitution of a neurologist for
another physician providing level one care does not
change overall deployed medical personnel strength
and does not necessitate changes in tables of
organization.

Irag and Afghanistan are combat theaters of operation
within which deployment along traditional combat

front lines is not feasible. They represent the new,
modern battlefield. Travel between forward operating
bases is hazardous because of exposure to attacks from
small arms and/or improvised explosive devices.
Transportation of a patient to one location in a large
theater of operations involves one to several convoys,
helicopters, and/or aircraft. Consequently, routine
priority patients and accompanying personnel are
unnecessarily exposed to increased risk. Locating
neurologists at key transit points would be a major step
in the reduction of this safety risk and an additional
factor in the Army’s goa to maximize care for al of
our Soldiers. Forward deployment of neurologists is
forward thinking for the dynamic, fluid battlefield of
the future.
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CORRECTION

In the July — September 2006 issue of the AMEDD Journal, CPT David Admire, the author of the article
“Thumb Opposition Restoration: A Case Study,” was incorrectly identified as a Physical Therapist. He is an

Occupational Therapist. The Journal regrets the error.

October — December 2006

27



Theater Immersion: Training a Medical
Task Force for Operations in Iraq

COL James B. Henderson, USA

The purpose of Theater Immersion isto rapidly build combat ready formations led
by competent and confident leaders who see first, understand first, and act first,
and are manned by battle proofed Soldiers incul cated with the Warrior Ethos.*

Theater immersion is not a new concept for the Army.
For decades the Army’'s Combat Training Centers
have employed the practice of “...placing leaders,
Soldiers, and units...into an environment ana ogous to
what they will encounter in combat.”* The critica
tenet of theater immersion is the deliberate, constant,
and practica study of the contemporary operating
environment. Successfully replicating the
contemporary operating environment requires a
training environment that is flexible and adaptable to
the current conditions into which our Army’s forces
will deploy. From 21 March to 30 May 2005 the
Soldiers and leaders of the 344th Combat Support
Hospital (Task Force 344 Med) trained in such an
environment at Fort McCoy, Wisconsin.

The ability of the training t