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From the Surgeon

) :

WARNER D. “Rocky” FARR
COLONEL, U.S. ARMY
Command Surgeon
HQ USSOCOM

Well, I have been at the United States Special Operations Command
(USSOCOM) and in Tampa / MacDill Air Force Base, Florida, long
enough to find the bathrooms and get a badge that gets me into most doors
of the large secret maze. I even have a designated parking spot, which
only takes two different ID cards to access! Other than an occasional hur-
ricane, life is good. The office staff is working on several, actually
MANY, issues. Some of them currently on the plate, in no particular
order, I will talk about in this column. My POC is

warner.farr@socom.mil.

We are in the early stages of
the Special Operations Forces
Medical Handbook revision 1, and
I hope to field the new edition with-
in two years. Any budding authors
should contact Mr. Bob Clayton
robert.clayton.ctr@socom.mil and
he can direct you to the appropriate

individuals. The covers of the three

editions published so far (minus the

bootleg civilianized ones that you

have to buy commercially) are pic-

tured here. The first one (red cover)

was published in January 1969. The

second one (green cover) was pub-

lished 1 September 1982. The third

one (black cover) was published 1 June 2001. Therefore, it took thirteen
years to publish the second edition, then nineteen years for the third edition;
if I meet my deadline, the next interval will be only seven years! I am solic-
iting advice on the color for the cover. It has to be something we have not
used before. The big issue is to what audience we should target this thing?
Medic? PA? Doctor? Consultant? Rocket scientist? Another question:
How large IS pocket size? 1 await your thoughts on these weighty issues.
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We need to continually strengthen the medic certification program: the card, the test, the sustainment
training, the retesting, the curriculum evaluation board, etc. Captain Steve Briggs briggss@socom.mil, has done
a super job in setting all that up. I now have to try to get it funded on a continuing basis by the command.
Everyone needs to continue to go through sustainment training every two years as published. If you think we owe
you a card, email Staff Sergeant De Erica Robinson at robinsond@socom.mil. We conducted a curriculum eval-
uation board meeting in September. They do a great job in a time of uncertainty, and I appreciate their unsung
and unpaid efforts.

We have brand new challenges with the arrival of the Navy medics assigned to MARSOC. The MAR-
SOC Surgeon, Captain Steve McCartney, is decisively engaged. The Joint Special Operations Medical Training
Center is at near capacity already, so we have some work to do. Master Chief Glenn Mercer
glenn.mercer@socom.mil, has been engaged with great results, as had Lieutenant (USN) Shawn Wood
woods@socom.mil, from my office. Another challenge I accepted is to get the graduates of the Pararescue
School tested and carded.

The Biomedical Initiatives Steering Committee (BISC) still, always, needs research ideas to evaluate for
possible funding. Please refer anyone who approaches any unit to propose performing some research, testing,
evaluation, et cetera, to either the component command’s section who does that (at USASOC it’s the G-8) or to
Mr. Bob Clayton robert.clayton.ctr@socom.mil in my office. In this time of high operational and personnel
tempo, our units are too busy to deal with all these bright ideas — so send them to us! We had a very successful
BISC meeting just before the ATACCC conference in August. Since many of the players on the BISC changed,
we conducted a great session of “BISC 101" to bring everybody up to speed. I try to highlight some of the BISC
research by publishing excerpts from the BISC reports in the journal. We will hold a meeting in November that
will be a BISC, a component surgeons meeting, and a Department of Defense level Human Use meeting. Human
Use issues, rules, and regulations have gotten tighter, resulting in one more reason NOT to do any research on our
unit personnel without calling this office.

For some of the great ideas that have been researched and developed by the BISC, I am trying to get these
transitioned into acquisition programs to actually buy stuff, so that we will not always have to wait on the Serv-
ices and/or the Service surgeons general to buy it for us. Our flash-to-bang time on new medical equipment is
much shorter than the Services and we need to be able to put the right equipment into the right hands more quick-
ly to save lives. Lieutenant Colonel Jose Baez, jose.bacz@socom.mil, runs that effort for me. Mostly we fund
new items from BISC money through the Institute of Surgical Research’s (ISR) traveling Tactical Combat
Casualty Care (TC3) training team. The TC3 is still a requirement, still available, and still busy. Please do real-
ize that internal programs are authorized, as in “run it yourself.” Since nearly everyone has seen the team at least
once, | am ratcheting down the equipment side, meaning that they will bring less cool stuff since you should
already have it and/or know how to order it through the normal supply channels. My POC is “Mr.” Greydanus at
dominique.j.greydanus@us.army.mil. The new edition of the Prehospital Trauma Life Support (PHTLS) book
should be out soon. Some of the recent changes in TC3/PHTLS include the shift from gatafloxicin to moxiflox-
in and the newer formulations of QuikClot® as a choice after tourniquets and haemostatic dressings. The TC3
plans a full review of haemostatic agents in the near future.

We now have a command veterinarian, Lieutenant Colonel Bob Vogelsang, robert.vogelsang@socom.mil.
For those components without a veterinary officer (read: NAVSPECWARCOM, AFSOC, and MARSOC), he is a
useful asset for everything from LTT, to pack animals, to military working dogs, to zoonotic diseases. The Army
veterinary officers mostly know him, as he has served in 3rd Special Forces Group (Airborne). LTT is very vital
to our training and Bob is here to both facilitate and safeguard.

The Journal of Special Operations Medicine is clearly a focus of mine and I want to again ask the NCOs
to step up and write articles. I will always push back an officer-written article for an NCO-written article if space
becomes an issue. That being said, [ want articles from everyone! Everyone who speaks at the Special Operations
Medical Association (SOMA) meeting should submit an article for publication. Do not say that you cannot write
— it has never held me back! Please contact Major Michelle DuGuay-Landers for information and help
duguaym@socom.mil.
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Speaking of SOMA, Major DuGuay-Landers has worked diligently to get this issue on the street
before the SOMA meeting, which is in late November, a week earlier than usual. I have been e-mailing the
now deployed program chair, Lieutenant Colonel Bob Harrington, who did a great job last year and is deter-
mined to ratchet it up a notch this year. See you there!

My Medical Plans and Operations cell, the iron majors of the office, are doing some interesting things
in medical intelligence with a medical information source called ARGUS. Contact either Major Chris Coley
coleyc@socom.mil our medical planner or Major Mike Salamy salamym@socom.mil, our environmental sci-
ence officer.

Overall, the transition to Tampa was easy. I found a good office and already have some things to keep
me busy. In addition, I am busy trying hard to stay out of the component surgeons lanes on Service responsi-
bilities! My replacement at U.S. Army Special Operations Command, Colonel Joe Caravehlo, an old friend
and medical school classmate, and I had a chance to talk at the August BISC and ATACC meetings, as [ did
with the new Naval Special Warfare Command Surgeon, Captain Jay Sourbeer. I met the new Air Force
Special Operations Command Surgeon, Colonel Tim Jex, at the June BISC meeting. The new Marine Special
Operations Command Surgeon, Captain Steve McCartney, spent all day here in town with us today. So I have
now, as of today, met all the new players.

We all know that it will be a long war, a war that will shift from DA to UW, and a war where the money
faucet will ratchet down. Let us all try hard to get the right stuff into the right place at the right time as effi-
ciently as possible.
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SENIOR ENLISTED MEDICAL ADVISOR (SEMA)
HMCM GLENN MERCER

I start with the most significant events that occurred since our last journal entry. First is the addition of
Tactical Combat Casualty Care (TC3) training and equipment to the Special Operations Acquisition and
Logistics Center (SOAL) master projects menu. Previous to this, the program funding came from repetitive
Unfunded Requests that never had a predictable frequency to them. This uncertainty made it inherently diffi-
cult for the trainers and trainees to accomplish the mission directed by the Commander.

As of September, the SOF Warrior, Program Executive Office (PEO) has an active and forward moving
TC3 program that will provide the oversight and terminal funding for training into the strategic future. The fact
that this is the first Surgeons Office “program” ever placed into the SOAL center is significant. It is the hard,
but correct way to do business and assures that good ideas turn into programs, as opposed to just becoming
vapor trails. The man behind the curtain on this effort was LTC Baez, a recent addition to our office with a com-
mand level knowledge of acquisitions which is already paying dividends.

Second, is the synchronization of all the elements of our training department into one master program,
which is known as the Command Certification Program. This provides economy of movement for our training
departments and makes it just and simple for the Acquisition Directors (ADs) to fund our mission. This area is
covered in depth in this issue on the metrics; however, for medics this program means one stop shopping when
it comes to the Advanced Tactical Practitioner (ATP) testing, administration, and recertification metrics.

Beta testing of the ATP exam is progressing. To date, six classes have received the test with some pre-
dictable results and some unexpected. Having seen the scoring data and feedback, I would say that it is too early
to pick out trends or incompatibilities. Within the next few months we will have an accurate snapshot of what
is a core competency issue versus a poor question versus a failed teaching point. I just recently attended a
Curriculum and Evaluation Board (CEB) meeting and can vouch that the Board members have your interests
and fairness at the forefront of their discussions. Thanks to the medics who so willingly took the first sequence
of tests and provided candid feedback.

One of my favorite sayings is that to be effective, we must be able to have “trust, candor, and reciproc-
ity” within the ranks and between the pay-grades. Without it, we tend to mix business with courtesy and a dose
of leverage. When an unvarnished discussion is necessary we must not hesitate to have it. Having made my
introductory remarks in the last column, I will reserve this space for business related events that directly deal
with our enlisted personnel.

The first issue is the ambiguous state of EMT-P in the force. I was present the day the Force affiliated
with the National Registry and have watched that process evolve into what is now titled the ATP. Personally, I
see no reason to abandon ground we have already gained. The black market on maintaining Registry certifica-
tion is that those who have attained it and kept it afloat still want it in their wallets. That being the case, it pres-
ents some simple choices. At this point no one has ordered any organization to stand down from keeping this
“mechanism” alive, so the operative issue is compliance with the Surgeon’s certification program. The ATP
concept is not going away. It may change in scope and scale in the future, but it is the mechanism we collec-
tively use now. It is a mechanism -- no more, no less. As an EMT-P card holder I see the potentials for the
medic to have both, but I no longer see the potential for the National Registry to continue to be the sole certifi-
cation agency for USSOCOM medics. I do see the potential for the student candidate to take only one test and
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this is what [ am advocating right now. The Joint Special Operations Medical Training Center (JSOMTC) has
recently refreshed its Committee on Accreditation of Educational Programs (CoAEMSP) accredidation; so
having a registered, approved institution is no longer a challenge to a potential unified testing process. This
issue will be discussed at the Joint Medical Enlisted Advisory Committee (JMEAC) business for the late
November 2006 meeting so if you have some heated opinions about this topic, get it to your senior enlisted
advisior (SEA) in time for the meeting.

In conclusion, I am starting a Human Performance (HP) Forum in this issue of the JSOM (see page
91) and intend for it to continue into the future. The purpose of this forum is to inform and resolve potential
future hot button issues that are coming from all points on the compass in regard to the vision of SOF Human
Performance. Additionally, there will probably be an HP Forum at the SOMA this year hosted by SGM Hill
about mid-week. I would expect it to draw a large audience and encourage all readers to attend.

The Humans are More Important Than Hardware initial concept document is moving along at an
accelerated pace. Presently we are working on the “right” mutually supported principles that should be cap-
tured in the text. It is challenging, but also worthwhile.
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Joe Caravalho, MD
COL, USA
Command Surgeon

I am very pleased to be back in ARSOF as the fifth Surgeon in USASOC’s 20-year history. [ greatly
appreciate this venue afforded me by the Journal of Special Operations Medicine (JSOM) to write to SOF and
other interested medical personnel. In this, my first JSOM submission, | introduce myself and share with you
my thoughts as the Army Service Component SOF Surgeon and Consultant to the Army Surgeon General for
Special Operations Medicine.

It is an absolute privilege and honor for me to follow the exceptional officers who preceded me in this
position. Allow me to quickly review the surgeons who served before me.

COL Rocky Farr served as the USASOC Surgeon from 1999 to April 2006. He was instrumental in
the medical response to ARSOF’s prosecution of our nation’s global war on terrorism. Through deft person-
nel management, COL Farr mobilized a number of officers and NCOs to augment the Surgeon’s Office and to
place critically needed healthcare providers into both the Iraq and Afghanistan theaters of operation.

COL Dick Tenglin served as the ASOC Surgeon from 1995 to 1999. Under his tenure, 91WW s, the
Special Operations Combat Medic, was developed. His work formalized the Army’s recognition of our
Ranger, Special Operations Aviation, and Civil Affairs medical NCOs in the form of the “W1” Additional Skill
Identifier (ASI).

COL Bill Fox served from 1994 to 1995; his tour as the second USASOC Surgeon was shortened by
his selection to attend the Army War College in 1995. As you know, COL Fox went on to become a BG in the
AMEDD and command the 44th Medical Command and the Great Plains Medical Command before his retire-
ment in 2004. The Special Operations Medical Indoctrination Course (SOMIC) was established during COL
Fox’s tenure.

Our first USASOC Surgeon was COL Al Meyers. Formerly the 1st Special Operations Command
Surgeon, COL Meyers assumed the position as our first Command Surgeon when USASOC was established
in 1989.

Since we bring to the table a sum of our past experiences, allow me to tell you a bit about myself as
an Army Medical Corps officer. I’ve been extremely fortunate to have been able to bounce back and forth
between operational and clinical medical assignments. From the operational side of the house, I served tours
in both ARSOF and conventional TOE units. Within ARSOF, I served as the 1/1 Special Forces Battalion
Surgeon, JSOC physician augmentee, and 75th Ranger Regimental Surgeon. From a conventional TOE per-
spective, and just prior to taking this position, I commanded the 28th Combat Support Hospital, during one
year of which I simultaneously served as the 44th MEDCOM (Rear) (Provisional) Commander.
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From a clinical standpoint, I trained in Internal Medicine, Nuclear Medicine, and Cardiovascular
Diseases, having served clinical positions at Tripler Army Medical Center (AMC) in Honolulu, HI; William
Beaumont AMC in El Paso, TX; Martin Army Community Hospital at Fort Benning, GA; and Walter Reed
AMC in Washington, D.C. Finally, from 2003 to 2004, I served in an administrative medical role at Fort
Bragg as Womack AMC’s Deputy Commander for Clinical Services.

As is human nature, my personal and professional experiences over the years have shaped my
thoughts on the Army, ARSOF, and the Army Medical Department (AMEDD). Although each of the previ-
ous USASOC Surgeons and I share a total dedication for ARSOF, you can expect minor personality-driven
changes under my tenure here.

The USASOC Surgeon’s Office has the mission to provide medical input and oversight to organize,
train, educate, man, equip, fund, administer, mobilize, deploy, and sustain ARSOF to successfully conduct
worldwide Special Operations, across the range of military operations, in support of regional combatant com-
manders, American ambassadors, and other agencies as directed.

My vision for ARSOF medicine is to provide premier Special Operations medical personnel, fully
capable of providing ready, relevant, and reliable service to ARSOF as they conduct successful missions
throughout the spectrum of military operations in support of the strategic objectives of the United States.

As such, my goal is to provide responsive support to the major subordinate command unit Surgeons
and associated medical professionals while vigilantly addressing each of our identified priorities. I’ve estab-
lished the following priorities among my staff: (1) organizational structure; (2) program resourcing; (3) new
requirements and capabilities; (4) training; (5) publication and policy review; (6) force health protection and
medical intelligence; (7) deployment support; (8) assignments; (9) strategic planning; and (10) garrison
healthcare.

In addition to these stated goals, I have a collateral charter as the consultant to the Surgeon General
for Special Operations medicine. My main goal in this regard is to leverage AMEDD support to ARSOF med-
icine whenever and wherever possible. This can be accomplished only through a campaign of collegial and
open dialogue among ARSOF, conventional TOE, and TDA AMEDD personnel. I’m convinced that this rep-
resents a burgeoning area of growth with benefits available to both ARSOF and the AMEDD.

My staff has duly impressed me with their technical expertise, work ethic, and thorough dedication to
ARSOF medicine and to the medical personnel within USASOC. There are too many outstanding personnel
to highlight in this forum, but I want to highlight the staff leadership who help me in my job as USASOC
Surgeon.

I am very happy to have MSG Sam Rodriguez as my Senior Enlisted Medical Advisor. He is well
versed on all aspects of NCO assignments, training, and validation. MSG Rodriguez has been on board in the
USASOC Surgeon’s Office for a number of years now, and he brings a wealth of knowledge with him.

I have two deputies: Mr. Terry Phelps as my Deputy Director and LTC Rocky Rockhill as my Deputy
Surgeon. Terry has responsibility for policy, plans, programming, and new requirements. Rocky is responsi-
ble for medical planning, logistics, training, force health protection, and medical intelligence. Together, they
bring together a great team of dedicated officers, NCOs and Department of Army civilians, whose sole mis-
sion is to support SOF warfighters and those entrusted with all aspects of their healthcare.

In closing, let me reiterate how grateful I am to rejoin the great officers, NCOs, enlisted Soldiers and
civilians who make up ARSOF. I want to welcome those medical officers and other healthcare personnel who,
like me, have recently joined the ARSOF team. I look forward to working with COL Farr and his staff at
USSOCOM. I am also prepared to work closely with our sister service component SOF Surgeons to accom-
plish our common tasks to create a fully capable, reliable, and interdependent medical force.

During my tenure as USASOC Surgeon, I hope to meet as many of the ARSOF medical force as pos-
sible. Within the next several months, I expect to get out to each of the major subordinate commands. I’ve
met a number of you at recent USSOCOM and USASOC meetings and I'm sure there will be ample oppor-
tunity for our paths to cross in the near future. Please stop by to say hello or contact me by email to discuss
any pressing issues that may affect you or your unit. Until then, best wishes to you and to the great Americans
you support as part of our ARSOF medical force.
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Timothy Jex, MD
Col, USAF
Command Surgeon

I just returned today from an outstanding technology demonstration provided to AF/SG by Col
Coatsworth and the AFSOC Medical Modernization Division (SGR). We are getting close to fielding some
remarkable capabilities in the area of remote casualty identification and monitoring. For those of you who
know Col Coatsworth, he’s overflowing with ideas for future technology applications that most of us can’t
even comprehend, but [ want to emphasize the importance of gathering inputs from you in the field regarding
what your needs are for improved capabilities. Please take the time during missions, deployments, training,
whatever, to consider what equipment, technology, processes, or even policies would improve your ability to
accomplish your mission. Shoot us an email and let us know what you’re thinking; it doesn’t have to be any-
thing formal. You have the opportunity to help make huge advances in casualty care a reality.

Another exciting development is the advanced training we’ve begun this year in our new Tactical
Operations Medical Skills (TOMS) Lab. We developed the TOMS lab to provide a facility to house and train
Special Operations Surgical Teams (SOST) and Special Operations Critical Evacuation Teams (SOCCET), and
the tactical training mission for other AFSOC enlisted technicians, pararescuemen (PJs), nurses, flight sur-
geons, general/orthopedic surgeons, flight surgeons, and physician assistants. The lab is outfitted with two
Human Patient Simulators (HPS) with incredible capabilities to simulate realistic physiological responses to
medical interventions. The TOMS lab has environmental control units to allow rapid temperature changes
from extreme heat to extreme cold or vice versa. It also supports operations with low light or night vision gog-
gles, and it has a sound systems to add intense background noise as may be experienced in operational mis-
sions. All of this will better prepare AFSOC medics for their operational roles. Additionally, other Hurlburt
or AFSOC assigned medics may have the opportunity to practice ACLS/ATLS on these HPS mannequins. In
the near future, AFSOC/SG envisions opening up this training facility to our overseas units and to any Army
SOF medics who are transitioning through Hurlburt for other training. The AFSOC/SG staff also provided
two CASEVAC courses this year to our SOF and CSAR medics, which included medical academics and hands
on experience in the TOMS lab and in static aircraft training, as well as training missions on MC-130E Talon
1 aircraft from Duke Field.
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As I’ve started to visit units and seen the reports from our deployed medics, I’'m just amazed at the
diversity of ops you’re involved in and the quality of support you provide. In the past quarter, AFSOC medics
have been actively deployed around the world. The 352nd Special Operations Group (SOG) medics support-
ed a humanitarian non-combatant evacuation (NEO) in CENTCOM, helping to airlift over 500 personnel to
safety. The 353rd SOG supported operations in Pacific Command (PACOM) supported a multi-national force
for over 30 days. The 16th SOW had medics supporting missions in Operation Iraqi Freedom, PACOM, and
Operation Enduring Freedom. In total during this past quarter SOF medics were deployed for over 1,000
man-days, providing CASEVAC coverage, combat aviation medical advice, emergency surgical and critical
care procedures, and command and control for medical operations in support of SOF operations.

I hope all of you appreciate how critical all of these operations are to the fight. You are making a real
and lasting impact, and I thank you for the truly great things you are accomplishing. God bless you and keep
you safe.
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Jay Sourbeer, MD
CAPT, USN
Command Surgeon

Doc Woods told me duty at WARCOM is a great privilege. Reflecting upon my first two months here, |
am inclined to agree. | came from a very enjoyable duty in Washington, and I actually liked living there, but it is
pretty hard to compete with Coronado when it comes to making the family happy. The drive from DC was a good
family trip; we did a last swing of the East to see relatives and made a memorable family event of the summer,
starting with fireworks at the White House and ending up surfing with my wife and the boys. The usual move-in
stuff was at times frustrating, but after 25 years of moving and several overseas tours, this was not really tough;
it was stateside and change is just part of the blessings of a military career.

Working at SPECWAR is the great part. I have loved my recent duties, but this place is outstanding.
Checking aboard, there are high expectations and the basic command policy is unequivocal, to do the right thing.
The mission of supporting SEALS at the tip of the spear is strongly appreciated. Having a high goal and a sense
of purpose are great, but to make it all move forward we have exceptionally effective personnel on our Force
Medical team. There is a lot of information to ingest; drinking from the metaphorical fire hose of knowledge, but
it is progressing well. I appreciate all the assistance of all of our components and the joint forces. As Doc Woods
strongly advocated, I hope to build strong working relationships by getting out to the components when feasible.
The challenges we face are an opportunity to do good things in a complex period of change.

I obtained bachelor degrees in chemistry and economics in 1981 from Duke University and joined the
Navy in 1981 via the Armed Forces Health Professions Scholarship Program. I completed my Medical Doctorate
in June 1985 at Jefferson Medical College in Philadelphia.

Following a family practice internship year at Naval Hospital Charleston SC, I served two years as a
General Medical Officer attached to the Third Marine Division, with assignment to the Emergency Department of
the Naval Hospital Okinawa. After completing the third year of a family practice residency at Camp Pendleton,
CA, I served as Emergency Department Head of Branch Naval Hospital Sigonella for two years. I then served as
Family Practice Staff at Naval Hospital Rota, Spain before attending the Naval Undersea Medical Institute in
Groton, Connecticut and Panama City, FL. Upon graduating as an Undersea Medicine Officer, I served as Senior
Medical Officer on the USS MCKEE (AS-41). My following tour at COMSUBDEVGRU ONE allowed me to
qualify as Saturation Diving Medical Officer, fleeting up to Senior Medical Officer of COMSUBDEVRON-5. 1
then served as Exchange Officer to the Royal Navy at the Institute of Naval Medicine in Alverstoke, the United
Kingdom. In this capacity, I represented the United States in the 2003 Royal Navy/Royal Marine Everest
Expedition on the 50th anniversary of the original ascent. Prior to the current assignment at Naval Special Warfare
Command, I served three years in Washington, DC as White House Physician.

We live in an interesting time; I am looking forward to the challenge.
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Stephen F. McCartney, MD
CAPT, USMC
Command Surgeon

I am pleased to introduce myself as the Command Surgeon for U.S. Marine Corps Forces Special
Operations Command (MARSOC) here in Camp LeJeune, North Carolina.

I arrived fresh from a great three year tour with III Marine Expeditionary Force (MEF), part of FMF-
PAC in Okinawa, Japan, where I served as the III MEF Surgeon. Our challenges were great being the only per-
manently forward deployed USMC Force on an island 65 miles long and 17 miles wide at the largest. The tour
included responses to Asian tsunamis, Pakistani earthquakes, and Philippine mudslides, with augmentee support
for GWOT adding to an already aggressive OP TEMPO with Japanese, Thai, ROK and Philippines forces.

This is my first contribution to the JSOM and I promise that it will be the beginning of a good rela-
tionship. This week I had the pleasure of visiting the HQ USSOCOM and met with Colonel Farr and many of
his core staff. I appreciated their gracious hospitality and feel that our interactions and camaraderie within
SOCOM will be the same as time passes. I look forward to meeting you all.

The USMC have conducted Special Operations missions for many years depending how far back you
want to look, and doing it well. The October 2005 SECDEF marching orders were clear. That being, to stand
up a distinct SOF component, subordinate to USSOCOM, and unique to the USMC which can effectively train,
equip, organize, and deploy task organized Special Operations Forces for worldwide missions in support of
combatant commanders.

Our size and proportion to total SOCOM forces is small. Our end state Table of Organization (T/0) is
2,515 Marines along with 191 USN personnel being assigned. The vast majority of USN will be medical. The
smaller piece will be our professional and committed dive personnel.

While our activities within SOF are well articulated in other articles written thus far, basically we fored
two Marine Special Operations Battalions (1st and 2nd MSOB), which will reside at Camp Pendleton and Camp
LelJeune, respectively. We have responsibility for the expanded role of establishing 24 Foreign Military
Training Units (FMTU) which will support Foreign Internal Defense (FID) and eventual unconventional war-
fare (UW) missions. We assigned the SOF training mission to our Marine Special Operations School (MSOS)
here in Camp LeJeune. Finally, the many support elements, licensed clinical professional staff, and the other
enablers will reside in the Marine Special Operations Support Group (MSOSG). MARSOC Health Services
Support (HSS) will reside within the Command Element here at Camp LeJeune.

Our MARSOC medical role will be, to say the least, challenging. As most of you know, USMC forces
derive their medical support from “Big Navy.” With GWOT and the needs of the FMF and surface Navy
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unchanged and increasing as well. MARSOC Health Services Support will face challenges the other Services
left behind in the rear view mirror. The screening, selection, training, and sourcing of medical personnel who
meet our unique MARSOC SOF needs will be a subject I will be sharing with you all in various venues in the
months and years to come. My approach to these taskings is all Irish and vintage McCartney: “Nothing is
impossible, it is just a matter of how much you want to suffer for it” and “let our perceived weaknesses be our
ultimate strengths.” Or, better said, let us think out of the box, share advice with colleagues, and be innovative.

I look forward to working with you in our commonly shared missions and interests. Collaboration at
SOMA, BISC, and other venues will be a pleasure, I am sure. I hope my twenty-two years of trauma and vas-
cular surgery may occasionally bring a different look at the problems and issues we communally address. I will
do my best to periodically contribute pertinent knowledge and viewpoints to the legacy of this most valued peer
reviewed journal. My staff and I here at Camp LeJeune, as well as myself, are at your service and we are pleased
to be plank owners at MARSOC and be a part of the USSOCOM team.
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USSOCOM BIOMEDICAL INITIATIVES STEERING COMMITTEE (BISC)

Mr. Bob Clayton, USSOCOM Medical R&D Coordinator

The United States Special Operations
Command (USSOCOM) Biomedical Initiatives
Steering Committee (BISC) conducted its fourth
quarter meeting at St. Pete Beach, FL 10-11 August
2006. The meeting was held in conjunction with the
Advanced Technology Applications for Combat
Casualty Care (ATACCC) 2006 meeting. This meet-
ing was of special meaning as we now, with the
exception of JSOC and the JSOMTC, have a com-
plete new group of Command Surgeons. First of all |
would like to introduce the new BISC members:

COL Warner D. (Rocky) Farr, USSOCOM Command
Surgeon and BISC Chairman

COL Joseph Caravalho, USASOC DCS/Surgeon
CAPT Jay Sourbeer, WARCOM Command Surgeon
Col Timothy Jex, AFSOC Command Surgeon

CAPT Stephen McCartney, MARSOC, Command
Surgeon

LTC Robert Lutz, JSOC Command Surgeon

COL Kevin Keenan, Commander/Dean, JSOMTC

Mr. Dave Saren is still the program manager
for Medical Technology (MEDTECH). He is assist-
ed by Mr. Tom Hindes and myself. As I have stated
before, the BISC was formed to support the medical
research and development efforts for Special
Operations. The Component Surgeons or their
appointed representatives meet to focus on medical
issues that impact on the mission, training, and per-
formance of SOF.

Primary research areas are:

a. Combat Casualty Care

b. Performance Enhancements
c. Medical Informatics

d. Graduate Research Studies
e. Diving Related Studies

The BISC is regulated by USSOCOM
Directive 40-1. The BISC uses Major Force
Program-11 funds to support the MEDTECH pro-
gram. The majority of the research is concentrated
on studies that may provide an operational answer to
SO peculiar needs. There are a lot of medical issues
that are not SOF specific but because SOF is the “Tip
of the Spear,” the situation creates a SOF peculiar
requirement. One of the methods that the BISC
employs is to leverage minute amounts of funds
against the Services Medical R&D community. This
strategy not only accelerates the development of sev-
eral programs that are important to our mission, but
also provides a bigger return on our investment.

The following is a recap of BISC 101:

Each SOF Component has a BISC represen-
tative. The function of these representatives is to
review their service requirements and to provide the
BISC with Task Statements for research topics. A
Task Statement is usually a two page description of
the need, related background, and a desired solution.
On average the BISC supports 10 to 12 Task
Statements per Fiscal Year (FY). Once the Task
Statements are written and accepted by the BISC, the
USSOCOM MEDTECH Program Manager (PM)
sends out requests for pre-proposals. Once the pre-
proposals are received, they are reviewed, screened,
and if applicable, presented to the BISC for review
and approval. Once the BISC approves the pre-pro-
posal, the PM requests that the organization submit a
full proposal with any clarifications that the BISC
may have noted. The full proposal is again reviewed
and is then put before the BISC, which recommends
a funding prioritization. The BISC accepts out-of-
cycle Task Statements and unsolicited proposals.
Depending on the topic, applicability and status of
funding for these may be held for future selection.
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The FYO07 Research projects are as follows:
1. Intravenous Perflurocarbon and Recompression

Therapy After the Onset of Severe Decompression
Sickness

2. Altitude Decompression Sickness Risk
Assessment

3. A Comparison of Flight Proficiency and Risk
Taking Behavior in Aviators Given Dextroamphet-
amine or Modafinil During Extended Operations

4. The History of the Development of the SOF Medic
from Vietnam to Present

5. Testing and Field Evaluations of the Welch-Allyn
(WA) Propac LT for Use by SOF

6. SOF Medical Lessons Learned

Funding for the USSOCOM Medical
Technology Development program has remained fair-
ly constant over the past few years. A lot of effort has
been put forth to support the needs of the
Components. The BISC has been very supportive of
funding those items that impact on the far forward
medics and operators. In order to maintain a viable
program the requirements or need of the force must
come from the force. A new start project in FY07 will
be the SOF Medical Lessons Learned; from this we
may be able to ascertain and better support the needs
of the medics. As not a lot of the information seems

to percolate up, we will have to squeeze it out of you.
I know the last thing you want to do after you return
from a deployment is tell someone one what worked
or did not work, but this is the best way to “fix it.”
Pitch in and make sure that your needs are met.

The Second Edition of the SOF Medical
Handbook is now being put together. Ms. Gay
Thompson worked on the First Edition as the
Managing Editor and will be doing the same this time.
Dr. Les Fenton, who recently retired from
NAVSPECWARCOM, has been retained as the Senior
Medical Editor. Rounding out the editorial staff are
Brad Sullivan, Ed Kinsinger, and several other key
participants from the Advanced Medical Test Support
Center. [ will be the production manager and the
USSOCOM liaison. There are about 80 authors who
have already signed up to assist in the next edition.
There are still several key areas that need volunteer
assistance. Some of those are 18D lab skills, 18D
medical procedures, and nursing skills. If you have a
desire to participate, please contact Gay Thompson at
gay.thompson@us.army.mil or me at
claytor@socom.mil. From what understand, both Gay
and Brad will be at the Special Operations Medical
Association Conference in November seeking infor-
mation, volunteers, and promoting the handbook.
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MARINE SPECIAL OPERATIONS COMMAND

LT Shawn Wood, USSOCOM Medical Planner

In March 2005 the Secretary of Defense
requested a proposal to add a Marine Corps
Component to the United States Special Operations
Command (USSOCOM). In October 2005 he estab-
lished the Marine Special Operations Command
(MARSOC), and activated it in February 2006.
Wasting no time, the MARSOC Commanding
General, Major General Hejlik, immediately began
to deploy many of his 2500 personnel. The MAR-
SOC has five major subordinate units; these are the
Ist Marine Special Operations Battalion (WEST),
2nd Marine Special Operations Battalion (EAST),
Marine Special Operations School, Marine Special
Operations Support Group, and Foreign Military
Training Unit (FMTU). These battalions and support
groups have their own companies. The MARSOC’s
core tasks are Direct Action, Special
Reconnaissance, Foreign Internal Defense,
Counterterrorism, Information Operations, and
Unconventional Warfare.

To complete its Table of Organization (T/O)
the Navy bought 191 Navy billets for MARSOC.
These billets include personnel technicians, religious
staff, Master Divers, maintenance technicians, Navy
Gun Liaison Officer, and 169 medical personnel.

The medical billets include:

Enlisted--

8403 Fleet Marine Force Reconnaissance
Independent Duty Corpsman

8427 Fleet Marine Force Reconnaissance Corpsman

8404 Field Medical Service Technician

8425 Surface Force Independent Duty Corpsman

8432 Preventive Medicine Technician

8466 Physical Therapy Technician

8485 Psychiatry Technician

8493 Medical Deep Sea Diving Technician

8407 Field Service Dental Technician

Officers —

2100 Medical Officer

2200 Dentist

2300 Medical Service Corps

The MARSOC Headquarters Health Service
Support Office has five billets with positions for:

Command Surgeon

Senior Medical Planner

Senior Enlisted Advisor

Force Protection Health Officer
Medical Clerk

MARSOC is headed by some highly quali-
fied individuals:

CAPTAIN Stephen McCartney, USN, MC,
(Vascular Surgeon) brings extensive Marine Corps
experience to MARSOC. An outstanding choice to
be the first MARSOC Command Surgeon, some of
his past assignments include: Force Surgeon, III
Marine Expeditionary Force, Okinawa; Group
Surgeon, 3d Force Service Support Group, Okinawa:
Ist Force Service Support Group, Ist Medical
Battalion, Alpha Surgical Company; Chief of
Medical Staff, OIF Kuwait (LSA Coyote) and Iraq
(Diwaniyah, Al Kut); and Naval Medical Center San
Diego. Senior Vascular Surgeon. While in the
Selected Reserve his assignment included:
Regimental Surgeon, 23rd Marines (USMCR), San
Bruno, CA; Battalion Surgeon, 2Bn/23rd Marines
(USMCR), Encino, CA; Naval Medical Center
Oakland, Chief, Vascular Surgery Division; Naval
Post Graduate Fellow in Vascular Surgery, Royal
Victoria Hospital, McGill University, Montreal,
Quebec, Canada; Naval Hospital Orlando,
Department of General Surgery; Naval Hospital
Camp Pendleton, Department of General Surgery,
Med CRU 119 (NH Long Beach, CA). CAPT
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McCartney was commissioned as a lieutenant in the
U.S. Naval Reserve on 26 December 1982, in Los
Angeles, CA.

CDR Patrick Paul, a seasoned and well qual-
ified Plans, Operations & Medical Intelligence
(POMI) Officer, who brings over two decades of
Marine Corps experience to MARSOC, will take the
helm as the first MARSOC medical planner. His past
assignments include: 1st Medical Battalion, 1st Force
Service Support Group, Camp Pendleton, CA, where
he served as Detachment Commander, Health
Services, 11th Marine Expeditionary Unit during
Operations Impressive Lift, Pakistani
Transport/Provide Relief, Somalia and Eager Mace
’92 in Kuwait; Company Commander, Charlie
Collecting and Clearing Company at First Medical
Battalion; Head, Staff Education and Training
Department Naval Hospital, Guantanamo Bay, Cuba,
where he participated in Operation Sea Signal for
Cuban and Haitian Refugees; Force Medical Planner,
Commander Naval Special Warfare Command,
Coronado, CA; Training Officer, Field Medical
Service School, Camp Pendleton, CA; Health
Service Support Officer, 3rd Force Service Support
Group, Okinawa; Executive Officer, 3rd Medical
Battalion, 3rd FSSG, Okinawa; Medical Planner, I
Marine Expeditionary Force, Camp Pendleton, CA,
where he deployed as Medical Plans Officer for I
Marine Expeditionary Force / Multinational Force -
West in OIF II.

A Hospital Corpsman Master Chief (TBD)
will be assigned as the Senior Enlisted Advisor.

LT Shelton Lyons is assigned as the Force
Protection Officer and HM2 Roy Brede is assigned
as the Medical Clerk.

Medical personnel assigned throughout
MARSOC make up the healthcare backbone of the
Component. MARSOC will be at full strength by
2010. CAPT McCartney and his staff have a huge
task on their hands to get all of the medical personnel
organized, trained, equipped, and up to the standards
outlined in United States Special Operations
Command Directive 40-2. Currently 27 out of 169
medical personnel are assigned to include the
Headquarters Surgical Support Staff.

One of the major challenges for CAPT
McCartney is getting all the 8427 and 8403 billets
filled. Overall 8427s are currently manned at 52%
and 8403s are manned at 50%. It will take some time
to grow these personnel, and training is not simple.
To become a Recon Corpsman requires nearly 11
months of training that includes:

1. Graduation from 8404 Fleet Marine School.

2. Basic Reconnaissance School MOS (0321), nine
weeks.

3. Marine Combatant Dive School, seven weeks.

4. Amphibious Reconnaissance Course, three weeks.
5. U.S. Army Special Operations Combat Medic 18D
Short Course, 24 weeks.

6. U.S. Army Basic Airborne Course, three weeks.

If selected, qualified 8427s will attend an
additional 24 weeks of specialized training that is
part of the Special Forces Medical Sergeant Course
taught at the Joint Special Operations Medical
Training Center. At the end of this addition medical
training, 8427 will be awarded a NEC 8403.

Another challenge is training the medical
personnel in accordance with United States Special
Operations Command Directive 40-2. This directive
establishes and describes the command medical edu-
cation and training policies and procedures for gov-
erning the management of Joint Special Operations
Forces (SOF) medical and non-medical personnel,
and assigns responsibility for ensuring that these
guidelines are carried out. With about 169 medics
who fall within this requirement and a limited num-
ber of seats, the CAPT and his staff have their work
cut out for them.

CAPT McCartney and CDR Paul are work-
ing to determine if having a surgical capability built
into MARSOC is a force multiplier. If they choose
to pursue and implement this option, it will increase
the flexibility and self reliance of MARSOC.

Things are moving at a frantic pace for
MARSOC, but the Health Service Support Office is
handling the pressure of standing up a major USSO-
COM component with professionalism and expert-
ise. With the current leadership in place and the
experience they bring to the fight, MARSOC has a
bright future ahead.
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Joseph Coslett
USSOCOM Public Affairs

The first anniversary of U.S. Special
Operations Command’s Care Coalition signifies a
year of successes and a continuous effort to help SOF
and their families during some of the most challeng-
ing times of their lives.

“What the Care Coalition and the non-profit
organizations do for our wounded men and women is
just so important,” said GEN Doug Brown, com-
mander, USSOCOM. “The operator in the field takes
great comfort and really focuses on the mission when
they know that he and his family will be taken care of
if something happens to them.”

Over the last year, the Care Coalition formed
an extensive support network to track, support, and
advocate for wounded Special Operations Warriors
and their families. The support network significantly
enhances their quality of life and strengthens SOF
readiness.

“Today, our severely injured Special
Operations Forces and their families have an
unprecedented amount of support available from
government agencies, military services, units, and
many benevolent organizations,” said Jim Lorraine,
Director, USSOCOM Care Coalition. “Knowing
where to turn for assistance in the midst of recover-
ing from an injury or supporting a family member
can be an overwhelming task.”

A unit teammate is with the casualty from the
time an injury occurs to the point of theater medical
care and the flight home.

“These teammates, medics, and doctors are
the center of a SOF casualty’s web of support; ensur-
ing the casualty is not alone as they make it through
their most critical time,” Lorraine said.

The support network then expands when the
injured member transitions through hospitalization in
Landstuhl Regional Medical Center, Germany, to
Walter Reed Army Medical Center or Bethesda
Naval Medical Center. Additionally, SOF liaison
non-commissioned officers are assigned to assist
with questions and concerns.

“These liaisons know the hospital environ-
ment, personalities, and bureaucratic procedures,”

the Care Coalition director said. “They know what
works and what doesn’t, where to stay and where to
eat, and even more importantly, where not to.”

Throughout the hospitalization there is
always someone there to support the SOF member
and family. According to Lorraine, the joint service
casualty offices work to meet the notification and
travel needs of severely injured servicemembers.
The SOF chain of command uses casualty reports to
ensure the location and condition of casualties are
known to commanders.

In addition, most hospitals have local and
national benevolent organizations to assist injured
servicemembers in areas the government cannot sup-
port. These organizations provide everything from
backpacks and comfortable “hospital” clothes to
transportation and lodging for families. The general
benevolent organizations are great SOF centric
organizations providing resources and much needed
support to casualties.

“Whether the casualty is Special Forces,
Ranger, SEAL, Civil Affairs, or Air Commando,
there are organizations whose mission it is to support
wounded SOF from hospitalization through transi-
tion to civilian life,” Lorraine said. “Care Coalition
is there lacing together this network of support.
From the initial casualty report to the liaisons and
their hand-over to another hospital in the United
States, USSOCOM Care Coalition is making the con-
nections and ensuring the best is provided for the
SOF Soldiers, Sailors, Airmen, and Marines.”

Past successes include improving communi-
cation with the Service casualty assistance office
regarding family member travel to the casualty’s bed-
side; educating and preparing for the medical or
physical evaluation board; advocating for a mem-
ber’s retention when the process of an evaluation
board was not followed correctly; and coordination
with government and national benevolent organiza-
tions to meet the needs of the casualty and family.

Another success involves a servicemember
who suffered a gunshot wound to his leg resulting in
an amputation above the knee, Lorraine recalled.
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The Soldier remained on active duty but needed a
ramp built into his home. Since he was on active duty
he was ineligible for a Veteran’s Administration home
adaptation loan. Upon hearing this story, the Care
Coalition contacted The Coalition to Salute America's
Heroes and the Armed Forces Foundation and both
non-profit organizations combined their efforts in
building a ramp and renovating his home.

“We were very happy the Care Coalition was
able to help us when we believed we were not going to
receive any more assistance,” said the servicemember.

SOF Truth #3: Humans are more important
than hardware

“Our SOF Warriors have seen first hand, the
enormous price of freedom ... it is essential to protect
our heroes and their families,” Brown said.

“SOF is not a passive career — you have to
actively engage and pursue to become a member.
Support to our SOF warriors should never be passive,
the SOF warrior and their family have sacrificed too
much” Lorraine said.

The Care Coalition encourages SOF
Warriors who have been become ill, wounded, or
injured while in training or during deployment in
support of the Global War on Terrorism to contact
them. The Care Coalition stays abreast of new and
amended policies and there could be benefits avail-
able to servicemembers that they are not aware of.
For more information please visit the Care
Coalition’s webpage at www.socom.mil or email
USSOCOM.Care.Coalition@socom.mil or call 813-
828-8071.

SFC David Glenn recovers at WRMC
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LETTERS 10 THE EDITOR

To the JSOM Team

Congratulations on another outstanding edition of the JSOM. The journal continues to be a truly superb edu-
cation and training tool for both medical practitioners and commanders alike. From cover to cover, you provide the
type of relevant, valuable information that enhances personal and professional growth at all levels. Notably, in the
Fall 2005 Issue, your article “Guide to Prevention on Infectious Diseases during Military Deployments” was out-
standing -- especially for commanders who serve in units that are world-wide deployable. I continue to use the
JSOM at the Joint Forces Staft College and when working with medical personnel from Portsmouth Naval Medical
Center. Keep up the great job and “Bravo Zulu” to all.

COL Bill Davis, Special Forces (Retired)

I have a comment about an article that appeared in the Summer 2006 - Vol 6 Ed 3 of the JSOM. In the arti-
cle Combat Medicine, by J.R. Wilson, in the right hand column, second paragraph of page 68, there is discussion
about the career paths of SOF physicians. For USAF and USA, I would agree. However, the statement “So today
every SOF doctor has completed an additional three-to-five years of training [referring to a residency] and certifi-
cation than was true prior to 1999.” is not true. The USN does not follow the same career path as USAF / USA. |
am not aware of a policy stating that SOF physicians will not have residencies, but the VAST majority of SOF physi-
cians in the Navy are without a residency. There are a few senior level (WARCOM, SOCOM, etc) positions that are
manned by O-5 and O-6s with residencies, but this is not the norm. In my opinion, this results in internship trained
physicians going to an operational SOF billet, eventually going to a residency, and then as senior physicians, not
being able to return to SOF physician billets---as they are junior level jobs. Moreover, I feel this tends toward a
detrimental loss of corporate knowledge.

Mickaila Johnston, MD
LT, MC (DMO) USN

I wanted to say thank you for the Winter edition of the JSOM. It is a big hit here with the DEA medics. Thank you
for all of your help.

S/A R. Eric Rausch
Houston MET

Thank you very much. This is the best journal, bar none that I read. And, I read a bunch of medical journals; all
meat, no potatoes!

Greg Natsch, EMT-P
State EMS Training/Education Coordinator
APOLOGIES

Apologies to COL Farr, CAPT Butler, and HMCM Welt. The dates listed in COL Farr’s “From the Surgeon”
were incorrectly inputted. HMCM Welt’s retirement ceremony was 16 Jun 06 and CAPT Butler’s was 30 June 06.

Maj DuGuay Landers
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OBJECTIVES

1) Explain the meaning of an arterial gas embolism resulting from pulmonary barotrauma.

2) Describe the pathophysiology of an arterial gas embolism resulting from pulmonary barotrauma.

3) Recognize the signs and symptoms of an arterial gas embolism resulting from pulmonary barotrauma.

4) Summarize the proper steps in the evaluation, treatment (to include adjuvant therapy), and follow up of an indi-

vidual suffering from an arterial gas embolism resulting from pulmonary barotrauma

ABSTRACT

Arterial gas embolism (AGE) is an emergent condition resulting from inspired or iatrogeni-
cally (complications resulting from treatment by a physician) introduced gas entering the arterial sys-
tem resulting in the disruption of normal function. Operationally, diving related AGE is more fre-
quent than any other cause. It occurs in situations where the change in intrapulmonary pressure is
greater than the ambient pressure. Over-pressurization within the airways of the lungs can rupture
through pulmonary tissue planes forcing gas into the vasculature. The gas is then free to travel into
the circulatory system where these bubbles can disrupt blood flow to critical areas of the heart, brain,
and spinal cord. Individuals suffering from AGE present along a continuum of illness. Death is the
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most severe sign, while mild focal neurologic deficits can be found in those suffering from very mild
injury. Symptoms such as loss of consciousness, chest pain, difficulty breathing, neurologic deficits
(severe to moderate), and nausea are but a few of the constellation of symptoms that are associated
with AGE. Diagnosis is normally made very quickly after appearance of the symptoms, and symp-
toms that occur within ten minutes of exiting the water are pathognomonic for AGE. Treatment for
AGE is aggressive, timely recompression utilizing Treatment Table Six from the U.S. Navy Dive
Manual! (in some instances extensions of the Treatment Table are required). During a diving evolu-
tion (e.g., Salvage and Recovery, EOD, or Special Operations), awareness of the conditions under
which AGE occur, the symptoms of AGE, and the proper evaluation and treatment of the injured diver
are critical information sets beneficial to the supporting medical staff.

As a basic rule, any diver who has obtained a
breath of compressed gas from any source at depth,
whether from diving apparatus or from a diving bell,
and who surfaces unconscious, loses consciousness,
or has any obvious neurological symptoms within 10
minutes of reaching the surface, must be assumed to
be suffering from arterial gas embolism.!

On 6 July 2006 a 22 year-old active duty
Naval Special Warfare Operator was transported to
our medical department after experiencing mild
symptoms of vertigo, parasthesias, mild nausea, and
headache. He had recently completed a pool evolu-
tion (dive profile: 58 minute bottom time and max
depth of 12 feet) using the MK-25 closed circuit oxy-
gen rebreather. He reported excessive off-gassing, or
free flow state, of the rig and was unsure of whether
he was over-breathing the circuit. The pool evolution
included multiple diver rescue drills and buddy
breathing ascents. There was no history of breath-
holding or excessive rates of ascent; however, he
noted increased resistance while attempting to exhale
into the mouth-piece during the evolution. He decid-
ed to lie down during a lunch break in hopes of shak-
ing the nausea, vertigo, and headache. After the lunch
break and just before the next scheduled dive, he
brought his concerns about his symptoms to the dive
medical technician on the scene. The neurologic
exam, performed at the pool side, revealed mild atax-
ia while walking heel-to-toe for 15 feet, bilateral fore-
arm paresthesia extending to the fourth and fifth dig-
its, (eighth cervical nerve: ulnar distribution) as well
as very mild paresthesia in both feet. The patient also
complained of mild nausea and a progressively wors-
ening headache. Upon presentation to the medical
department, his exam was consistent with the exam at
the pool; however, he was now complaining of a
severe pounding in his chest, increased nausea, and

progressively worsening headache, as well as a full-
ness (stiffness) in the lateral and posterior portions at
the base of his neck (right side greater than left and
no evidence of crepitus). The local recompression
chamber was notified, as was the duty Diving
Medical Officer, a repeat of the neurologic exam at
the chamber was consistent with the previous two
exams, and the patient was recompressed using
Treatment Table Six (Naval Experimental Dive Unit
was notified and concurred with treatment plan).
Except for the bilateral forearm paresthesia, the
patient experienced complete resolution of his symp-
toms at 60 feet of seawater. The paresthesia resolved
14 minutes into the second oxygen period. After the
third oxygen period and during the decompression to
30 feet of seawater, the patient had recurrence of the
paresthesia. He was recompressed to 60 feet of sea-
water (and again had complete resolution of the
symptoms) where he underwent four more 20 minute
oxygen periods. Except for very mild substernal
chest pain during the last oxygen period at 30 feet of
seawater (which resolved spontaneously after com-
ing off the oxygen), his transition to the surface was
uneventful. Because the patient was fully coherent,
he was allowed to hydrate orally throughout the
recompression period. He was seen on 7 July and
found to have continued resolution of symptoms. A
chest x-ray demonstrated no evidence of pneumotho-
rax or other cardiopulmonary disease. He underwent
magnetic resonance imaging of his brain and spinal
cord at Naval Medical Center Portsmouth on 12 July
and was noted to have a negative study. He is cur-
rently not physically qualified for diving duty pend-
ing waiver via BUMED (M34).

The U.S. Navy Dive Manual Revision 5,!
utilized by all branches and components of the Unites
States military, provides concrete guidelines for the
diagnosis and treatment of arterial gas embolism.
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This potentially life threatening event can present
along a neurologic continuum from sudden death to
almost imperceptible symptoms. Divers surfacing
unconscious or experiencing severe neurologic
deficits upon surfacing require very little in the way
of a trained medical officer’s input for this diagnosis;
however, as Undersea and Diving Medical Officers,
it is our responsibility to ensure that proper exam and
treatment decisions are made with respect to the
diver surfacing with vague, almost intangible neuro-
logic symptoms. The basic definition, pathophysiol-
ogy, signs and symptoms, diagnosis, and treatment of
arterial gas embolism will be discussed.
Traditionally, an arterial gas embolism
(AGE) received during diving activities is the result
of pulmonary barotrauma defined as gas rupturing
through the alveolar walls and dissecting into the
pulmonary vasculature.2 This occurs on ascent when
intrapulmonary pressures exceed the lung’s ability to
contain it, resulting in the over distention and rupture
of the alveoli and bronchioles (i.e. breath-holding,
airway obstruction, or uncontrolled ascent). This
breach in alveolar integrity results in the movement
of gas into the peribronchial space resulting in pul-
monary interstitial emphysema. Inspiration and

expiration can continue to cause tracking of the gas
through tissue planes, resulting in pneumomedi-
astinum and subcutaneous emphysema of the neck.
The mechanism of breathing has also been implicat-
ed in the delivery of large volumes of gas into the left
side of the heart via the disrupted vascular bed with-
in the lung tissue, through the pulmonary veins, and
then into the arterial circulation. Gas dissecting into
the peripheral lung tissue may rupture through sub-
pleural blebs and into the pleural space causing pneu-
mothorax.345 AGE can occur after upward move-
ment (with breath hold or otherwise obstructed air-
way) in the water column at a depth of less than one
meter. According to Boyle’s Law (P1V1=P2V2 where
P = pressure and V = volume), the greatest change in
ambient pressure occurs just below the surface of the
water. In an article published in 1958, Schaefer et al.,
demonstrated that intratracheal pressure greater than
80mmHg corresponded with pulmonary barotrauma
(dog model).6 During the 41st Undersea and
Hyperbaric Medical Society Workshop (1990), the
Pathophysiology of Arterial Gas Embolism was pre-
sented by Dr. Des F. Gorman. He reported gas
embolisms arising from the arterial and venous sys-
tems as separate entities. The first, primary arterial

Signs and Symptoms Number [Percentage gas embolism, can be c.aused gccidentally
- (pulmonary over inflation during decom-

Loss of consciousness 25 81 . .
. pression, chest trauma, and oral sex in

Chest pain 9 29 females? . .

_ emales’), criminally (knife and gunshot
Irreg'uhr breathing or apnea 9 29 wounds), or iatrogenically (cardiac and
Vomiting 9 29 vascular surgery, mechanical ventilation,
Extremity weakness or paralysis 7 23 and arterial catheterization). He proposed
Hemoptysis 7 23 that the second type of AGE is more com-
Sensory loss 6 19 mon, occurring when venous bubbles cross
Cardiac arrest 5 16 to arteries via a patent foramen ovale, other
Confusion 5 16 arterio-venous channels, or via the pul-
Headache 5 16 monary capillaries when the pulmonary fil-
Vision change 4 13 tering capabilities are overwhelmed. This
Crepitus 3 10 type of AGE results from accidental causes
Dizziness 3 10 (venous bubbles in decompression sick-
Dysarthria 3 10 ness), criminally, or iatrogenically (venous
Far pain 3 0 catheters, hip surgery, hemodialysis,
Nausea 3 10 cesarean sections, and ne.urosurgery).8 In
Shoriness of breath 3 o its most severe .presentatlon (sudden col-
s 3 Z lapse, unresponsiveness, pulselessness, and
_ i apnea), AGE is reported (by autopsy) to
Al.:>dom1.na-l P a1n. 1 3 result in massive amounts of gas in the cen-
Diffuse joint pain ! 3 tral vascular bed, including air or foam in
Retro-orbital pain 1 3 the main pulmonary artery and right ventri-

Table 1. Signs and symptoms of patients prior to presentation at the emer-

gency department. (n=31)

cle. The cause of death is attributed to
reflex arrhythmias due to brain stem
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embolization or direct myocardial injury secondary to
coronary artery embolization and occlusion.?
Satisfactory answers have not been found correlating
cerebral thromboembolism (embolic stroke) to the
sudden deaths associated with severe AGE. The large
gas load on the cerebral vasculature results in cellular
ischemia and disruption of the blood brain barrier.

The immediate result of the event includes chronic
endovascular changes (inflammatory response), alter-
ation in vascular permeability, systemic hypertension,
increased cerebrospinal fluid pressure, and a loss of
neuronal activity.10.!1 In cases where pulmonary baro-
trauma is suspected, a healthy concern for the devel-
opment of tension pneumothorax is recommended

Figure 1.
U.S. Navy Treatment Table 6

Figure 2.
U.S. Navy Treatment Table 6A
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(treatment in a monoplace chamber is easily mitigat-
ed via tube thoracostomy prior to recompression).!2

The treatment of AGE begins with recogni-
tion of signs and symptoms of this potentially life
threatening insult. Table 1 provides data, published in
the 5th edition of Bennett’s and Elliot’s Physiology
and Medicine of Diving, of signs and symptoms asso-
ciated with AGE.

Symptoms associated with AGE are general-
ly apparent within 10 minutes after divers’ surface
(delays of up to 30 minutes have been reported but are
very rare).!3 Table 1 demonstrates the breadth of the
signs and symptoms but does not adequately relate a
scale of severity to the presentation of the patient. As
noted previously, the impact of AGE on the patient
falls along a continuum; individuals without cata-
strophic AGE, but suffering from severe neurologic
deficits (coma, variable levels of consciousness, uni-
lateral motor and sensory changes, seizures, and
blindness) are reported to have a good response to ini-
tial recompression treatment. However, in this group,
a relapse in symptoms has been documented and
additional recompression treatment has little bene-
fit.14 Hematologic analysis for creatine phosphoki-
nase (CK) can be utilized to confirm the diagnosis of
AGE in the injured diver, especially when the signs
and symptoms are equivocal. While serum CK was
not performed on this patient, elevated MM and MB
portions can be isolated due to the embolization of
organ and muscle tissues. The degree of CK eleva-
tion has been correlated with neurologic outcome.!s

The recognized treatment for AGE (and neu-
rologic DCS) is timely recompression on a Treatment
Table Six (TT6); see Figure 1.16 Individuals who do
not respond to recompression at 60 feet of seawater
can be compressed to a depth of relief not to exceed
165 feet of seawater on Treatment Table Six A
(TT6A); see Figure 2 (oxygen will not be adminis-
tered below a depth of 60 feet of seawater).!7 Surface
oxygen (100%) is recommended during transport of
the patient to the recompression chamber as it facili-
tates the wash-out of inert gas molecules from tissues
(increased partial pressure gradient from inside to
outside a gas bubble).!® Should all symptoms of AGE
resolve after recompression, the patient will remain at
the recompression chamber under observation for a
period of six hours unless released by the Diving
Medical Officer to a competent medical care provider
trained to recognize recurrent symptoms of AGE.
The patient will remain within 30 minutes of the
chamber if released by the DMO within the first six
hours after recompression and will remain accompa-

nied and within 60 minutes of the chamber for the
first 24 hours after recompression for AGE symp-
toms.!9 The Manual of Medical Department (P-117)
requires individuals treated for AGE (pulmonary
barotrauma) to have post recompression non-con-
trast chest computed tomography (assessing for
occult parenchymal disease and residual pneumoth-
orax), transthoracic echocardiogram (assessing for
PFO; results are pending at this time for the NSW
operator discussed in the case report), and
spinal/brain magnetic resonance imaging (MRI)
studies (assessing for neurologic lesions) performed
as soon as possible.2021.22  Divers and Special
Operators treated for AGE and found to have a neg-
ative MRI will be disqualified from diving duty for a
period of thirty days from the complete documenta-
tion of the incident/clinical presentation, results of
recompression therapy, follow up to treatment, and
approval of interim waiver via BUMED (M34).
Individuals with a positive MRI, or residual symp-
toms after treatment will remain not physically qual-
ified for diving duty until a complete evaluation is
performed (requires initial MRI — within one week,
follow-up MRI — at one month, and neurology con-
sult) and a waiver is processed through NAVPERS
for resumption of diving duty.

In some instances, inaccessibility to defini-
tive recompression treatment may require trans-
portation of the patient over long distances. Many of
the Special Operations and diving communities
found within the United States military are equipped
with Hyperlite (Emergency Evacuation Hyperbaric
Stretcher - EEHS) dive chambers. The chambers are
compact enough to be easily transported on various
aviation, aquatic, and ground mobility platforms.
They are rated to 60 feet of seawater and can com-
plete a standard Treatment Table 6 (no extensions)
utilizing one oxygen filled K bottle (minimum 154
standard cubic feet) and two 3000 psi (minimum 60
standard cubic feet) air bottles. The primary purpose
of the EEHS is initiation of recompression therapy
while enroute to a fixed recompression facility.
WARNING: Inability to maintain positive control of
the airway throughout a complete recompression
treatment is the number one reason not to use the
Hyperlite dive chamber.23

The 2003 Report of the Decompression
Illness Adjunctive Therapy Committee of the
Undersea and Hyperbaric Medical Society provides
information about the use of adjunctive therapies
such as, but not limited to, supplemental oxygen,
lidocaine therapy, and corticosteroids in the treat-
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Class Comment

1 Conditions for which there is evidence
and/or general agreement that a given proce-
dure or treatment is useful and effective

2 Conditions for which there is conflicting evi-
dence and/or a divergence of opinion about
the usefulness/efficacy of a procedure or
treatment

2A Weight of evidence/opinion is in favor of use-
fulness/efficacy

2B Usefulness/efficacy is less well established
by evidence/opinion

3 Conditions for which there is evidence and/or
general agreement that the procedure/treat-
ment is not useful/effective and in some cases
may be harmful

Level of |Data derived from multiple randomized clin-
Evidence A |ical trials

Level of |Data derived from a single randomized trial
Evidence B |or non-randomized studies

Level of
Evidence C

Consensus opinion of experts

Table 2. American Heart Association Guidelines
for Clinical Efficacy

ment of decompression illness (DCI: i.e., AGE, DCS
I, and DCS II). The American Heart Association
Guidelines for Clinical Efficacy were utilized to
grade the adjunctive therapies (Table 2).
Supplemental oxygen therapy should be used in all
instances of DCI (Class 1, Level C). Lidocaine ther-
apy may be used in the treatment of AGE; however,
there is insufficient evidence to support its routine use
for AGE (Class 2A, Level B). Recommendations
from the report suggest attainment of serum concen-
trations suitable for anti-arrhythmic effect (one to six
milligrams/liter or micrograms/millimeter) as the
endpoint for titration. One milligram/kilogram fol-
lowed by 0.5 milligrams/kilogram every 10 minutes
to a total of three milligrams/kilogram, infused con-
tinuously at two to four milligrams per minute, will
normally produce therapeutic serum concentrations.
Side effects of lidocaine therapy have been reported
during its use in other settings, and include ataxia,
perioral parasthesias, and possibly a more severe
effects such as seizures. These side effects can poten-
tially cloud the neurologic assessment of the injured
diver. The injured NSW operator discussed in the

Volume 6, Edition 4 / Fall 06

case report received no lidocaine therapy prior to
recompression. The Committee also recommended
not using corticosteroids for treatment of DCI (Class 3,
Level C).24

In conclusion, the diagnosis of AGE can be
especially difficult when the initial signs and symp-
toms are vague. The patient presented in the case
report attended many pre-dive briefings and under-
stood the importance of alerting the training staff to
changes in his health after each evolution. The dis-
missal of vague signs and symptoms for up to two
hours post-exposure demonstrates the need for intru-
sive medical leadership from all provider levels.
Individuals with subtle signs of AGE should receive a
complete and thorough pulmonary and neurologic
exam with focus on the signs of pneumothorax as well
as the mental status exam, exam for coordination (cere-
bellar function), motor/sensory exam, cranial nerve
exam, and examination of deep tendon reflexes.
Appendix 5A in the U.S. Navy Dive Manual provides
exceptional direction for the questioning and examina-
tion of injured divers.2s As demonstrated in the case
report, the neurologic examination may not always
result in an unquestionable finding that supports the
diagnosis of AGE. In these instances, when the answer
is not obvious, the clinical suspicion of the treating
DMO plays a critical role in deciding when and when
not to recompress. In such cases, prudence will often
dictate that the individual patient undergo recompres-
sion as a test of pressure.

LT Dan Sutton is a 2003 graduate of the
Uniformed Service University of the
Health Sciences. He completed a
General  Surgical internship  at
Portsmouth Naval Medical Center in
2004. After completing Undersea and
Diving Medicine training in December
of 2004, he reported to Naval Special
Warfare Group TWO where he currently
serves as a Diving Medical Officer.
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Basketball-related Sports Injuries and Their
Impact on Medical Supplies and Operational
Readiness at a Forward Operating Base in
Afghanistan

James D. Frizzi, MD; Peter D. Ray, MD; John B. Raff, MD; Robert
F. Malsby III, DO, FS, DMO

ABSTRACT

The forward surgical and Special Operations facilities located at a Forward Operating Base
in Afghanistan were tasked with providing initial resuscitative and surgical care for injured U.S. and
Coalition Forces. In addition, this facility was tasked with providing basic sick call and daily out-
patient clinic support for all units stationed there. Eventually, organized sports such as soccer and
basketball appeared at this base. Participation in organized competitive sports in theater, just as in
CONUS, carries an increased risk of injury. Knee and ankle injuries routinely occur in this popula-
tion. For a commander to decide whether to allow such activities, few guidelines exist to help with
risk assessment. The purpose of this paper is to provide input that will assist commanders and med-
ical providers with conducting the risk-benefit analysis that is part of making training and recre-
ational decisions. In this case, the incidence of ankle injuries doubled after a basketball court was
opened on our FOB. The need for medical supplies (Class VIII) such as crutches, ankle orthoses and
knee immobilizers, also increased commensurately. The authors hope their experience with intro-
ducing a basketball court on a FOB will influence other commands to take this medical impact into
account during their decision-making process.

INTRODUCTION Our study was conducted at a Forward

In the Global War on Terrorism (GWOT), the
United States continues to deploy tens of thousands of
athletic Soldiers, Sailors, Airmen, and Marines to
third-world nations. Supporting these missions, often
in forward operating areas, requires the reconfiguring
of medical assets into smaller sub-units. As is the case
at their home stations, deployed service members
strive to maintain their strength, flexibility, and peace
of mind - initially by conducting routine physical
training or using make-shift weights and gym equip-
ment. Eventually, organized sports such as soccer and
basketball appear at these bases. Participation in
organized competitive sports in theater, just as in
CONUS, carries an increased risk of injury. For a
commander to decide whether to allow such activities,
few guidelines exist to help with risk assessment.

Operating Base (FOB) in southeastern Afghanistan.
The forward surgical team (FST) stationed there was
augmented with additional personnel to allow for
increased medical holding capacity. The austere loca-
tions of such bases challenge current medical logistic
support systems. Supplies and personnel shortages
occur with changes in the personnel rotations, weath-
er, and/or enemy activity. One way to improve morale
in such an austere environment is to increase recre-
ational outlets for Soldiers. In May 2004, the FOB’s
command welcomed the opening of a concrete bas-
ketball court to improve both physical fitness and the
mental well-being of the Soldiers on the FOB.

The physicians on the FOB postulated that a
new basketball court could lead to an overall increase
in knee and ankle injuries due to the nature of the
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sport.! Previous studies conducted in the civilian sector
documented an injury rate of 18.3 persons per 1000 par-
ticipants, with the most common injury occurring at the
ankle joint.2 This paper focuses on documenting the
medical impact of opening a basketball court on a for-
ward operating base, providing commanders, as well as
medical planners, with new data to perform a risk
assessment and logistical planning if such projects are
pursued at FOBs supported by Echelon II(+) or III(-)
medical treatment facilities (MTFs).3

MATERIALS/METHODS

The authors conducted a retrospective review
of emergency room consultations for the period of three
months in 2004 for all diagnoses of knee and/or ankle
injuries occurring at this FOB. They further divided
patient data into two groups - those injuries occurring
prior to the date the basketball court opened for use and
those injuries occurring on or after that date. Each sub-
group thus sampled 47 days of emergency room admis-
sion data. The authors included in this study only U.S.
Soldiers stationed on the FOB. Fifty-two patients sus-
tained knee and/ or ankle injuries on the FOB from 24
March through 26 June (see table 1).

The number of knee injuries increased after
introduction of the court, although only to a minor
degree (n=11 vs. n=13). The number of ankle injuries,
however, went up to a much greater degree (n=9 vs.

Analysis of 52 Injuries [Pre- [Court opens [Post
court |10 May 2004|Court

Knee/Ankle Non-Battle [20 32

Injuries (NBI)

Total Non-Battle Injuries |77 72

(NBI)

Percent of NBI is 0.26 0.44

knee/ankle injury

Days sampled 47 47

Table 1. Incidence of knee and ankle injuries

n=19). The proportion of knee and
ankle non-battle injuries (NBI)
increased as well (25% vs. 44%).

During the review period, the overall Soldier
population at the FOB remained constant and the tempo
of military operations underwent no significant
changes. Aside from the basketball court, the command
constructed no other new sports facilities (soccer fields,
gymnasiums, et al.) during the review period at this
FOB.

DiscussioN

Knee and ankle injuries routinely occur in the
active and athletic population typically assigned to a
FOB. Given that football and basketball contribute to
the highest rates of injuries in male Soldiers,* we pro-
posed and the data supported that the incidence of these
injuries increased when basketball was introduced on
this forward operating base. Establishing the degree to
which these injuries affected operational capability is
beyond the scope of this paper. However, a previous
study of the Armed Forces database that reviewed
13,861 hospital admissions over a six year period for
injuries related to sports or Army physical training con-
cluded that these injuries account for a significant num-
ber of lost duty days and have an impact on military
readiness.4

The intent of the authors is not to second guess
the decision to build the concrete basketball court on
the FOB; that operational decision took multiple factors
into consideration and concluded that the presence of
the court supported the overall FOB mission. Our
intent is to provide input that will assist commanders
with conducting the risk-benefit analysis that is part of
making such a decision. In this case, the incidence of
ankle injury doubled after the basketball court opened.
The need for medical supplies (Class VIII) such as
crutches, ankle orthoses and knee immobilizers, also
increased commensurately. Perhaps this scenario had
greater meaning to the medical providers as the facility
ran out of crutches and ankle boots until new supplies
arrived. Although the FOB ultimately continued its
wartime mission uninterrupted, it had to adjust supply
requirements and personnel assignments in response to
these additional injuries.

Thus, during the second time period,

physicians treated two out of every five Month Number'of‘ Number 9f ‘ Pe.rce?nt of Total Days in reporting
NBI Soldiers for either an ankle or a Knee Injuries |Ankle Injuries|Injuries (n = 52) |period (% total days)
knee injury. This rapid increase was March |1 ! 4% 7(7%)

the nidus for this paper. Table 2 pro- April |9 7 31% 30

vides the subgroup analysis for each |May |4 9 25% 31

month. June (10 11 40% 26

Table 2. Injury pattern by month
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CONCLUSION

While Soldiers and commanders both
applaud improvements in the athletic and sports
facilities at far-forward areas, planners must address
the medical impact and potential operational impact
of these facilities prior to their construction. While a
basketball court may invoke memories of home to a
Soldier, to the deployed physician the presence of the
court means a need for additional surgeries, treat-
ments, crutches, casts, and cold compresses. If the
base commanders do not affix priority to obtaining
the additional medical supplies needed to address
sports injuries, they may lack the same supplies when
faced with battle injuries to the lower extremities.
The authors hope their experience with introducing a
basketball court on a FOB will influence other com-
mands to take the medical impact into account during
the decision-making process. They recommend that
the United States continue to construct sports facili-
ties for its deployed troops and augment the medical
facilities and supplies at bases where such facilities
exist. In this fashion, the U.S. Soldier may remain
physically fit, mentally sharp, and under the finest
care America has to offer.

LTC James D. Frizzi is Chief of Trauma/Critical Care and
Assistant Residency Director, Department of Surgery,
Eisenhower Army Medical Center, Ft. Gordon, Georgia.

MAJ Peter Ray is an attending professor of
Plastic/Reconstructive Surgery at the University of
Alabama at Birmingham. He is residency/fellowship
trained and Board Certified in both General and
Plastic/Reconstructive Surgery.

CAPT John Raff is a Naval Reservist and is currently in
private practice in Tennessee. He is residency trained in
Orthopedic Surgery and Fellowship trained in Spinal

Surgery.

MAJ Robert Malsby is residency trained and board certi-
fied in Family Medicine and received his training at Martin
Army Community Hospital, Ft. Benning, Georgia. He is
currently Battalion Surgeon for 3rd Battalion, 3rd Special
Forces Group (Airborne), Ft. Bragg, North Carolina.

REFERENCES

1.  Meeuwisse WH, Sellmer R, Hagel BE. (2003) Rates
and risks of injury during intercollegiate basketball,
American Journal of Sports Medicine May Jun;31
(3):pp 379-85.

2. McKay GD, Goldie PA, Payne WR, Oakes BW, Watson
LF. (2001) A prospective study of injuries in basket
ball: a total profile and comparison by gender and stan-
dard of competition, The Journal of Sports Science and
Medicine. Jun;4(2): pp 196-211.

3. U.S. Army Field Manual (FM) 4-02.10, Theater
Hospitalization; 29 Dec 2000, 1-3(b)- 1-3(c).

4. Lauder TD, Baker SP, Smith GS, Lincoln AE. ( 2000)
Sports and physical training injury hospitalizations in
the army, American Journal of Preventitive Medicine.
Apr; 18(3 Suppl): pp 118-28.

Chart 1. Ankle and knee non-battle injuries

Volume 6, Edition 4 / Fall 06

33



34

Theater Command Surgeon: An Evolving
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ABSTRACT

Theater Special Operations Command (TSOC) by current doctrine does not have a perma-
nently assigned Command Surgeon. During the last year, we had the unique opportunity to perform
a 360 degree review of the role of the Command Surgeon at Special Operations Command Central/
Combined Forces Special Operations Component Command (SOCCENT/CFSOCC) and develop
and execute a theater surgeon cell. This article reviews our experience at SOCCENT, highlights suc-
cesses for the Command and its area of responsibility (AOR), and makes recommendations for the
future. Most importantly, this article brings to light the urgent requirement to provide a senior SOF

medical leader in the role of Command Surgeon at the TSOC level.

OBJECTIVES

1. Describe the current mission and command structure of SOCCENT/CFSOCC.
2. Discuss lessons learned during a 360 degree Command and AOR review of the role of the Command Surgeon.
3. Describe the potential value-added by a Theater Command Surgeon.

“The boss has been hearing from the docs on the
ground that we need a Command Surgeon. You leave
in two days to visit Afghanistan, Iraq, Djibouti,
Qatar, and Bahrain to figure it out. Tell me what |
don't know. Tell me if we need a Command
Surgeon.”

With those brief comments from the deputy
commander, my deployment as a Command Surgeon
with SOCCENT began in October of 2005 as an indi-
vidual augmentee. There was no right-seat left-seat
ride; there was no turn-over guidance; there was no
playbook, but as I would come to learn, SOF doesn’t
always use a playbook. Most importantly, I had no
SOF experience and no significant operational expe-
rience. What began as a “shock” however, proved to
be one of the most rewarding experiences of my mil-
itary career. The purpose of this commentary is to
reiterate lessons learned, and to identify the critical
need for senior SOF medicine leadership at the
TSOC (Theater Special Operations Command)
Command Surgeon level.

BAckGRrROUND: SOCCENT/CFSOCC

SOCCENT is one of six regional Theater
Special Operations Commands, and is the acronym
for Special Operations Command Central. SOC-
CENT 1is a sub-unified Command, located at
MacDill AFB, FL. SOCCENT performs three pri-
mary functions: Theater Special Operations
Command (TSOC), USCENTCOM Directorate for
SO (CCSO), and USCENTCOM Executive Agent
(EA) for SO.

THE MissiON OF SOCCENT

“Plan, prepare for, and when directed, con-
duct Special Operations and other activities in sup-
port of United States objectives in the CENTCOM
Area of Responsibility”

SOCCENT/CFSOCC is a joint headquarters
with nearly 70% of the force being made up of active
duty and individual augmentee reservists.

Combined Forces Special Operations
Component Command (CFSOCC) is the forward
headquarters for SOCCENT and has operational
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control (OPCON) over SOF units in the CENTCOM
AOR. Figure 1 depicts the SOF units OPCON to the
SOCCENT/CFSOCC Commander.

SOCCENT has had a medical element since
1997; the section was initiated by a Special Forces
18D. The section has subsequently grown to include
seven personnel: two physician assistants, a senior
NCO, two medics, a Special Forces 18D, and an
administrative NCO. This section provides routine
and emergent care for the Command and dependents,
as well as forward care during exercises and opera-
tional deployments to include direct support of OIF
and OEF. In the history of the Command, it activated
only one other physician against the individual mobi-
lization augmentee (IMA) slot for a Command
Surgeon.

Figure 2 dipicts the command structure for
SOCCENT/CFSOCC as of October 2005.! The sur-
geon serves as principal staff advisor for all medical
matters including direct clinical care and combat
health services and support. Specific duties are as fol-
lows:

* Advises COMSOCCENT on all medical matters
concerning SOF in the USCENTCOM AOR

» Provides oversight for primary and urgent care to
SOCCENT personnel and dependents

* Facilitates provision of specialty care and as
needed emergent care to SOCCENT personnel
and dependents

* Provides oversight for the SOCCENT medical
clinic to include training, immunization records,
policies, procedures, equipment, and supplies

* As directed and in accordance with COMSOC-
CENT guidance plans and coordinates SOF com-
bat health support in the USCENTCOM AOR

* Maintains liaison with medical advisors at
USCENTCOM, USSOCOM, USCENTCOM
component commands, and SOCCENT subordi-
nate commands

The joint manning document to support this
mission, however, assigns only one active duty physi-
cian assistant. The other medical staff members,
including the Command Surgeon, consist of IMAs.
The medical planning component of SOCCENT also
includes IMAs who are assigned to the J4 directorate.
These augmentees include a medical planner, medical
logistician, and a medical operations officer.

Theater Special Operations Commands do
not routinely have assigned Command Surgeons. FM
8-43 Combat Health Support for Army Special
Operations Forces outlines the health service support
for SOF operations at all levels.2 Appendix G of this
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document, Command and Control Structures and
Integrating Elements of Special Operations Forces in
the Joint Campaign, says that: “Special Operations
commands do not have permanently assigned sur-
geons or staff medical personnel.””

AOR ASSESSMENT: Is THERE A NEED FOr A
COMMAND SURGEON?

In the spring of 2005 the Chief of Medical
Plans reported to CENTCOM that the CJSOTF
Surgeons in Iraq and Afghanistan wanted a TSOC
Surgeon to assist with clinical matters, coordinate with
other component commands, represent SOF medicine
with CENTCOM and SOCOM, and finally, to provide
“top-cover.”

In early November 2005, myself, the lead
author, a reservist augmentee, the Chief of Medical
Plans, and a CFSOCC four month AEF medical plan-
ner, conducted nearly 50 interviews during a six week
time period. The interviews began in Tampa at
MacDill, included travels to Qatar, Iraq, Afghanistan,
and Bahrain, and concluded in Djibouti. The inter-
views represented a 360 degree review of the intended
role of a Command Surgeon at SOCCENT, and
included clinic staff, hospital administrators, SOC-
CENT directors, CJSOTF Surgeons, Battalion
Surgeons, Joint Task Force Surgeons, Component
Surgeons and Operational Commanders. This team
sought to identify expected tasks, requirements, struc-
ture, and lessons learned. The SOCCENT Command
Surgeon webpage contains the details of this report,
which this article will not review; however, several
interviews warrant discussion as they highlight key
lessons learned.3

DEePUTY COMMANDING OFFICER (DCO)

The DCO was the initial point of contact and
the officer who asked the original question. He felt
that he had “no visibility” into what was happening or
failing to happen in the medical lane. His instructions
were clear: “Tell me what I don’t know.” As the con-
duit to the commander, he also was the center of staff
communication. He was very clear that even though
the Command Surgeon had a personal staff mission,
communicating and participating as an active member
of a joint staff would be a key role.

CHIEF OF STAFF (COS)

The COS was very clear in his expectations of
the Command Surgeon to the Command. The COS
witnessed to a deluge of changes involving the health-
care of staff and family members at MacDill as well as
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in Qatar. Changes included downsizing the facility at
MacDill to a super-clinic, changing the guidance for
the ARCENT clinic in Qatar affecting contractor care,
and increasing the complexity of the rules of enroll-
ment with TRICARE. The COS was sincerely con-
cerned about the care of the Command and he needed
answers on a regular basis. In addition to having a
senior leader to understand the medical care system,
and how to access it, there was an expectation for
more control over the joint nature of the Command to
include profiling, medical boards, and assessment for
deployability.

CJSOTFA SURGEON
The team had the opportunity to speak with

multiple SOF medical providers to glean their insight

into the role of SOCCENT/CFSOCC, and the poten-

tial value added of a Command Surgeon, but none

more valuable than LTC James Czarnik. Dr. Czarnik,

who has an extensive background with Special Oper-

ations medicine, provided considerable time in assist-

ing the team to prepare a detailed overhaul of the sur-

geon’s cell structure and function. Dr. Czarnik had

been one of the ground Special Operations surgeons

who requested the presence of a SOCCENT surgeon’s

cell to assist with emerging concerns he identified in

his role in Afghanistan. In particular, Dr. Czarnik

identified numerous opportunities that were lost by the

absence of a strong surgeon’s cell:

 No rigorous clinical oversight of medical planning
from point of injury to level II surgical care to level
IV rehabilitative care

* No senior clinician communication with medical
leadership at subordinate commands

» No senior clinician communication with superior
commands

* No active strategic forw