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PROCEED.I

CALL TO ORDER AND OPENI NG REMARKS

NGS
(9:00 a.m)

M5. SHARI DURAND, DESI GNATED FEDERAL OFFI CER

VI CE ADM RAL Z| MBLE

We'd like to start on

time, so if the Board nenmbers woul d pl ease take
your seats around the dais...

Well, good norning, |adies and gentlenmen. Let
me first introduce our Designated Feder al
Officer, Ms. Durand -- Shari Durand -- for sone
openi ng remarks.

MS. DURAND: Good norning, everyone. |1'd like
to welconme all of you to the third neeting of

t he Veterans’ Advisory Board on Dose
Reconstruction. Wonderful to see everybody out
in the audience.

Let me just explain very briefly my role here

is just to keep |aw and order in the place.

don't think that will be a probl em what soever.
What | would ask -- a couple of things for you
to do. If any of you have cell phones or

pagers, any other type of instrunment on you
that will make noise that could interrupt the
proceedings, if you would either turn those off
or turn themon vibrate so they don't interrupt

t he speakers as they're going through.
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We' ve got at | east one individual -- one Board
menber -- who's listening in and will be

di scussi ng by phone, so everyone is aware of
that. The proceedings are also recorded
verbatim so we'll have the proceedings as
recorded and avail abl e.

Ot her than that, those are all the coments
that I have. | would also rem nd the Board
menbers when you're not speaking if you would
turn your mcrophones off so they don't
interfere with the other speakers. And we al so
have a m crophone when we get to the point for
audi ence comments; we'd ask that you use that
m crophone, al so. Okay?

Adm ral Zinble.

VI CE ADM RAL ZI MBLE: Thank you very nmuch, Ms.
Durand. Before we begin, we're very fortunate
to have the support of Veterans Adm nistration
Regi onal Office in from Waco, M. Carl Lowe is
here. He cane all the way -- 90 mles down
from Waco to be with us the next two days and
to -- to answer any questions or provide any
assistance to the veterans while -- while
you're here. So |I've asked M. Lowe to pl ease

say a few words.
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MR. LOWE: Okay. Thank you. On behalf of the
Waco Regional Office and the veterans from
north Texas, we want to wel come the Board here,
and we're here -- set up outside and if anybody
has a question regarding a pending claimor
benefits in general, please stop by and see us
and we'll try to help you. Don't have to be a
-- have a claimw th the Waco office. |If

you' ve got a claimw th Houston, Phoeni X,

Al buquer que, whatever, we'll try to help you
out. But that's what we're here for is to
support you and the -- and the veterans in the

audi ence. Okay? Thank you.
VI CE ADM RAL ZI MBLE: Thank you very nmuch,

Carl .
CHAI RMVMAN' S VWELCOM NG REMARKS AND | NTRODUCTI ON OF THE VBDR
VENMBERS

VADM JAMES ZI MBLE, USN (Ret.)

"1l welcome the -- this will be the third
meeting of the Board, and I would like to go
around the -- the table and have each of the
Board nenbers introduce thenselves so we -- we
get to know everybody that's here. First
however, | would |like to welconme the newest
menmber of our Board. That's Dr. Patricia

Fl em ng, comes from Crei ghton University in --
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in Nebraska and I'm-- |I'm sure she's enjoying
the warmer weather that -- that's avail able
here in Austin.

But at any rate, if we could start with M. --
M. Harold Beck and we'll just go around the
tabl e and everyone introduce thensel ves.

MR. BECK: MW nane's Harold Beck. | was
retired fromthe Departnent of Energy's

Envi ronnent al Measurenents Laboratory and ny
background is in radiation dose reconstruction
and radi ati on nmeasurenents.

DR. BLANCK: [|I'm Ronald Bl anck, former Arny
Surgeon General, currently the president of the
Uni versity of North Texas Health Science
Center.

DR. FLEM NG |I'm Patricia Flemng. [|I'ma
professor of ethics at Creighton University in
Omaha, Nebraska. | served on a Nati onal
Acadeny of Science commttee that assessed
vari ous aspects of the Radi ation Exposure
Conpensation Act. |1'malso an Air Force brat.
My father, Paul Flem ng, served in Wrld War
Il, primarily in the South Pacific in the Arny
Air Corps, and subsequent to that he joined the

Air Force where he worked primarily as a
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mechani ¢ on the B-52, which was the nother ship
of the X-15, so I"'mvery honored to be part of
this -- of this Board.

MR. GROVES: MW nane is Kenneth Groves and | am
a retired Navy Commander, radiation health
specialist. | also had eight years enlisted
service as a hospital corpsman. | amthe

chai rman of Subcomm ttee 4 of the panel, which
is the communi cati on and outreach panel, and

" m happy to be back in Texas. | am a graduate

-- got nmy advanced degrees at Texas A&M Thank

you.
DR. MCCURDY: | am David MCurdy, and | am on
t he Subcomm ttee 3 on quality managenent. My
background is in quality -- quality managenent

and radi oanal yti cal measurenment quality, and
this is nmy second tinme here on the commttee.
DR. LATHROP: MWy nane is John Lathrop. | am a
scientist at Lawrence Livernore Nationa
Laboratory. | have a background in risk
assessnent, risk evaluation and risk

comuni cation. That's why I'm on the Board.
DR. BLAKE: MW nane is Paul Blake. [|'ma

heal th physicist with the Defense Threat

Reducti on Agency. |I'min fact the program
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manager for the Nucl ear Test Personnel Review
program | served 26 years in the Navy and

retired about a year and a half ago.

VICE ADM RAL ZIMBLE: And I'mJimZinble. 1've
had the pleasure of Chairing this -- this
Board. | am former Surgeon General of the Navy

and former president of the Unifornmed Services
University. |If we have a Surgeon General of
the Arny here, it's very inmportant that the
Surgeon General of the Navy al so be
represented. But | would say that, as you have
heard already and as you will hear as the rest
of the menmbers introduce thenselves, we have a

very talented and skilled prestigi ous Board

that will serve the veterans, | know, extrenely
well. And our recommendations | think wl
prove to be very hel pful for -- for al

vet er ans.

MR. PAMPERIN: |'m Tom Panperin. |'m Assistant

Director for Policy of the Conpensati on and
Pensi on Service in Washi ngton, D.C.

DR. REIMANN: |I'm Curt Reimann, retired from
the National Institute of Standards and
Technol ogy, and my background is in chem stry

and working with this Board with several others
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in the area of quality and quality managenent.
DR. SWENSON: Good norning. |I'mKristin
Swenson, I'mretired Air Force --

UNI DENTI FI ED: Push your m ke button.

DR. SWENSON: Okay. Can you hear nme? Good
morning. |I'mKristin Swenson. I'mretired
fromthe Air Force. As you can tell, we need
some nmore Air Force representation on the
Board. And currently |I'm working for
RadAnerica in the capacity as a radiation
physicist for -- in radiation therapy clinics.
COLONEL TAYLOR: | leave -- | stand with the
di mension of a soldier with 30 years service as
a conmbat arms officer, which includes being
under operation -- Shot (Unintelligible) under
Operati on PLUMBBOB, so 30 years of active duty
and now 25 years of working with veterans
associations. |I'mvery honored, very nuch so,
to be here. And we tal k about our -- our
service associations and |I take on these Navy
and Air Force and | haven't found a Marine
around here, but |I'msure there's one
somewhere. And secondly, when we | ook at where
our famlies were, ny grandfather was a horse-

drawn or field artillery battalion that served
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in the battery that fired on Fort Sunter. M
fat her was a conpany commander in World War |

of an engi neer conpany. When Tayl or commanded
a battery, Harry Truman commanded -- Tayl or
commanded an engi neer conpany, Harry Truman
commanded an artillery battery and Lieutenants
Ei senhower and Patton were still in the United
States. So | managed to make Korea, Vietnam
and my son is a Navy captain, so obviously I am
very honored and very proud to be anmong this

very tal ented, experienced group of people.

Thank you.
MR. VO LLEQUE: |'m Paul Voillequé. 1'ma
heal th physicist and | serve on -- on

Subcommi ttee 1, of which Harold Beck is the
Chair. I1'm-- it's the Subcomm ttee on Dose
Reconstruction.

VI CE ADM RAL Z| MBLE: Thank you very nuch.
There are three additional nenmbers of the Board
t hat could not be with us today. They had

ot her obligations that precluded their being
here now. However, they have nmade sone
significant contributions to the subcommttees
and to their final reports that will be

presented tonorrow. One of the three nenbers,
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Dr. Zeman, is with us by tel ephone and -- Dr.
Gary Zeman, would you just introduce yourself?
DR. ZEMAN: Thank you, Admral Zinble. M
name's Gary Zeman. |'ma retired Navy

radi ati on health officer having served 20 years
in the Navy. | cannot trace ny |lineage back to
Fort Sunter |ike Colonel Ed can, but I've
worked in the radiation field since the late
1960s, early 1970s. I'ma Certified Health
Physicist and I'"mcurrently the radiation
safety officer at Argonne National Laboratory

i n Chi cago.

VI CE ADM RAL ZI MBLE: All right. Thank you
very much, Dr. Zeman.

That's the Board, and the Board has been
wor ki ng assi duously on -- on many issues that
will be presented this afternoon and tonorrow.
And of course, as usual, we're very anxious to
hear your comments -- you veterans, atomic
veterans -- to make sure that we are attending
to all of the issues that concern you.

| do have to nmake one nore announcement for --
we -- we are neeting here at the Omi Hot el
because it's centrally |ocated for Texas and it

gi ves us an opportunity to have all the
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amenities that are required to have this
meeting. We recognize that there is one
problem and that is being able to park in
downt own Austin w thout being charged. But

t hanks to the thoughtful ness and the generosity
of DTRA, if you'll let us have your parking
passes during the break, we can nmake sure that
-- that you get franked parking so that you
won't have to -- to pay the whatever --
whatever it is because we really enjoy having
you here with us so that we can |earn nore

about the problens -- problens and concerns.
A BRI EFING ON BEIR VII: EPI DEM OLOGY AND MODELS
FOR ESTI MATI NG CANCER RI SKS

DR. ETHEL G LBERT, BI OSTATI STI Cl AN, RADI ATI ON
EPI DEM OLOGY BRANCH, NATI ONAL CANCER | NSTI TUTE

BETHESDA, MD

Wth that, I'd |like to introduce our first
speaker and the -- that will be Dr. Ethel S.

G |l bert. She is a biostatistician in the

radi oepi dem ol ogy branch of the National Cancer
I nstitute. She is a -- she's a graduate of
Oberlin College and received her Ph.D. in

bi ostatistics fromthe University of M chigan.
Her research that she's currently doing

i ncludes the studies of workers at the Mayak
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Nucl ear Plant in Russia, studies of second
cancers after radi ochenot herapy, and radiation
ri sk assessnment. She's a Fellow of the
American Statistical Association and she's an
honorary nmember of the National Council on

Radi ati on Protection and Measurenents. She --
nmost -- nost inportantly for this Board, she
was a member of the National Acadeny of
Sciences BEIR -- B-E-1-R, that's Bi ol ogi cal
Effects of lonizing Radiation -- nmeeting Nunber
VI1. That was the commttee on health risk from
exposures to low | evels of ionizing radiation.
So she -- she cones with a great deal of
expertise and we're -- we Board menbers are al
very anxi ous to hear what she has to say. So
wel conme Dr. G | bert, and the floor is yours.

DR. GI LBERT: Thank you, and good norning. |
did bring a copy of the BEIR VII report in case
some of you have not seen it. And | should
mention that, you know, I'll be tal king about
epi dem ol ogy and nmodel s for estimating cancer
ri sk, but the report actually includes other
topi cs such as radiobiology and inheritable
genetic effects. And I will not be tal king on

t hese topics, but | just wanted you to know
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that the report is nore conprehensive than --
than what | will be presenting today.

All right, I knewl'd do it. There's a sneaky
thing. |If you punch it, I'lIl -- it goes crazy.
UNI DENTI FI ED:  (Off microphone)
(Unintelligible)

DR. GILBERT: Okay, I'll be -- I'lIl be careful
not to push it again. Right, right.

Ckay, this is an outline of my talk. One of
the tasks of the BEIR VI| commttee was to
review the epidemologic literature, and I']
be -- I'"Il start by presenting sone highlights
of that review, enphasizing inportant new data
t hat have appeared since the BEIR V report was
published in 1990. This was the last -- the
previous report that reported on the health
effects of | ow-LET radiation. And I'Ill also
include the I ARC 15-country nucl ear worker
study. Then I'IIl talk about the approach or --
t he approach we used for estimating cancer

ri sk, and end by showi ng sone exanple risk
esti mat es.

The report includes a conprehensive revi ew of
studies in the four areas that |'ve listed on

this slide, and I'll start with the Japanese
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atom c bonmb survivors. The life span study
cohort includes about 87,000 atom c bonb
survivors in Hiroshim and Nagasaki, with

i ndi vi dual dose estimates. And this has been
and continues to be the primary source of data
for risk assessnent.

There are good reasons for this. |It's a |large
popul ation. It's one of the few populations to
include all ages and both sexes. W have | ong-
termfollowup for both cancer nortality and
cancer incidence. It's a whole body exposure,
whi ch means that we can estimate risks for al
cancers conbi ned, or for cancers of any
specific site. In that sense it's different
from medi cal studi es where often you have just
one or -- you know, a smaller number of sites
t hat are exposed.

We have well-characterized dose estimtes for

i ndi vi dual study subjects. That's absolutely
essential for quantitative risk assessnent.
And doses are in a useful range. About 30, 000
of the exposed survivors had doses that were

| ess than a tenth of Sievert -- a tenth of a
Sievert, in the |ow dose range, and that is --

this is not entirely a high dose cohort, as
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sometimes thought. In addition, there area

18, 000 survivors with higher doses, and this
allows risk to be estimted with considerable
preci sion.

Since BEIR V was published there have been
several new devel opnents in the A-bonb survivor
data. We have inproved dose estimates. The DSO
dosimetry is a result of a major international
effort to reassess and i nprove dose esti mates.
Al t hough we could be nore confident on risk
esti mates based on these i nproved doses, in
fact the inmpact on risk estimates is fairly

m nor. Dale Preston and others conducted
paral | el anal yses using both the DSO2 doses and
t he ol der DS86 dose estimates, and they found
that the new dose estimtes reduced the risk
estimates for solid cancer and | eukem a by
about eight percent. And the shape of the dose
response was al so not nodified by the dosinetry
revision.

This shows -- at the time BEIR V was published
their risk estimtes were based primarily on
mortality data through 1985. BEIR VII had

deat hs through the year 2000 avail able, which

nearly doubl ed the nunber of cancer deaths that
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were avail able for analysis. This was
particularly inportant for those exposed under
age 20, where the nunmber of solid deaths was
tripled.

| think -- | should note there are some m nor
changes in the slides |I'"m presenting and those
t hat you have in your handout, and | think this
is one place. | think you say -- yours says
age exposure less than 10; that should be |ess
t han 20, and there'll be a few other m nor
differences in these slides and those that you
have.

Per haps the nost inportant devel opnment are the
cancer incidence data which have been obtai ned
from high quality cancer registries in

Hi roshi ma and Nagasaki. An advantage of these
data is that the diagnostic information is of
hi gher quality than that based on death
certificates, which is especially inportant for
estimating site-specific risks.

I n addition, the incidence data include the
many cancers that do not result in death. And
here | have conpared the number of incident
cases and the nunmber of deaths, and you can see

t hat particularly for cancers that have a
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fairly good prognosis -- such as colon, female
breast and bl adder cancer -- the number of
deaths -- nunber of cases is far greater than

t he nunmber of deaths, thus providing a nmuch
stronger basenent -- basis for risk assessment.
A dose-response analysis for non-cancer
nmortality has now been clearly denonstrated,

al though the increase in risk in terms of a
percentage is nmuch smaller than that for
cancer. The data, however, are inconclusive
regardi ng the shape of the dose response and
regardi ng nodifying effects of age at exposure
and other factors. For exanple, the dose --
the data are conpatible with both a |inear dose
response, but also conpatible with a threshold
as big as a half a gray. So it's very
uncertain as to whether this effect exists at
very | ow doses and, if so, what its magnitude
woul d be. And for that reason BEIR VII does
not estimate risks for non-cancer nortality.
Turning now to medi cal studies, there are a
huge nunmber of studies of patients who received
radi ot herapy for malignant and beni gn di sease,
and al so for persons who were exposed to

radi ati on for diagnostic reasons. And here
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|"ve listed some of these studies. This is a
very busy slide, but | just wanted to give you
a flavor of the number and variety of studies
t hat have been conduct ed.

Al t hough there are a huge nunmber of studies,

t he nunmber that are truly valuable for
estimating risks at | ow doses is -- is nuch
smal l er. Many of the studies |ack individual
dose estimates, and therapeutic doses can be
very high, as nuch as ten or nore gray, and
this makes them of |imted useful ness for
quantifying risks at | ow doses.

The medi cal data are strongest for thyroid and
breast cancer where we have several studies

t hat have individual dose estimtes and doses
that are in a useful range. And | wanted to
note particularly two inportant pool ed

anal yses, one of thyroid cancer and one of
breast cancer. And these anal yses bring

t oget her data fromthe atom c bomb survivors
and data from several relevant medical studies,
and based on these conmbi ned data they provide
model s for estimating risks for these two
sites, thyroid and breast.

OCkay, next up are the occupational studies, and
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the report reviews studies in each of the areas
that |1've nentioned here. |I'monly going to
tal k today about the nuclear industry workers.
Exposures to nucl ear industry workers are
deliberately limted as a protection to the

wor ker, and thus these studies potentially
provide a direct assessnent of risk at |ow
doses and dose rates. A strength of these
studies is that there are dose estimtes

avail able fromindividual personal dosineters
worn by the workers. There have been several
studi es of workers at individ-- many studi es of
wor kers at individual facilities. To increase
sanpl e size and precision of risk estinmates,
conmbi ned anal yses have been conducted on both a
national and an international scale.

And here |'ve just nmentioned two of the nore
informative studies that were available to the
BEIR VII committee. The first is the |IARC 3-
country study which includes about 100, 000
workers in the United States, the United

Ki ngdom and Canada. And the second is the

Nati onal Registry of Radiation Workers study
that includes over 100,000 workers in the

United Kingdom There is, however, overlap in
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t hese studies. They're not totally

i ndependent .

At al nost exactly the same time as the BEIR VI
report was released, the first findings of the
| ARC 15-country study were released. This was
too late for this study to be fully

i ncorporated into the BEIR VII report, although
there is an appendix on the study. The first
publication is in the British Medical Journal.
That should be 2005, not 2006. There's a nore
detai |l ed paper that's expected soon.

This is the | argest worker study ever

conducted. About 400, 000 workers were included
in the dose-response anal yses, with about 6,500
cancer deaths. The study includes nost of the
workers in the previous studies in the U S.,
U. K. and Canada, al though sone of the higher
dose workers were excluded because they had
potential for exposure to neutrons and

radi onucl i des.

In addition, there are several new studies in
the U . S. and other countries. And | wanted to
note that this was definitely a collaborative
effort, and there were several neetings of the

investigators fromthe various countries,




© 00 N O O B~ W N P

NN NN NN P PR PR R R R R R
ag A W N P O ©O©O 00 N o 0o p W N — O

26

speci al subcomm ttees, that nmet several tines
to develop a protocol and plan the approach
that was to be used.

Here I've listed the countries that were

i ncluded, the 15 countries. And |I have al so
shown the nunmber of cancer deaths that each
country contri buted, and you can see that the
United States and the United Kingdomclearly
dom nate here. Japan is next, however it was -
- to be included in the analyses of solid
cancers or all cancers except |eukema, it was
required that the country have sonme data on
soci oeconom ¢ status, and Japan didn't have

t hat so they were excluded fromthat particul ar
anal ysi s.

You can also see that for -- in many of the
countries their nuclear industries were small,
rat her young. The workers were young. So sone
of these smaller countries contribute rather
few cancer deat hs.

Just a little bit nore detail on the United
States, and I'Il just mention that Hanford and
Oak Ri dge have been included in the 3-country
study, but the Idaho study and nucl ear power

pl ant wor ker study were new additions.
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The study gave extensive attention to
dosimetry, and the objective of this effort was
to develop factors for converting recorded
doses to organ doses, and to evaluate the
uncertainties in these factors.

Here |1've shown sonme results for |eukem a for
the three studies that | have nmentioned, and |
have al so shown conparabl e estimates based on
the atom c bomb survivors, both linear
estimates and linear quadratic estimates. The
| atter are those that have been used in nost
risk assessments. And you can see that for the
3-country study we did find a significant
effect, the confidence limts interval does not
include zero. For the NRRW and the 15-country
study the result was not quite statistically
significant, but the estimates fromall three
studies are fairly conparable and sort of in
bet ween the |inear and |inear quadratic
estimtes fromthe A-bonmb survivors.

And this shows sonme results for all cancers
excluding | eukem a where the 3-country study
and the NRRW the estinmates are very close to
zero, but you can see that the upper confidence

l[imt -- oops, what do I do now -- but the
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upper confidence limt does include the val ue
fromthe atom c bomb survivors.

DR. LATHROP: Excuse nme, can | interrupt with a
gquestion? 1s this one percent or five percent
of confidence -- or 99 or 95 percent?

DR. GILBERT: They're 95 percent confidence

i nterval s.

DR. LATHROP: It's 957

DR. GILBERT: Right, they're 95 percent

confi dence intervals.

DR. LATHROP: Al right.

DR. G LBERT: Sorry, | probably should have

| abel ed that, but | didn't.

The 15-country study has a much higher risk
estimate, as you see, and it is statistically
significant. However, you can al so see that
the confidence limts on that estimte are
really very wide. These estimtes are adjusted
for socioeconomc status, which is intended to
serve as a surrogate for smoking and ot her
lifestyle factors. However, that's not quite

t he sanme as having actual data on such factors.
And here |'ve shown estimtes for various
categories of cancer according to the extent

that they are related to snoking, and you'l
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note particularly down toward the bottom that
the estimate for lung cancer is much higher
than -- than other estimtes, so that does
suggest that there m ght well be some bias
related to smoking in this study as we did not,
as | say, have snoking data.

And the -- this is just a statement fromthe
paper that says, taken together, these findings
i ndicate that a confounding effect by snoking
may be partly, but not entirely, responsible
for the estimted increased risk for nortality
fromall cancers other than | eukem a. But
since we don't know how much of it is due to
smoking, it makes these estimates a little --
it's hard to know what exactly to do with these
esti mat es.

Ckay, this shows sone estimtes for some of the
| arger studies that were included in the 15-
country study, and the dashed vertical line is
the estimate for the conbi ned anal yses, which
is also shown at the bottom of the slide. And
you can see that for the individual studies, in
many cases the confidence intervals are very

wi de. Most of them are conpatible with the

estimate -- the conbined estimate. Canada you
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see at the top is a bit of an outlier; however
a formal test for heterogeneity was not
significant.

And then |'ve just shown the estimate with

cancer -- with Canada excluded, and you can see
that it's not statistic-- it was not
statistically significant. It is a bit |ower

than the estimte for all countries, but it's
still a fairly high value. And the estimate
remai ns statistically significant when other
studi es were excluded individually.

DR. MCCURDY: Excuse nme -- excuse me. Are

t hese strictly photon exposures?

DR. GILBERT: The effort -- the -- yes, it was
i ntended to be --

DR. MCCURDY: External.

DR. GI LBERT: External, right. Now they may --
that was -- as | nentioned earlier, they --

t hey excluded workers who had potential for
neutron exposure or for internal exposures
'cause they wanted to keep this sort of clean
and they couldn't quantify the doses fromthose
ot her exposures.

Al t hough these studies have the advantage of

providing a direct assessnent at | ow doses and
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| ow dose rate, they are subject to limtations.
At doses that are typically received by a

nucl ear workers, the increased in risk for the
hi gher dose workers is likely to be, at nost, a
few percent. And even with very | arge studies,
risk estimates this small cannot be estimated
with great precision, and we saw t hat
illTustrated | think in the 15-country study.

I n addition, these studies have a very strong
potential for confounding, which I think is not
al ways wel | -appreciated. In an epidem ol ogic
study you can al nost never rule out the
possibility of a ten to 20-percent bias. Wen
you're trying to estimate risks that maybe are
two or three percent, that can really do you
in, as you can i mgine.

Ckay, just a few words about environnental
studies. The report reviews studies in the
followi ng areas. For the nobst part, these
studies are of limted useful ness for
gquantitative risk assessnment. Most of the
studi es do not have dose estimtes, and even --
and al so nost of the doses would be very, very
| ow, even | ower than the worker studies, so

we'd have all the simlar kinds of problenms but
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even worse.
There are sonme studies that show some prom se
for the future, the Cherno-- studies as a
result of the Chernobyl accident and rel eases
fromthe Mayak nuclear facility.

Ckay, now we're ready to tal k about our
approach for estimating cancer risk, and first
"Il just note that | have a statenment -- a
gquote fromthe statement of task for BEIR VII.
"The primary objective will be to develop the
best possible risk estimtes for exposure to

| ow dose, | ow LET radiation in human subjects.”
And the BEIR VIl commttee defined | ow dose as
bei ng below a tenth of a gray.

Qur objective was --

DR. LATHROP: Excuse nme, can you just give us
some benchmarks for how a gray (off m crophone)
conpares with, for instance, natural background
exposure?

DR. G LBERT: Natur-- let's see --

DR. LATHROP: Conpared -- you know, the
benchmark | like to use is the typical Anmerican
gets about 360 mllirem so rem nd nme about a
gray and things |ike that.

DR. GILBERT: Well, a gray would be -- is of
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course 1,000 mllirem
DR. LATHROP: 1,000 mllirem okay, so about
three times the annual background and medi cal

exposure for an American (unintelligible).

DR. GILBERT: Let's see, well, a ten-- let's
see, you'd get -- | never can do mat hemati cs
when |'m standing at a podium | used to have

a slide on this. Natural background is about a
hundredth of a gray per year -- is that right?
No. . .

DR. LATHROP: (Off m crophone) (Unintelligible)
(On m crophone) Okay, so if a gray is 100
tinmes a rem it's about 300 tines the natural
background for an Anerican.

DR. GILBERT: [It's a |ot bigger than what nost
Ameri cans woul d get.

DR. LATHROP: 300 tinmes natural background and
medi cal exposure for an American. Okay, | just
wanted to rem nd nyself, and (unintelligible) -
DR. GILBERT: Well, I think a ten-- okay, let's
go back.

DR. LATHROP: A gray is big.

DR. GILBERT: A tenth of a gray, which is the

upper limt, is about ten years of natural
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background. Maybe that woul d hel p.

DR. LATHROP: Okay. Well, we still have a
factor of three there, but okay.

DR. G LBERT: Sonmething -- well, if you don't
i nclude --

DR. LATHROP: It's quite large conpared to

backgr ound.

DR. GILBERT: -- you don't include radon.
mean that's -- radon's kind of another story.
Sorry.

OCkay. Our objective was to estimate |lifetine
ri sk, allowi ng for dependencies on dose, sex
and age at exposure. Risks undoubtedly depend
on other factors, but data are generally

i nadequate to quantify them By lifetine risk,
we nmean the risk of devel oping cancer over an
exposed person's |life span.

BEIR VII gave equal attention to cancer

i nci dence and cancer nortality, and we provide
separate estimates for | eukema, for all solid
cancers, and for cancers of several specific
sites. And here I've listed the sites for

whi ch we provide estimates. | m ght just note
uterus and prostate, which aren't normally

consi dered to be radiogenic cancers. The
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reason we included those cancers was primarily
to get themout of the all solid cancer
category. And in fact | understand this group
has -- or sonme of this group had sonme questions
about why we included prostate cancer, and in

fact the risk estimate for that cancer ends up

being very small, but with a huge confidence
interval that includes zero. | don't think
have a slide on that, but 1"l just nention
t hat .

We did not include skin cancer. To do a good
job of this would require the use of specia
data such as the Ron et al paper on skin cancer
in A-bonmb survivors. That was a bit beyond the
resources we had to do sone of these speci al
eval uations. In addition, our sponsors really
insisted that everything be based on the DSO
dosinetry, and some of these special studies
such as the skin cancer study have not yet been
| inked up with DSO dosinetry or updated.

There are in a sense two steps to estimating
lifetime risk. First we use data from
epidem ol ogi ¢ studies to develop risk nodels.
We then apply the npdels to estimate lifetinme

risk from!| ow dose exposure to a U.S.
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popul ati on. And by devel oping risk nodels, |
mean expressing risk as a function of dose and
ot her factors such as sex, age at exposure and
so forth.

Well, what data did we use for this first step,
devel opi ng our risk nodels? For breast and

t hyroid cancers we used the risk nodels that
wer e devel oped from the conmbi ned anal yses of

t he A-bonmb survivor data and rel evant nmedi cal
studies. For all other cancer sites we used
the -- the A-bonmb survivor incidence and
mortality data, primarily the incidence data.
We devel oped nmodel s for both the excess
relative risk where risk is expressed relative
to the baseline, and the absolute risk where
it's expressed i ndependent of the baseline.
And both these neasures depend on dose and

ot her factors.

For solid cancers risk was expressed as a

i near function of dose, for |leukem a as a

| i near-quadratic function of dose, and these
choi ces are supported by the epidem ol ogi c data
and al so by radiobi ol ogi cal consi derations.
This just shows the dose-response analy-- the

dose response for solid cancer incidence in the
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l'i fe span study, the Japanese |ife span study.
And you can see it's a pretty remarkably |inear
dose response.

"1l just mention we eval uated the dependency
of risk on age at exposure to attained age.

Our nodels were simlar to those that had been
used by RERF investigators, although our nodel
had t hese neasures decreasing with increasing
age at exposure only over the range zero to 30
years.

Our next step is to apply the nmodels to
estimate lifetime risk from | ow dose exposure
to the U S. population. There are two -- nore
than two i ssues, but there are two issues of
speci al inportance: The use of the nmodel to
estimate risk at | ow doses and | ow dose rates,
and transporting risk from Japanese A-bonb
survivors to a U. S. popul ation. Bot h these

i ssues are discussed in Chapter 10, Integration
of Biology and Epi dem ol ogy. And this chapter
brings together findings from both disciplines
on these issues, as well as sonme other issues.
To use the -- to develop estimates for use for
| ow doses and dose rates, |ike many past risk

assessnments, we've reduced |linear estinmates by
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what's called a dose and dose rate
effectiveness factor. Many past risk
assessnents have used a DDREF of 2. The BEIR
VI | DDREF was derived from a Bayesi an anal ysi s
of the A-bonb survivor solid cancer incidence
data and data fromrelevant studies in mce.
And we estimated the DDREF to be in the range
1.1 to 2.3, and the point estimte was about
1.5. And we refer to this as the LSS DDREF
because it was estimated in a way that took
into account the fact that we were going to
apply it to the A-bonmb survivor cancer

i nci dence dat a.

Next up, transporting risk, and just to -- for
t hose of you that aren't aware of this issue,
this shows baseline incidence rates for U.S.
and Japanese females. And you can see that for
stomach and |iver cancer, the baseline rates
are much higher in Japan than are in U S.,
whereas for lung and breast cancer they're much
hi gher in the U. S.

Well, how does this affect radiation risks?
There are two approaches that have been used in
the past. Wth the absolute risk transport

it's assumed that the radiation risks are
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i ndependent of the baseline rates, at | east
with regard to country. And that was the
approach that was used by the BEIR 111 report.
Wth relative risk transport it's assunmed that
the radiation risks are proportional to the
baseline risks. That was the approach used by
BEIR V. And neither of these reports provided
much di scussion of this issue. Internediate
approaches have al so been used.

Well, how do we decide? |'mnot going to go

t hrough this in detail. This just nentions
some approaches for trying to decide which is
t he appropriate method. |'Ill just say that
Chapter 10 provides a very thorough discussion
of all of these approaches. Unfortunately none
of them provides a definitive answer to the
question, although we did think there was a
little nore support for relative risk transport
t han for absolute risk transport.

DR. LATHROP: Well, if I can interrupt, |I'm
just curious about -- it sounds like a fairly
significant source of uncertainty. |Is this
propagated out to -- to error bars in the --
DR. GILBERT: If you'll -- if you'll wait a
mnute, | think we'll get to that. Okay?
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DR. LATHROP: Okay.
DR. GILBERT: Okay. But |I m ght just say that
it's -- it's a -- it isn't as nuch as a source

of uncertainty if you're looking at all cancers

conmbined. If you're |looking at specific
cancers, such as stomach cancer, it's a very
high -- it's a very inportant source of

uncertainty.

Ckay, so how do we handle this? Well, for
breast and thyroid cancer we were able to use
data that included non-Japanese persons. For
ot her cancers we provide estinmates based on
bot h approaches, both the relative and absol ute
risk transport and -- so that you can see that
range and see the | evel of uncertainty. And
for the point estimtes we used a wei ghted nean
of the two estimates.

And this just shows an exanple. This is
stomach cancer incidence in mles. In this
case you'll remenmber that rates in Japan are
much higher than the rates in the U. S. for
stomach cancer. And the estimte based on
relative risk transport -- oh, | should nention
t hat what |'ve shown here are lifetinme risks,

and they're expressed as the nunmber of cases
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per 100, 000 persons exposed to a tenth of a
gray. And the estimate based on relative risk
transport was about 25, whereas that based on
absolute transport was nore than ten tinmes

hi gher, about 280. We used a wei ghted nean,
and then to get our final estimate -- final
poi nt estimate, we reduced that by a DDREF of
1.5. And the report actually shows this kind
of information for all of the risk estimates
that are presented, and |'ve shown here just a
few nore exanples. There are a |lot nore
exanples in the report itself.

DR. LATHROP: Excuse me. On the weighted mean

DR. Gl LBERT: Uh-huh.

DR. LATHROP: -- what weights and was it --
DR. G LBERT: Okay, I'Il go back.
DR. LATHROP: -- a -- a logarithmc nmean? |

mean (unintelligible)
DR. G LBERT: Right, it's a --

DR. LATHROP: -- 25 and 280 and | see 52 --
WOW.

DR. GILBERT: Sorry. This is to --

DR. LATHROP: You're all over the board.

DR. GILBERT: Right, this gives the detail on
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this -- on what -- a couple of slides back you
have the detail. The reason lung had a little
di fferent approach than the other cancers was
because in the A-bomb survivors snoking and
radiation tend to add rather than multiply in
their effects on lung cancer risks, and it's

t hought that the reason for differences in |lung
cancer risks are primarily due to the

di fferences in snmoking.

Ckay. This has not generally been thought to
be a source of uncertainty for |eukema, but in
fact we see that the two estimates differ by a
factor of two or nore, so perhaps it should be
consi dered for |l eukema as well as for other
cancers. Qur estimates for all solid cancers
wer e obtained by summ ng the site-specific
esti mat es.

Now we're finally ready for some exanple risk
estimates. This is a graphic that's fromthe
public summary, and it indicates that if 100
peopl e were exposed to a tenth of a gray, we
woul d expect one cancer fromthis exposure and
42 cancers from ot her causes. Now of course a
tenth of a gray is the upper Iimt of what was

consi dered | ow dose, and nmost environnental and
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di agnosti c exposures are nmuch | ower than a
tenth of a gray, and the risk would be
accordingly | ower.

Before I go further, | just wanted to note that
we did conduct an uncertainty assessnent, and
the estimates you'll see in sonme of ny

remai ning slides will -- are acconpani ed by 95
percent subjective confidence intervals. The
uncertainties that we eval uated were the
statistical uncertainties, the uncertainty in

t he DDREF, and the uncertainty in transporting
fromthe A-bonmb survivors to the U S
popul ati on.

And here |'ve showed estimtes for both solid
cancers and for | eukem a. You can see that for
solid cancers the incidence estimtes are about
twice those for nmortality, and that reflects
the fact that about -- only about half of
cancers actually result in death. The
estimates for femnl es are higher than those for
mal es. For | eukem a the incidence estimates
are also higher than the nortality, but not by
-- not to the degree that we found for al

solid cancers. In this case females have

slightly | ower estimates.
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And this just shows several exanmples for
cancers of specific sites in females. You can
| ook at those at your |eisure, | guess.

The slides |'ve showed you so far are for a
singl e exposure of a tenth of a gray to a
popul ati on of m xed ages. W al so provide
estimtes for people exposed at very specific
ages for an exposure of one mlligray per year
to reflect an environnmental exposure, or an
exposure of ten mlligray per year from ages 18
to 65 to reflect an occupational kind of
scenario. And estimtes for each scenario are
shown for both cancer incidence and nortality,
and for each of 12 specific cancer sites, so
there are lots of tables in this report.

And these just show -- maybe | can skip over

t hese pretty fast -- just shows sone
illustrations of estimtes for specific ages,
for the different exposure scenari os.

| did want to talk about this one where we
conpare BEIR VIl estimates with those from sone
past reports, and |I've also shown the DDREF

t hat was used. BEIR V recommend-- made a
general recomendati on to use a DDREF, but

didn't provide a specific value so |I've just
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shown the estimate wit hout any DDREF.

This shows all the estimates as if the DDREF
used by BEIR VIl had been used. This is just
So you can conpare them what -- how they would
differ aside fromthe difference in the DDREF.
G ven that all these estimtes have an
uncertainty factor of at least 2, they're
really not that different. And the differences
t hat you see can be accounted for by the

di fference in DDREF, by the different approach
to transport, and particularly due to the fact
that BEIR VII had nmuch nore extensive data to
work with than did these earlier reports. This
just shows the sanme sort of thing for | eukem a.
And | wanted to say just a bit nore about
uncertainties. Here |I've reviewed the sources
of uncertainty.

Ckay, what |'ve shown here is in the | ast
colum |'ve shown the ratio of the upper 95
percent subjective confidence interval to the
estimate. And you can see that for all solid
cancer the overall uncertainty is about a
factor of 2. It's also that for breast cancer
because we have a | ot of data on breast cancer.

For some of the other cancers, such as liver
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and the stomach, the uncertainty is far |arger.
Now i n the body of the table I've shown the
percent of the variance that's due to each of
the three sources that |I've indicated. And in
t he case of all solid cancer you can see that
most of the uncertainty is due to the
uncertainty in the DDREF. For stonmach cancer,
however, nost of the uncertainty is due to
transport. For cancer of the ovary, down at
the bottom nost of the uncertainty is due to
just the statistical because, you know, there
aren't as many cases of ovary cancer so -- SO
it -- just the statistical estimate is nore
uncertain.

To conclude, I'll just summari ze some of the
features of BEIR VII. W give equal attention
to cancer incidence and nortality. They're
based on greatly strengthened epi dem ol ogy
data. We have updated nortality data, cancer

i nci dence data, and also nedical data were used
for estimating risk of cancers of the thyroid
and breast.

We have an expanded |ist of cancer sites over
what was done in BEIR V. The DDREF was

estimated in a way that was specific for
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application to the LLS data, and we've given
explicit attention to the transport of risk,
and we provide a quantitative evaluation of the
mej or sources of uncertainty.

Thank you very much.

BOARD MEMBERS QUESTI ONS AND DI SCUSSI ON OF THE RELEVANCY

OF TH S PRESENTATI ON

VI CE ADM RAL ZI MBLE: Thank you very nmuch.
Board nenbers, do you have any comments or
guestions?

John.

DR. LATHROP: Yes, is there going to be a BEIR
-- a BEIR I X? | nean we've had BEIR what, |11,
V and VII. [It's sort of |ike Beethoven, it
tends to go to the odd numbers. But are we
getting stable here? Are we getting a societal
idea of what the risk is, that you're feeling
confident that we've pretty much got it nail ed?

Or is this an ongoing thing and in a few years

we' || have other nunmbers?

DR. GILBERT: (Off m crophone) Well, | can't
make any predictions as to whether there'll be
a BEIR -- (on m crophone) a BEIR I X, of course.

| think in terms of the statistical stability

of numbers, you know, the -- that's not
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changing too much. It seens to be pretty
stable. The main uncertainties are comng in
because of transport and DDREF. Now if we have
-- if we were to have sonme mgjor new insights
regardi ng those issues, then there m ght be a
need for a further risk assessnment. And also |
guess there could be a need for a further
assessnment of the very youngest survivors. A

| ot of the A-bomb survivors are still alive, so
particularly for the younger survivors there
could be additional information that would be
com ng in.

DR. LATHROP: Okay. Thank you.

VI CE ADM RAL ZI MBLE: Any -- any ot her

guestions or coments? Oh, yes, Tom-- M.
Panperi n.

MR. PAMPERI N: Doctor, | won't even pretend to
suggest that | understood everything you said.
However, | -- | have a couple of questions that
| would ask you to expand on. | think |I heard

you say that this study did not address skin
cancer. |Is that correct?

DR. GILBERT: W didn't provide risk estimtes
for skin cancer. | nean the -- the

epi dem ol ogi ¢ evidence on skin cancer is
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reviewed in the report, but...

MR. PAMPERIN: Okay. And again, as -- insofar
as the Departnment of Veterans Affairs

determ nes service connection for radiogenic

di seases, after we get an estinmate of dose we
use the IREP nodel to create a probability of
causation. Does the absence of a dose estimte
in the BEIR VIl have any inpact on that
process?

DR. G LBERT: Of a dose estimate or of a risk
esti mte?

MR. PAMPERIN: On the risk estimate -- since
you don't provide --

DR. GILBERT: Well, how these would eventually
been -- be used for, you know, your purposes
obviously -- | mean the IREP |I know does have -
- does have risk estim- or, you know,
probability of causation estimtes for skin
cancer. And | guess soneone will have to

eval uate how they want to incorporate what's in
BEIR VII into that, and whether that would --
we're not saying that there's no risk from skin
cancer. That -- that's -- that's not what
we're saying here. W're saying we didn't feel

-- we weren't -- we could develop a credible
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estimate.

VI CE ADM RAL ZI MBLE: Okay. Thank you very
much.

DR. MCCURDY: | have a question. You had one
slide here which gave the lifetime risk for

i ncidence of solid cancer and | eukem a, and it
was based upon 100 mlligray and -- which you

i ndi cated you had one cancer --

DR. GILBERT: Oh, the -- the figure --

DR. MCCURDY: -- with the exposure, 42 -- 42
cancers from other causes. It was the one with
t he bl ue background.

DR. GILBERT: Right, right. [I'mnot sure

know how to get back to the slide presentation,
but --

DR. MCCURDY: Oh, okay. The question is,
that's -- okay, that's show ng the excess ri sk.
But if you did not have any exposure at all,
what is the rate of cancer incidence?

DR. G LBERT: Well, it'd be about what's --
it's what's shown wi thout that one dot.

DR. MCCURDY: There's still going to be 42,
you're sayi ng.

DR. Gl LBERT: Right, right.

DR. MCCURDY: |It's not adding that nuch --
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okay, you're saying the natural incidence --

DR. GILBERT: Well, that would just be --

DR. MCCURDY: -- would be 42.
DR. G LBERT: That's -- that -- the 40 -- |
don't know -- if | can get back -- how do I get

back to the slides?

( Pause)
DR. MCCURDY: | want to make sure the audience
under st ands that.
DR. GILBERT: | don't know how to do it.
Sorry. How can | -- how can | get -- there we

go. Okay.

DR. MCCURDY: It's ten rem Yeah.
(Pause)

It may come. There it is.

DR. GI LBERT: There we go, okay.

DR. MCCURDY: Ckay.

DR. G LBERT: No, the 42 --

DR. MCCURDY: | want to make sure the audience
under stands that, that's what |'m pointing out.
DR. GILBERT: The 42 cancers, if -- you know,

if you had no special exposure, you're just
goi ng about your life -- just in general, about
42 percent of the population that's alive today

will eventually devel op a cancer. Not
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necessarily fatal, but --
DR. MCCURDY: Right, that doesn't nean they're
going to die, though. They may devel op a

cancer.
DR. G LBERT: No, it doesn't mean -- probably
about half of themw |l result in death.

DR. MCCURDY: Okay.

DR. G LBERT: Sonetime in their life, 42
percent of the population will develop a
cancer.

DR. MCCURDY: Okay, and --

DR. GILBERT: And if you get an extra tenth of
a gray, that would increase that to 43 percent.
DR. MCCURDY: Okay, very good. So when we
bring up discussions by the Board in terns of
exposures to the atomc veterans, this is a
good graph to have (unintelligible).

DR. GILBERT: Well, | expect that nost of those
exposures are far less than a tenth of a gray,
too, so --

DR. MCCURDY: That's the point we have to nake.
DR. G LBERT: -- that would be even snmaller.

DR. MCCURDY: Secondly, the data that you had -
- you -- the question | have is under therapy.

A lot of us as we get older go through
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di fferent therapies and di agnostic -- for
exanple, | may go through a thallium stress
test and it gives me, you know, three to five
remto nmy liver or to the -- to the G or the -
- | guess the bl adder. And the question being
is that due to the diagnostic or therapy, in
case they're doing therapy for prostate or for
breast cancer, what have you, we do follow up
in terms of -- do you have studies on that that
i ndi cate what excess risk you get from those

t herapi es, also -- or diagnostic?

DR. G LBERT: Well, BEIR VII was designhed to
estimate risks at exposures below a tenth of a
gray. |If the thera-- if the doses you got from
the therapy were in that range, you could
certainly use BEIR VII| estimtes --

DR. MCCURDY: | doubt if that's the case since
they're trying --

DR. G LBERT: No --

DR. MCCURDY: -- to kill the cancer, they're
not --
DR. Gl LBERT: No, no, right, if you got -- if

you got radiotherapy, had a huge dose --
DR. MCCURDY: Ri ght .
DR. GILBERT: -- BEIR -- the BEIR VII estimtes
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may not be appropriate 'cause we were really

trying to address risks at |ow doses. There

are --
DR. MCCURDY: Well, see, that -- this is also -
DR. GILBERT: -- you know, there may be --
there may be data on that. | mean, for

exanpl e, there have been a nunmber of studies of
specifically people that have been treated with
radi ot herapy, so you know, it m ght be possible
to gain sone estimte of what the risk of
cancers of various organs, but --

DR. MCCURDY: Very good, | nean --

DR. GILBERT: -- shown directly it was BEIR
VI,

DR. MCCURDY: As we all get ol der and we get

t hese exposures, either due to diagnostic or

t herapy, and they're over a tenth of a gray, we
have to realize that the risk of getting cancer
fromthis is also there. You're --

DR. GILBERT: Oh, definitely. Definitely.

DR. MCCURDY: -- trying to kill cancer, but you
may al so devel op cancer around the area, too.
DR. GILBERT: Right, right. |In fact, actually

-- you m ght not want to apply the DDREF, but
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you'd be in a much solider basis to estimte
cancers at the one or two gray, 'cause that's
really what's driving the A-bonb survivor
estimates. You probably could do -- m ght not
want to -- you'd probably have to -- you

woul dn't want to use BEIR VI estinmates just

wi t hout even thinking about them but you could
use them maybe wi t hout applying the DDREF, for
exanpl e, or you m ght want to get some advice
from someone that understood what went into
these estimates, but -- | mean it should be
possible to estimte sonme of those risks.

You'd just have to be a little cautious about
how you did it.

DR. MCCURDY: Okay. Very good. Thank you.

VI CE ADM RAL ZI| MBLE: And Dr. G | bert, before
we | eave this slide, | just have to ask a few
nmore questi ons. I think this is one of the
nmost significant slides for this Board in terns
of estimating or establishing risk of exposure
to atomc tests, et cetera. Nowthis is --
we're tal king about one-tenth of a gray, which
is ten rem That's a significantly higher dose
-- and by the way, that's an acute exposure, is

t hat not right?
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DR. GILBERT: It could be either, actually, but
VI CE ADM RAL ZI MBLE: COkay.

DR. G LBERT: -- but, yeah -- well, no, this
was -- yeah, this was intended really as an
acute exposure, but it wouldn't have to be.

VI CE ADM RAL ZI MBLE: So -- so gray -- fromthe
dose reconstructions that have been done so
far, and from the dosinmetry that was obtained

at the time of the atomc testing, the average

doses received by -- by the participants was
far less than ten rem It was far |less than
five rem | -- Harold, you have a -- an
average dose or -- or a dose that -- that

represents what about 90 percent of the
partici pants were exposed to?

MR. BECK: | believe the average is |less than
one rem

VI CE ADM RAL ZI| MBLE: Less than one rem so

that's --

DR. Gl LBERT: So it'd be one in -- instead of
100 -- 100 --

VI CE ADM RAL ZI| MBLE: -- one-tenth of this, now
DR. Gl LBERT: -- it'd be one in 1,000 instead
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of one in 100, yeah.
VI CE ADM RAL ZI MBLE: So -- so we would be
tal ki ng about one cancer per 1, 000.

DR. G LBERT: Right.

VI CE ADM RAL ZI MBLE: Okay. | think that's
very inmportant to -- to establish the -- the
magni t ude of the -- of the issue. | -- | think

many peopl e have great fears of radiation
exposure and | think we need to put that in
con-- in the appropriate context, so | thank
you for that.

DR. G LBERT: Well, actually I should give
credit. We had a communi cations expert on the
BEIR VII comm ttee, Katherine Rowan, who was
responsi bl e for that graphic.

VI CE ADM RAL ZI| MBLE: Any ot her coments or
gquestions? Wit --

MR. GROVES: | have two -- two questions. One,
| want to follow up to a point that Dave made
about exposure in high doses in radiation

t herapy in which there certainly is a risk for
that to be the cause of a cancer later in life.
However, normally is it not that the -- is it
not conmmon |lore that the | atency period for

t hose ki nds of cancers from an acute dose is in
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t he range of 20 to 30 to 40 years, as opposed
to one year or five years?
DR. GILBERT: | don't think so. | actually --

|"ve actually done sone work on second cancers,

and | don't -- in fact we've -- if anything, it
-- 1 don't -- | don't know as we can really
say, but that -- we've certainly seen cancers

fairly quickly, not --

MR. GROVES: Okay.

DR. G LBERT: -- not 20 or 30 years.

MR. GROVES: And then ny second question is,

t he one red dot representing the one excess
cancer for this is not distinguishable fromthe
ot her cancers in that -- my question to you is,
t here is nothing unique about that one cancer -
DR. G LBERT: No, you can't --

MR. GROVES: -- that would let you know that it
was the one --

DR. GI LBERT: There's nothing about --

MR. GROVES: -- caused by the dose.
DR. GILBERT: -- the cancer itself that wll
allow you to say well, this one was caused by

radi ati on, as opposed to something else.

MR. GROVES: Thank you very nuch.
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DR. ZEMAN: This is Gary Zeman, | have a
guestion -- | have two questions, actually.

Dr. Zinble, you just said this was the nost

i nportant slide, and |I'm not exactly sure which
one you nmeant. Are you speaking to the slide
with the red dot on it?

VI CE ADM RAL ZI MBLE: Correct.

DR. ZEMAN: Thank you. | -- | have a question
for Dr. G lbert then. The question is this.

We just |earned that average exposure of
veterans is |less than one rem and the risk of
cancer is | just heard |l ess than one in 1,000
fromthat | evel of dose. And what | wanted to
ask is if you could relate that to risks from
ot her causes, such as snmoking or other known
causes of cancer.

DR. G LBERT: Well, the sli-- | mean |I'm not
sure | have those nunbers at nmy fingertip. It
woul d certainly be much | ess than the risk from
smoki ng. The slide shows the risk from al

ot her causes, which is 42 cancers that we woul d
expect. | don't have the specific figures for
sonmet hing |Ii ke snmoking.

DR. LATHROP: If | can ask then, just to help

us out here on the risk fromall other causes -
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- help me out here. Are those causes from

nat ural background radi ati on and non-

radi oactive reasons why you get cancers and --
DR. GILBERT: Well, they would include --

DR. LATHROP: -- snoking and all that? |Is that
what you nean?

DR. GILBERT: Well, they would include sort of
t he average radiation exposure that's received
by the general population. But based on just
vital statistics for the U S. population is how
we came up with the 42 cancers, just | ooking at
cancer incidence rates in the United States
popul ation is how we derived the 42, and that
woul d i nclude of course the cancers that were
due to sort of the average radiation exposure
that's -- are -- is received by any Anmerican.

DR. LATHROP: And al so cancers due to snoking

and ot her --

DR. GILBERT: Right, right, snoking --
DR. LATHROP: -- the whole --

DR. Gl LBERT: -- the whole schnear.

DR. LATHROP: The whol e range of reasons why we
get cancers.
DR. GI LBERT: Right, many of which are

uni denti fi ed.
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DR. LATHROP: That's right. Okay. Thank you.
DR. SVENSON: | would |like to nake a coment,
as a medi cal physicist, on your comment about
in radiation -- radiation therapy, getting nore
cancers. Wth -- when we treat younger
patients, yes, they may have chances of getting
cancer later in life. As you nmentioned, solid
tunmors typically may occur later in life. But
in radiation therapy you aimyour radiation at
the tunor, and there is very little scatter to
the rest of the body. Now the tissue that the
radiation is going through is being exposed,
but we use different fields, nore than one, so
t hat we spread that dose out. And so | would
just like to clarify that for the public, that
the rest of the body does not get a huge dose.
Now when we | ook at dose to the popul ation, we
given an estimate, we take into consideration
doses that we get from medi cal procedures, and
that's kind of averaged over the entire

popul ation, and that's included in a typical
dose that people get just by existing from
cosm c radiation, medical procedures,
background radi ati on, et cetera.

VI CE ADM RAL ZI MBLE: Thank you. Harol d?
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MR. BECK: I'd just like to talk a little bit
about prostate cancer, and the reason for that
is that -- for this Board at |east -- right now
the vast majority of the cases that are not
consi dered presunptive are skin cancer and
prostate cancer. You said -- you tal ked about
skin cancer, but | think that this Board woul d
be | ooking very closely at the dose
reconstructions for prostate cancer, and that

i nvol ves the uncertainty in the risk,

obvi ously, because the way these clains are
investigated, it has to do with devel oping a
PC, which of course depends on this uncertainty
and the excess relative risk. Now the |REP
table | guess -- |I'mnot sure how they actually
got that since | don't think BEIR V gave cancer
risk for prostate cancer. But you have given
themin BEIR VIl and so could you say sonething
about whether the uncertainty had been reduced,
whet her it could be further reduced before
studi es and how that m ght affect the PC
estimates that m ght be used?

DR. GILBERT: | can't recall whether |IREP --
what | REP does with prostate cancer right off
hand. In BEIR VII -- | nean one of the




© 00 N O O B~ W N P

NN NN NN P PR PR R R R R R
ag A W N P O ©O©O 00 N o 0o p W N — O

63

problens is is that prostate cancer is very
rare in Japan, so we don't have very nuch data

to really develop a risk estimate from W

made an attenpt to do so. | think I mght even
have it here. Well, as | say, it's a -- it's a
fairly small estimate with -- but it's not

statistically significant in the A-bonb
survivors, so it's not clear whether this is a
radi ogeni ¢ cancer or not. We did provide an
esti mte and confidence interval which includes
zero, also includes a very high estimate. Now
if you based your -- your award procedure on
just the PC, it would be -- there'd be a very
smal | chance that anybody woul d ever get
awarded for prostate cancer. As | understand
currently, the upper confidence Iimt, 99
percent confidence Ilimt is often used, and
that -- if you did that, you probably would be
awar di ng these people. Now personally | have
some real problems with using the upper
confidence interval in that manner 'cause --
exactly for this reason, that the nore
uncertain something is, the nore likely you are
to get an award, but that's -- | -- that's just

an opinion | have. But you know, | don't -- |
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mean | don't know what should be done. | --
personally I think the idea of using the 99
percent confidence interval warrants
rethinking. And if you're going to do
something with prostate -- as they say, the
more tinmes you add new causes that are
uncertain, then you're going to end up giVving
awards for cases that really -- it's kind of
unli kely, but whatever --

MR. BECK: The | ess you know, the nore |ikely
t hat you m ght get awarded -- that -- that's
one of the things we've westled with before.
DR. GILBERT: Right, the |less you know, the
nore |likely you're going to be awarded, right.
VI CE ADM RAL ZI MBLE: Before | recognize

anot her Board nmenber, | noticed Dr. Kocher

wal ked up to the m crophone, and since he's
responsi ble for a great ampount of data that's
in the REP, he may have a comment that's

rel evant to your question. Dr. Kocher.

DR. KOCHER: (Off m crophone) (Unintelligible)
VI CE ADM RAL ZI MBLE: Your m ke is not on. Now
it is. It should be on now.

DR. KOCHER: Charles Land did all this, and of

course | cannot speak for him But what | do
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know is that prostate was not treated as a
separate organ. It was lunped in with other
organs, either of the urinary system or general
system | don't renmenmber which, but I can find
out. So it's -- it's not a single organ by
itself. And even though -- and because of

t hat, even though the uncertainty in the ERR is
large, it still takes -- depending on how old
you were when you were exposed and how old you
wer e when you got prostate cancer, it still
takes tens of remtypically, or nmore, to get --
even at the upper 99th -- a PC of 50 percent.
But the key is that it's not prostate by
itself.

MR. BECK: (Off m crophone) I think IREP -- (on
m crophone) |I'm pretty sure they used the

urinary cancer for the Japanese.

DR. G LBERT: Yeah. Well, | was involved in

| REP, too, but | just don't recall how that was
handl ed.

MR. BECK: | think I was --

DR. Gl LBERT: Except prostate is bound to be a
big contributor to whatever cat-- to that
category, | would think, but...

DR. SWENSON: | have one to follow on, just on
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t hat .

VI CE ADM RAL ZI MBLE: COkay.

DR. SWENSON: Do you have -- do you have
information on just the background incidence of
prostate cancer in the United States?

DR. GILBERT: Well, yes, we had to use it to
devel op our estimate. It's way higher than
Japan, is one issue, and |I'm not sure what --
no, we certainly do. W have the -- we have

t he baseline risks for prostate cancer --

DR. SVENSON: Do you have any nunbers you can
give today, do you know?

DR. G LBERT: Well, I -- no, | don't have the
nunbers that-- actually the report does show

t he nunmber of cases we woul d expect in the
absence of any exposure, which includes
prostate cancer. | can |ook that up I guess in
a mnute if you'd Ilike.

VI CE ADM RAL ZI MBLE: Thank you. Dr. Rei mann.
DR. REI MANN: Yeah, | just wanted to nake a
point that the fam |y nanme of the Board is dose
reconstruction, and so I'd like to tie that
back to -- with a question to Dr. G| bert that
the -- the point has already been made via this

perspective that -- that the cancers from ot her




© 00 N O O B~ W N P

NN NN NN P PR PR R R R R R
ag A W N P O ©O©O 00 N o 0o p W N — O

67

causes greatly exceed the cancers from

radi ati on exposure, which is a very hel pful
perspective, and | think in the history of the
programit's been noted what the average | evel
or typical level. But the whole purpose of the
clainms adjudication is based on the assunption
of different exposures and therefore the very

i mportant process by which a veteran

comruni cates the specific experience to the
analyst and to the program allows for an

under standi ng of the differentness in the
background. So my -- it's not a speech I'm
giving; it's a question.

In ternms of the work of this BEIR set of
studies, there had to be a | ot of dose
reconstructions. For exanple, the people
exposed to the atom c bonbs in Japan had to
have been exposed to a lot of different |evels,
so even taking a given age group and so on,
their closeness to the -- to the detonations
and so on woul d represent very, very different
studies, and any difficulties in the quality of
the data that go into reports of this type
coul d have a profound effect on the | arger

concl usi on, even though | think the basic
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concl usions would not be terribly affected by
that. So from our point of view, does the
experience here in the dose reconstruction

cal cul ations and the quality of the data
required to do those for input to the study,
does this give us any real clues as to the --
the factors in assuring that the data that we
use is of a -- of a proper level to nake the
ri ght decisions and give the -- and adjudicate
the clains of the -- of the veterans in a
proper way? Are there |essons for us in the
dose reconstructions that we can take, based on

the fact that, for exanple, in an atomc --

actual atom c bombing, the -- the ranges of
exposure have to be much higher than -- at

| east | would assunme -- people taking part in
atom c testing are exposed to. Can you give

us sone insights into the dose reconstruction
data quality, because it's so critical to the
basic credibility of the -- of the study you're
reporting?

DR. GILBERT: Well, | wouldn't be surprised,

but there m ght be other people in the room
that are nore qualified to comment than I am --

Harol d, | don't know -- but | will say that,
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you know, very, very extensive efforts have
gone into estimati ng the dose estimates for the
atom ¢ bonb survivors, the nost recent one
bei ng the DSO dosinmetry.

Do you have anything further you m ght want to

add or --
MR. BECK: | served on the National Acadeny
commttee that reviewed that -- that was

i nvolved with the dose reconstruction for the
DSO2 whi ch was used there, and it had an
extensive uncertainty analysis, which I'm sure
was part of Dale Preston's analysis.

DR. GILBERT: Well, actually we don't -- we
haven't yet taken the uncertainty in the DSO2
doses into account -- well, except sort of a --
a leftover fromthe uncertainty in the |ocation
of survivors, which of course isn't going to
change.

MR. BECK: But it -- but it's there.

DR. GILBERT: Eventually it probably will be.
MR. BECK: It eventually will be used and the
uncertainty -- there was an extent of
uncertainty analysis of the DS-- of the dose
systemthat they're using, so it certainly was

taken i nto consi derati on.
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VI CE ADM RAL ZI MBLE: Thank you, Harold. Dr.

Fl em ng?

DR. FLEM NG. Actually Curt's question was
simlar, if not nore detailed than m ne. But
maybe | would just ask Harold to very sinply,
if you can, explain where we get -- this is for
our folks here and for nyself, as well. \Where
do we get this knowl edge that the average
exposure to the atom c veteran is | ess than one
ren? MWhat is it based on? Curt's coments
were helpful to remnd us that it's an average,
but where is that -- where is that information
come fronf

MR. BECK: This is actually a very rough
estimte based on all the dose reconstructions
t hat have been done in the past, sonme of which
t he National Acadeny -- Tom Gesell wll point
out -- found probably were -- the upper limts
wer e underesti mated. But what the Acadeny
comm ttee also found was that the nmedian val ues
were fairly reasonable. So | think it's a
reasonably good estimate for the average, but |
think that, as Curt pointed out, what we're
tal ki ng about is a broad range where, although

most of the doses were well less than ten rem
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t here were some people who got higher doses,
and that's what we're about here when we do the
dose reconstruction. Only a very few people,
as we've said, are going to get conpensated,
but we want to make sure that the people who
did get these high doses, that we -- that

t hey' re done correctly, the dose assessnment is
done correctly, and if they got a high enough
dose to justify a claim that they get it. So
even though they're -- we're |ooking at the
tail of this upper distribution, there are
peopl e up there who should get conpensated and
that's what we're about, to neke sure their
dose reconstruction is done correctly and that
t hey do get conpensat ed.

VI CE ADM RAL ZI MBLE: Correct. Thank you very
much. | have one -- just one other question.
At the last two neetings and -- many of the
testinonies of the veterans dealt with their
concerns about -- about conditions that were
not cancer. And | notice on one of your slides
you tal k about the non-cancer nortality

associ ated with di seases of circul atory,

di gestive, respiratory and henppoi etic systens.

Can -- can you give ne sone sort of a -- of a -
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- arange as to -- as to how this conpares to
the radiation -- the m nimum dose radiation for
-- for the cancers? 1In other words, would this
be equival ent type dosages for these conditions
or would we be tal king about even higher doses
necessary for --

DR. GILBERT: Well, if you're tal king about the
excess relative risk, which is the nost
pertinent thing to probability of causation, it
woul d be nmuch smaller than for nost cancers.

But at -- that -- that's doses in the one or
two gray range, and it's just -- it's entirely
uncertain as to whether there's any risk at
very, very | ow doses and how those should be
gquanti fi ed.

VI CE ADM RAL ZI MBLE: Okay. Thank you very
much. Any further comments? Oh, yes, Paul,

' msorry. You' ve got that right here.

DR. BLAKE: | would like to comment back to Dr.
FIl emi ng and on dose reconstruction in general
since I'"'mthe one who coordinates that program
for the Department of Defense. There's
basically two flavors of dose reconstruction.
The dose reconstruction that's done for the --

the studies that are di scussed here, we're
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trying to get the nost accurate results. The
dose reconstructions we do or for our veterans,
t hroughout the entire process we try to give
the benefit of the doubt to the veteran. And
so in fact our val ues, when reported back to an
i ndi vi dual veteran, are as -- every benefit of
t he doubt we give to make that dose as | arge as
possible. And in fact then there's uncertainty
associated with that that raises it even nore,
and that's what then goes into the cal cul ation
to determ ne conpensation

Wth regards to Dr. Flem ng's question, though,
on where are -- or not we would quote as the
nore true doses, where we aren't trying to give
every single benefit of the doubt on every
possi bl e scenari o, those have been published by
our predecessor organization, the Defense

Nucl ear Agency. They're in fact on our web
site where we did unit dose reconstructions
across the different operations, and they're in
a nunmber of reports that are available to the
public where we -- where we discuss that.

But for individual dose reconstructions, in
many cases you'll see them sonetinmes higher

t han one rem because we are trying to say --




© 00 N O O B~ W N P

e R e S S N S e
o o1 A W N B O

17
18
19
20
21
22
23

74

this -- this is -- if we |look at all possible
scenarios and there's doubt associated, we're

| ooking at data from many years ago, we try to
give the benefit of the doubt.

VI CE ADM RAL ZI MBLE: Thank you. I think
that's an excellent clarification.

Well, | notice on the agenda that at the
conclusion -- by the way, thank you very nuch,
Dr. Glbert. W really appreciate your
presentation. But | have to say that any tinme
| get a healthy dose of statistics, I'm-- |I'm
al ways ready for a break. And | notice that on
the agenda it's time for a break, so we wil|l
adj ourn now until 10:45.

(Wher eupon, a recess was taken from 10:20 a. m

to 10:55 a.m)
A BRI EFI NG ON SUMVARY CF FI NDI NGS ON BETA DOSI METRY AND
UNCERTAI NTY FROM THE ACADEMY’ S REPCRT ON DOSE
RECONSTRUCTI ONS FOR ATOM C VETERANS
DR THOVAS GESELL, PROFESSOR OF HEALTH PHYSI CS, | DAHO
STATE UNI VERSI TY, DEPARTMENT OF PHYSI CS, POCATELLO, ID

VI CE ADM RAL ZI MBLE: | hope you enjoyed your
break. We need to get back to work now. |I'm
now pl eased to introduce Dr. Tom Gesell, who is

a professor of health physics at |Idaho State
Uni versity. And at |Idaho State he also directs
t he environmental nonitoring programthere. He

has a baccal aureate degree from San Di ego




© 00 N O O B~ W N P

NN NN NN P PR PR R R R R R
ag A W N P O ©O©O 00 N o 0o p W N — O

75

State, and a master's and Ph.D. degrees in
physics, with specialization in health physics,
fromthe University of Tennessee. He joined

| daho State in 1991 and prior to that he was --
he directed the Departnent of Energy's
radi ol ogi c and environnmental sciences

| aboratory in the |Idaho National Laboratory
site. And while there he -- he managed sever al
progranms that were related to protection of the
heal th and the environnment.

Before joining DOE in 1981 he was an associ ate
prof essor of health physics at the University
of Texas Health Science Center in Houston where
he taught in health physics and conducted
research on various aspects of dosinmetry and
environnmental radiation. He has numerous
papers in the literature, and he has published
a -- along with Merril Eisenbud, the Fourth
Editi on of The Environnental Radioactivity from
Natural, Industrial and Mlitary Sources. He's
a Fellow and past director of the Health
Physi cs Society, and he serves on the

Envi ronnental Safety and Heal th panel for the
Uni versity of California office of the

Pr esi dent .
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He has conpleted a six-year term at the EPA

Sci ence Advi sory Board on Radi ati on Advi sory
Commttee in 2002 and he's al so served on

comm ttees of the National Research Council and
Los Al anos Nati onal Laboratory. He is the
director and vice president of the National
Counci |l on Radi ati on Protection and
Measurenments, and we are delighted to have Dr.
Gesell with us today. Dr. Gesell.

DR. GESELL: Thank you. Thank you, Admral

Zi mbl e, and good nmorning. MWy -- ny talk is --
is -- what do we do now?

My -- nmy talk is going to be two parts, one on
beta dosinetry and one on quality assurance and
procedures. And before |I get started on the
beta dosinetry -- well, actually get started on
any of it -- | want to enphasize that what |'m
tal ki ng about is the observations and findings
and -- and so on that were done in connection
with the National Acadeny's review of the dose
reconstruction program and they do not
represent the programas it exists today. | --
| am well aware that there've been significant
changes and i nprovenments in the programas a

result of the Acadeny's report, but this is
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just the -- sort of the starting point that set
off activity such as the creation of this Board
and changes in the program So we're just
actually setting the stage.

So for the dosimetry part, first 1'Il talk
about how it was explained to us that beta

dosi metry was done, then I'Il go through what

t he Acadeny found in the process of review ng
99 random y-selected files. And then I wil

al so di scuss the -- our observations on
procedures and quality assurance.

Before 1998 skin doses basically were not
routinely estimated in the NTRP program  They
then started doing it in 2000. They wote a
formal report that docunented what they had
been doing for the past two years and -- and
essentially |lays out the programthat was used
from 2000 until the time of the NAS report.

And they did this for several exposure pathways
-- standi ng on contam nated surface, being in
contam nated air, being in contam nated water
and for contam nated skin. This was |aid out
in the report.

Now I'"Il briefly discuss each of these

pat hways. External beta doses from
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contam nated surfaces, primarily ground, ship
decks and so on, were cal cul ated by applying a
beta-to-ganma ratio to an estimated upper-bound
ganmm dose, which was nmeasured either by film
badge or by reconstruction.

They used different ratios for fallout and
activation products, and the dose ratios
depended upon whet her the test was in the
Pacific or Nevada, the time after detonation
and the hei ght above ground. And then dose to
skin, which is the relevant quantity for -- for
doi ng probability of causation for skin cancer,
woul d be the sum of the beta and the gamm
doses.

And this is just an exanple of the beta-to-
gamma ratios for, in this case, the Pacific
tests that were used at that time. And it --

t he beta-to-gamm ratio varies with tinme post-
detonation as the beta-to-gamma ratio of the
fallout varies. It also varies dramat-- fairly
dramatically with the hei ght above ground, and
of course for higher -- the |larger distances
above ground, the -- the beta-to-ganmma ratio is
| ess because there's consi derable beta

attenuation in the air.
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For contam nated air, beta dosinmetry -- first |
shoul d point out that this is a relatively

m nor conponent of the total dose, typically.
They devel oped dose coefficients that convert
air concentration into skin dose and -- based
on spectra, and then use spectra and exposure
time.

The conposite dose coefficients provide these
equi val ent dose rates from el ectrons per unit
concentration of radionuclides in air. They
depend on tine after detonation and as for the
ot her pathway, the doses to skin or lens are

t he sum of beta and gamma doses.

This is a graph that illustrates how the beta
dose coefficient changes as a function of tine
after detonation, and it changes fairly
dramatically over -- a few orders of magnitude
in a mtter of a few hours.

For contam nated water dosinmetry, this would be
applicable to someone swimmng or diving in a -
- in contam nated water, it was very simlar to
that of air, but of course had to account for
the different density of -- densities of water
and air.

And finally the beta dose from skin
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contam nation -- gamm dose is not an indicator
of skin dose from contam nation, so the film
badge data is not applicable. The dose
coefficients were then based on the

radi onucl i des deposited on or near skin
surface. And fortunately, to sinplify things,
t he dose coefficients are nearly constant for
average beta energies greater than a tenth of
an MeV. And in fact, a dose coefficient for
skin of about 9 rem per hour per mcrocurie per
square centineter can be used. This accounts
for a potential presence of back-scatter. And
for contam nated gl oves they used a dose-
reduction factor of 0.5.

There are also some conputer codes that can be
used to deal with non-uniform contam nation,
and one that's -- they nentioned in their
report was the VARSKIN code, which may be
famliar to some of you on the Board.

The determ nation of the contam nation, which
| eads to dose, was to be based on nmeasurenents
when these measurenments were avail able. And

i nformati on was provided to guide estimtes of
skin contam nati on based on the measurenents,

whi ch were of course expressed either in terns
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of dose or exposure rate, typically, and so

t hey provided nmethods to convert these -- these
-- these neasurements nmade at the time to skin
cont am nati on.

Ckay, so that basically ends the summry of how
beta dose was done between 1998 and the tinme of
t he Acadeny report. The next section is our
concl usions that we reached from review ng

t hese 99 dose reconstructions.

And the first bullet is just a rem nder that --
what | said a few m nutes ago, that the beta-
particle doses from standi ng on contam nat ed
ground are cal cul ated by applying a beta-to-
gamma ratio to an upper-bound gamma dose. So
our observations then were that if -- if there
are uncertainties in the gamma dose, which is
the basis of the beta dose, then these
uncertainties would be propagated into the beta
dose. And there was a concern from those on
the comm ttee who had reviewed the gamm doses
that these could be underestimted in sone
cases. And so the underesti mates of credible
upper - bound ganma doses and consequently
underestimtes of the beta-particle doses.

Uncertainties were not estinmated for the beta-
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to-gamma ratios. However, if you think back on
the little chart, the beta-to-gamm dose ratios
depend on time since detonation and they depend
on di stance fromthe source to the exposed
tissue.

DR. LATHROP: Excuse nme, if | could just ask a
guestion. How were the 99 cases selected and -
DR. GESELL: Well, they --

DR. LATHROP: -- where did they cone fronf

DR. GESELL: They were selected in a stratified
random way. We would have |iked to have done
purely random but we wanted to ensure that we
got representative dose reconstructions from
the various dose |evels.

Yes?

COLONEL TAYLOR: | have a personal interest in
this in that | was a close-in observer on a
very large blast, PRISCILLA, during PLUMBBOB,
which is rated two ways. Some ratings put it
at 39 KT and some put it at 49 KT, and I was a
cl ose-in observer, was lying in the bottom of a
trench when it went off, got out of the trench
and wal ked across ground zero, lingered in the

area for close to an hour. The anpunt of
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decontam nation, as | renmenber, was a broom
brushed us off. We got on a truck and went
back. And as near as | can tell, that's the
last 1've heard of that, so | have an extrene
interest in what you're telling this commttee.
Thank you.

DR. GESELL: Thank you. So anyway,
uncertainties were not estimated in the beta-
to-gamm ratios. However, the beta-to-gamm
rati os depend on the tine since detonation and
di stance fromthe source to the exposed tissue,
SO any errors -- any intrinsic errors in the
beta-to-ganma ratio or any errors in estimting
the time since detonation or height above
ground woul d obviously lead to uncertainties in
the beta-to-gamm ratio. And so these -- these
two concerns, one that the gamm doses may have
been underestimated in some cases, and the fact
t hat uncertainties were not explicitly

recogni zed in the beta-to-ganmm ratios, |led the
commttee to conclude that the beta conponents
of skin doses are -- are questionable. W're
not saying they were low. W' re not saying

t hey were high. They just were not as certain

as they were -- appeared to be represented.
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Skin or clothing contanm nation was actually not
consi dered as a pathway in any of the cases
that we reviewed. However, sonme of the
participants took nmultiple showers for
decontam nation. Presumably contam - well

dirt that was presumably contam nated was
brushed fromtroops with broons -- which we
just heard from one of the Board nenbers. And
a cont enpor aneous report indicated that

contam nati on was found frequently on the

cl ot hing and bodi es of persons on ships. M nor
radi ati on burns were seen on personnel who were
bel ow decks on the USS Phillip when the vents
wer e opened during a period of fallout. And
contam nati on estimtes were not nmade for
troops potentially contam nated while marching
or wor ki ng.

However, there were -- there's -- there was, at
the time the reconstructi ons were done, an
article in Health Physics that discussed the
subj ect of -- of contam nation fromresuspended
material, so there was some information
avail abl e.

And so the commttee's conclusion was this

negl ect of skin contam nation as inportant with
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respect to skin cancer clains.

And the -- now we're going to nove into the
uncertainty phase here. The NTPR did not cal--
perform uncertainty cal cul ations for beta-
particle dosinetry. They concl uded that

enor nous resources woul d be needed to quantify
t he uncertainties in nodel parameters and
propagate the uncertainty of each nodel
paranmeter to obtain overall uncertainty. So
the program basically relied on argunents that
their dose estimtes were -- were high-sided,
and therefore gave benefit of the doubt to the
vet er ans.

The argunment included a statenment that in sonme
conmpari sons the beta-to-gamma ratio -- dose
ratios in use were in reasonably good agreenent
with the previous cal cul ations, reasonably good
agreenent with avail abl e measurenents and, at
wor st, overestimted the measurements by a
factor of -- of two to three.

There were no -- there was no di scussion of
factors that m ght cause underestimation of
beta doses, such as errors in estimating tinme
since detonation, underesti mtes of distance

fromcontam nated -- that should be
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overesti mates of distance from contam nat ed
surfaces, or underestinmates of exposure tine.
And furthermore, there was no di scussi on of
uncertainty of beta doses for the other three
categories other than standing on contam nated
surfaces, and these three were of course the
immersion in air, imrersion in water and skin
contam nation. So there was no -- no

di scussi on of uncertainty.

Okay. So that's the discussion on the findings
of the Acadeny report for beta dosinetry. And
once again | want to enphasize that this was
the situation that we found at the tinme of --

of reviewing that material and that there have

been many changes and i nprovenents in the -- up
to today and nore are planned for -- for

future.

OCkay, I1'd like to shift gears now to the

findings on the procedures and quality
assurance. According to DTRA, their SOPs at
the time that we did the review and 32 CFR 218
served as the witten guidelines and procedures
for the conduct of dose reconstructions.
However, in our review we found that the SOPs

were basically a statenment of approach and
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general principles rather than a manual of
procedures that could be used to reconstruct
doses. The SOPs were inconplete and -- and

t hey were out of date. They contained no
references to supplement the text, and nmany
met hods used to estimate doses or upper bounds
were -- were not discussed in these -- in these
procedures. And the details of the
reconstruction nmethods were neither discussed
nor referenced.

The SOPs provided to the commttee contained a
provision for periodic review and updating.
However, the SOPs had not been nodified since
'97. The review was being done in 2003.

Signi ficant changes had occurred in the
program and as an exanple, they began doing
beta dose in 1998, but the general procedure
did not reflect this. And this is inportant
because the clains filed for skin cancer began
rising dramatically in 1997.

Qual ity assurance is not discussed in any
detail in any of the Standard Operating
Procedur es.

Ckay, let's nove on then to a discussion of --

of the QA. We requested on nunmerous occasi ons
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to be provided with the quality assurance
manual or the quality assurance docunentati on,
and never were. And it was explained to us
that the quality assurance procedures were a
proprietary part of the contractor's proposal
and therefore were not -- not publicly
avail abl e.

And so all we had to -- were able to do,
instead of being able to review a QA program
and then to -- to see if it appeared to have
been i nplemented, we had to sort of | ook at the
99 case files and | ook for evidence of quality
assurance neasures in those. And we found

little evidence of a uniform application of

basi ¢ QA neasures, and what |I'lI|l do nowis I|ist
some of the things that I -- we, as a
commttee, felt were -- were basic and not --
were -- but not observed in these -- in these

dose reconstruction files.

The dose cal cul ati ons were not -- usually --
usual 'y not signed, dated or initialed by the
anal yst, so there was not a way to track back
the source of the cal cul ations.

Many of the typed assessnents included typed

initials of analysts and dates, but several did
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not .

In files containing recal cul ations of dose, the
| ack of dates made it difficult to determ ne
whi ch was the nost recent.

And we al so found cases in which apparently
poor quality control resulted in errors in the
cal cul ation or reporting of dose. And these
are just a few exanples of that.

There was a reconstruction in which a reported
dose failed to account for a film badge
exposure in an earlier test series.

There was a situation where a participant was
assunmed to be present during GREENHOUSE f or
less tinme than indicated by his service record.
A dose nmenorandum referenced an incorrect unit
dose report.

A dose report assigned 0.4 rem but the
referenced menorandum gave 0.8 rem

A dose nmenorandum and a letter from NTPR to the
veteran gave the dose as one rem but the

dat abase had a value of 1.8 rem

Ckay. So moving on then, the -- the dose
assessnents were supposed to be reviewed before
release to VA or to the veteran. That nuch was

in the -- the SOP. The dose assessnents
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transmtted to the VA or the veteran indicated
final approver -- approval by signature of the
DTRA program manager. So all the -- all the
reports did go out over the signature of DTRA.
However, the files generally contained no
docunentation to show that reviews had occurred
prior to -- to whatever review was given by the
DTRA manager prior to transmttal, when or by
whom

And anot her point was that the commttee did
not see a written process by which NTPR program
reviewed its -- its docunments. In other words,
these are |like the unit reports or the
documents such as the Barss report, which
detail ed the beta dosimetry program

The published reports of the NTPR program did
not indicate that they had been subjected to
peer review, and some reports did contain sone
erroneous technical statenments, which suggested
to the commttee that an effective peer review
had -- had not occurred. So all this really is
-- is -- we know we don't have -- or didn't
have any direct evidence that the reports
weren't reviewed. It just -- we didn't find

any indicators that they had been reviewed, and
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so our -- our conclusion was that they had
probably not.

So the overall conclusion on this was that, in
the commttee's view, the lack of a manual of
standard operating procedures, including QA
led to sone inconsistencies in the dose
reconstructions. And that's the -- the end of
my presentation.

VI CE ADM RAL ZI MBLE: Thank you very much for

t hat presentation. |'ve found that it was an -
- an excellent review and -- and point out two
of the major concerns. One, the level of
uncertainty in the skin doses -- it's a -- |
think it's something that we need to attend to.
And secondly, a very concise summry of the
Green Book of 2003, and the reason for now
having this huge backlog to redo all these dose
reconstructions. And I know we'll hear nore
about that from Dr. Bl ake and what we can do to
accommodat e t hat.

So | thank you. Any comments or questions?

Dr. Bl ake.

BOARD MEMBERS QUESTI ONS AND DI SCUSSI ON OF THE RELEVANCY

OF THI S PRESENTATI ON
DR. BLAKE: | do feel obligated, as the NTPR
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program manager, to discuss how we've i nproved
since that National Research Council study that
found a lot of things that we needed to inprove
on. The biggest area is where we're noving on
procedures manuals and quality assurance.

We basically set up a four-level, tiered proc--
docunment ed procedures. At the highest level is
a manual that's prepared by the government, by
my staff and signed out by nyself, that gives

t he policy and gui dance for how we do work at

t he Defense Threat Reducti on Agency.

At the second | evel of how we do nobst of these
dose reconstructions there's a group of
government personnel -- myself and nmy deputies
-- and then there's a nunmber of contract staff
t hat actually does the -- that helps do the
work. In that case, at the second |evel of our
procedures manuals, we're devel opi ng these
standard operating procedures. One is

dedi cated just to the exact details of how we
do the dose reconstructions. The other one's
dedi cated to how we do quality assurance.
Movi ng down to the third tier of how we
actually do policies and procedures now,

t here's actually about four different
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processes, and a nunber of the people in this
room actually are recipients of sone of those
processes. \What we've done is we've

st andardi zed what we call tenplates. The first
one i s how we communi cate with the veteran back
and forth to get what actually happened during
their period of radiation exposure. W cal
this the SPARE, the Scenario of Participation
and Radi ati on Exposure. And based on sone of
the results fromthis National Research Counci
study that Dr. Gesell brought up, we changed
our procedures and now we're going back and
forth with both letters and tel ephone calls.
Based on the input from some questionnaires and
phone calls, we devel oped this scenario. It

t hen goes back to the veteran and the veteran
will sign off on it, or make comments on we
didn't get it quite right. And this -- this
can be a process that takes a nonth or two.
Then we nove into the next stage where we
actually calculate the radi ati on dose based on
getting all that information. And obviously
where the veteran was at any period of tinme is
i mportant in doing that dose cal cul ation, so

t he next -- next part of this tenplate's called
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t he Radi ati on Dose Assessnent.

The other parts that are in here on these

tenpl ates are when we do these calcul ations the
mat hemat i cs get sonewhat conplicated. Sone of
t hese cal culations run to 30 to 40 pages in a
sof tware cal |l ed Mat hCad where we show the --
the different integrations and so forth |like
this. A lot of this is taking into account how
itenms are decaying with tinme, or back-

cal cul ati ng.

And finally we al so have sonme tenplates at a

| ower | evel where we actually wite a | ot of
conmputer code to help us standardi ze our

cal cul ations. For instance, in doing the --
calculating filmbadge uncertainties with
regards to previous National Research Counci

st udi es.

So can | tell you today that we're doing things
perfectly? No. Can | tell you we're inproving
significantly? | believe we are, and it is an
ongoi ng process. And so | think that answers,
to some extent, where we've conme since those
very val uabl e recomendati ons we got fromthe
Nati onal Research Counci l

VI CE ADM RAL ZI MBLE: | think you m ght also
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mention (unintelligible).

DR. BLAKE: Admral Zinble also brings up the
poi nt of the benefit of the doubt, and that's
what we try to put throughout this entire
program \When we, for instance, do that

initial product I talked to you about, the
SPARE, we're getting the veteran's discussions.
The dose can be significant depending on --
let's say you were out on Enewetak -- where you
were at what time can change your dose
significantly, based on where the fallout
occurred and so forth. |If there's any question
in our mnds, if there's not a film badge
result or sone radiation exposure neasurenents
from what we called an ANPDR-27, was a Ceiger-
Mil I er tube back then, what we'll do is we'll

| ook for the highest values we can find that
are reasonabl e and assign that to the veteran
to give the benefit of the doubt.

There's still questions in people's mnds and
it is a challenging case trying to go back in a
case of 50 years and try renmenbering what
happened. | nmean all of us -- our nenories
fade, and that is the challenge in trying to do

this. So where we give an answer back to the
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VA with a copy to the veteran, two val ues go --
come back. Basically what we think, giving the
benefit of the doubt, is probably the average
dose. But the other thing that comes back is

t he uncertainty associated with that, and
that's what we call this upper bound, and that
upper bound is what the VA ultimtely uses to
determ ne the probability of causation.

VI CE ADM RAL ZI MBLE: Okay. Thank you, Dr.

Bl ake. Col onel Tayl or.

COLONEL TAYLOR: (Off m crophone) Dr. Gesell

t hank you for com ng and bringing that

i nformati on and - -

UNI DENTI FI ED:  Turn on your m crophone.

COLONEL TAYLOR: (Off m crophone)
(Unintelligible) did, thank you.

(On mcrophone) Dr. Gesell, thank you for

com ng and bringing that information. You
confirmed in my mnd sonme of the things that
have been troubling ne over the years. I|I'ma
little curious as to what sonme of the nmenbers
of this commttee who are particularly involved
in quality assurance feel about what you have
said, and 1'd be interested, not necessarily in

t he open forum but hearing a little bit of it.
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|'ve al so spent considerable time with Paul,
and | understand where they're going and how
we're trying to work at this because | daily
interface with veterans who cone to ne, know ng
that 1'm a nmenmber of this Board and know ng
that | was personally exposed, and asking
guestions. And | will take a nmoment to give
you one good exanpl e.

Last year about this time there was an article
published in the | ocal papers that I was a
menber of this Board and |I'd been working in
veterans affairs for 25 years in northeast
Florida. And I got -- both he and I got a
nunmber of calls, and one NCO was referred to nme
and | asked him what did you do? He said | was
a sergeant in the 2nd Marine division. That
didn't turn nme on. | says what did you do as a
sergeant in the 2nd Marine division? He said |
went into Hiroshima shortly after the bl ast.
Now he's got ny interest. So | says why? He
says | went as security for a group of civilian
scientists who went in to neasure dose and
assess damage. Okay. Did you carry any
speci al equi pnent? Nope, went in our field

uni forms. Carry any special badges, any film
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badges, dosineters or things |ike that? Nope.
How | ong were you there? Five days. When you
came out did you get a physical exam nation?
Nope. Did you get any instructions? The
medics told nme I'd probably catch cancer in a
couple of years, and if | did, turn to the VA
Did you? Yes. Did you turn to the VA? Yes.
What happened? Not hi ng.

Now you see where I'mcom ng fromas a nenber
of the Board that's comunicating with the
veterans and the dichotony that's presented.
So | want you to understand |I'mnot trying to
criticize what we're doing because | couldn't
appl aud this collection of talent and what
we're challenged with any nore that's happening
and to bring people like Dr. CGesell in here to
discuss it from what he does. | will show you
a picture that R J. really gave nme of atomc
bomb blast Priscilla that | was under as a

cl ose-in observer, somewhere right under the
center of it, pretty close, less than a mle
from ground zero and then wal ked to ground
zero. So ny own feeling, nmy own inpressions of
what he's saying and what happened, fromthe

broom decont ami nation up, is fascinating.
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Then | turn to Paul and say okay, what's
happened to all the film badge records? What's
happened to the thing? | would have been
delighted to have been one of the 99 nenbers.

| don't think they knew of it at the tine
because when | initially put in and put in for
a change in nmy status and added that 1'd been
under an atom c blast got picked up only a few
years ago, the first report was there wasn't
any 44th tank battalion in the 82nd; you
couldn't have even been out there -- with the
inmplication that | didn't participate. So we
had to get through sone rather rough hunps to
verify the fact that | was a legitimte veteran
of an atom c blast. When we got through that,
then it becanme a little easier.

So I"'mnot trying to be critical or anything
else. I'mtrying to say hey, what you guys are
tal ki ng about and listening and | ooking at is
worth taking into consideration to see what we
can do to correct 'cause those guys out there

t hat are maki ng public comment deserve every
bit of that consideration they can get. And |
think we all know that.

Now I'm off of nmy -- off of ny standpoint.
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Thank you very rmuch.

VI CE ADM RAL ZI MBLE: Okay. Col onel, | would
reassure you that you will hear tonorrow from
t he subcomm ttee reports just -- answers to the

gquestions that you're posing. So that's --
COLONEL TAYLOR: Being as --

VI CE ADM RAL ZI MBLE: -- com ng tonorrow.
COLONEL TAYLOR: Being as a nenber of one of

t hose comm ttees, | understand that very well
and being very associated with what we're
doing, | think we are very, very nmuch on the
right track. And | appreciate people |like the
Dr. Gesell coming in and telling us what
happened that gives us a franme of reference of
where we're going and what we're having to do.
' Cause | know Paul lives with that every day.
It's not easy.

VI CE ADM RAL ZI MBLE: And eveni ng.

COLONEL TAYLOR: That's true. Thank you.

VI CE ADM RAL ZI MBLE: Okay, any other comments
or questions? Yes. All right, Dr. Reinmann.
DR. REIMANN: | want to thank Tom Gesell, too,
for not only his presentation but spending a
coupl e of hours with our quality subcommittee

yest erday because | think the continuity and
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t he understandi ng of what wasn't going right in
the past is critical to creating what we are

all trying to do, and | appreciate M. Taylor's
comments, as well. The only thing I would add

is that | think we're all supposed to be

critical. | think we're being -- trying to be
constructive in that -- in that criticism And
the continuity provided by Dr. Gesell | think

is very inportant.

Just froma partly -- part of a perspective,
certainly we're going to elaborate on this
tomorrow, but the SPARE is an extrenely

i nportant step -- can't enphasize that enough
as a change fromthe past -- because it does
create a personal conversation between the
veterans and the government organizations that
are trying to -- to do these difficult

cal cul ati ons and decide -- make very difficult
calls in cases where the scientists thenmsel ves
have great difficulties making sure of the --
of the credibility of the measurements and so
on. And we appreciate Dr. Blake's coments
here about the four-tiered approach they're
taking to quality. W see that as a -- as a

very constructive step and we hope that we
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woul d all not only have sonme confidence in

t hat, but also roll up our sleeves and see if
we can accelerate that a little bit.

So these are very inportant areas and as a --
as a result of the effort that led to the
report, the subcommttee is working on just

t hat problem Kristin and John and Dave M Curdy
and so on and nmyself are -- are working on it.
It's got a way to go, and there's no question
about that and I think you'll hear sonme of the
specifics on -- on that tonorrow. But even
keying off a comment of Dr. Gesell's regarding
t he upper bounds and benefit of the doubt and
so on, | think it's very inportant not to see

t hese as notives, not applying the benefit of

t he doubt. The scientists thenselves can tie

t hensel ves in knots exactly trying to figure
out how you establish that upper bound. So it
isn't just a case of deciding whether or not to
give the benefit of the doubt, it's when you
give the benefit of the doubt how do you do
that with scientific validity and care. And so
| would -- | would just urge people when they
hear that argunent about upper bounds and

benefit of the doubt, that they understand that
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in ternms of the technical difficulties in doing
it, not in ternms of the notives of people doing
it, because the analysts that | listen to and
ot hers here have |listened to, have been
attenpting to apply the benefit of the doubt
with the best information. But as the
scientific informati on continues to inprove,

t he technical requirenments and the prograns to
do that well also have to follow suit. So I
think that if we're going to have a good,
constructive approach to doi ng what we all want
to see happen, | think it's inmportant that --

t hat we be careful on things |ike m staking
probl ens associated with doing a technical task
-- confusing that with nmotives of not wanting
to do a good job. So | just wanted to sort of
pose that notion as a very, very inportant one
i n understandi ng how we all nmake this end up
wor ki ng better. And | think the continuity of
-- applied here by Dr. Gesell and the very good
effort that went into that study is very, very
i nportant to all of us.

VI CE ADM RAL Z| MBLE: Thank you very nuch for

t hat comment. That's very hel pful. Anyone

el se? Yes.
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DR. LATHROP: Thank you. | just wanted to
poi nt out -- people in the audi ence nmay not be
aware of some of the relationships between the
organi zations here. W sit here on this

Advi sory Board and one of the things we do, as
Dr. Rei mann was just nmentioning, he chairs the
comm ttee on quality assurance and quality
managenent, and | al ways think those are --

t hose words have too many syl |l ables, but what
they really nean are our subcommttee is
specifically I ooking at ways you can put in
particul ar sort of procedures -- put theminto
pl ace so that the calculations are done in an
appropriate and docunented and consi stent way.
Now you notice right to ny left is Dr. Bl ake,
who's done a -- frankly, just an astounding job
on the NTPR work. But although he's right on
my left and he's part of the commttee, the
Board, we actually have a -- an arm s di stance
relationship. | think Dr. Blake will be quick
to agree that when our sub-- subcomm ttee says
we need to see nore denonstrable and systematic
and trackabl e and docunentable QA -- and our
recommendati ons are saying that and you wl|l

hear those tonorrow -- we're very nuch at arnls
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l ength and taking the position of being an

i ndependent, frankly demandi ng, review board to
see that all these QA procedures are being

i nproved and | ocked into place in ternms of the
contracts, the contractual relationships. So |
want to assure you that's the role that we take
as part of this Board, and we're pursuing that
to the best of our abilities, and you'll hear a
| ot of details about that tonorrow.

VI CE ADM RAL ZI| MBLE: Okay. Thank you.

COLONEL TAYLOR: May | add a word to that? One
of the things that occurred to me when | first
got on this Board is when | |ooked at it and we
started to work, nost of these men and wonen
are either of a medical background or a

radi ati on background or a nmeasurenent and

qual ity assurance background. And they were

pi cked for that for this reason. | froma
veteran's experience and so forth. But the one
characteristic that came to me al nost

i medi ately fromthe conposition of this Board,
that these nen are -- nmen and wonmen are very
preci se and very accurate in the way they
approach and express what they do. And |I'm

very proud to be a part of that. | think al
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of that is very much to the benefit of the
veterans. Thank you, sir.

VI CE ADM RAL ZI MBLE: Thank you, Col onel. If
there are no further coments -- oh, is your --
UNI DENTI FI ED: (Off m crophone) No.

VI CE ADM RAL ZI MBLE: Okay. Dr. Gesell, |

t hank you very, very much for -- that
presentation was extrenely hel pful to the

del i berati ons of this Board.

DR. GESELL: Well, thank you for the
opportunity.

VI CE ADM RAL ZI MBLE: We now, according to the

agenda, are to adjourn for lunch. | would urge
everyone to be back here as -- close to 1:00
o'clock, at which time we will listen to sonme

public testinony. Thank you.

(Vher eupon, a recess was taken from 11:20 a. m
to 1: 00 p.m)

COVMVENT SESSI ON

VI CE ADM RAL ZI MBLE: Before we start the
public comment session, | would just like to
make a couple of remarks that deal with this --
with this session. First of all, | want to
reiterate the -- what are the responsibilities

of this Advisory Board. Now it was Public Law
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108-183 that actually created this Veteran's
Board for Dose Reconstruction, and it was done
for a very specific purpose, to provide

gui dance and oversight of two processes. One,
dose reconstruction, and -- and we have the
experts on the Board that are certainly capable
of providing that oversight and gui dance. And
also to ook at the process of -- of filing and
processing the clains conpensation prograns for
the veterans that are related to conditions
dealing with ionizing radiation.

And then a second objective, in addition to

| ooking at those two processes, is to assi st
DTRA -- specifically NTPR -- and the Veterans
Adm nistration in -- and maki ng recomendati ons
as to their -- their communication with the
veteran, establishing dialogue with the veteran
and keeping the atom c veterans infornmed
regardi ng the progress of their clains.

Now, we -- let's talk about what we're not --
have no responsibility to do. ©One is to | ook
at individual dose reconstruction cases, SO
we're -- we're not the people that you should
come to to -- for an appeal because you have a

problem with reconstruction. We want to know
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about it, but the appropriate place to review
an individual dose reconstruction is NTPR, and
usually the best conduit to get to NTPR is

t hrough the Veterans Adm nistration.

We al so are not an appeals board. There is an
appeal s board established within the Veterans
Adm ni stration. Now we don't serve that

functi on.

We're not in a position to help any veteran
with a claim Again, if there's problems with
the clainms, we want to know about it because
it's only through knowl edge of the problemthat

we can help make recommendations to fix the

system But -- but the idea that we will be
i ndi vidually responsible for -- for helping a
claimant with a claimis -- is not within our -

- our charter, not within our purview, and
there are far nore conpetent people that can
help a claimant with a claim Again, we want
to know about it. That's inmportant that we
under stand the problens, but we're not in a
position to help as -- as your advocate to fix
it.

And then of course, we aren't a | egislative

body, so we can't change or revise any of the
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provisions that are currently within the |aw.
You' re going to have to |look to a congressman

or a senator or both in order to make any --

any nodifications to -- to existing

| egislation. W can't -- we can't do anything
about that. That's a -- that's a much higher
pay grade.

And then how can you foll ow what we're -- nmake

sure that you're following what you're doing.
You know, to travel to Los Angeles and to Tanpa
and then to Austin and wherever we wi nd up next
time -- which will, by the way, be in Norfolk,
Virginia -- | think one way to follow our
activities is look at our web site. The web
site is VBDR. org and that's -- if you're -- if
you're conmputer literate, that's the easiest
way to find out where we are and what we're
doing. All the mnutes will be published

t here, reports are published there, et cetera.
The ot her way of course is to call our toll-
free line and |'ve got the toll-free line up
there for you to -- to see, and you'll talk to
some people at the office that can answer any
of your questions about our activities with the

Boar d.
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| think that was a -- that's really all | had.

| just wanted you to be aware of what we --
what we're chartered to do, what we're not
chartered to do, and -- and exactly what roles
we want to -- we want to fulfill

Now | have a list of one, two, three, four,
five, six, seven -- eight people who would Iike
to testify this nmorning -- or this afternoon.
And we're delighted to listen to your
testinony. Listening to what you -- your
concerns are is the best way for us to have a
sense of where we need to go to make
reconmendati ons to enhance the system and nake
it -- make it work better.

| would ask that you li-- try to limt your
remarks to about five m nutes -- one, two,
three, four, five, six, seven, eight -- that
woul d be two hours -- no, it won't, it'll be 40
m nutes. | get carried away. That would be
about 40 m nutes, and we have allocated --

we' ve al located an hour and a half, so -- so
we're not going to -- we're not going to -- to
snatch you away fromthe m crophone if you want
to talk longer than five, but try to limt your

-- your -- your remarks to -- to not being
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repetitive.

And -- and with that, | would like to call our
first -- our first contestant, M. Contreras.
Good afternoon, sir.

MR. CONTRERAS: (Good afternoon, sir. M.

Chai rman, Board nenmbers, ny nane is Carlos R
Contreras. |I'mthe president of a new

organi zation, Atom c Veterans of America,

| ncorporated. We becane incorporated in
Decenber, 2005; got approved on January 9th in
the state of Arizona. | had some concerns, but
| took care of themwith M. Panmperin and we
got that squared away, so until tomorrow, thank
you very nmuch.

VI CE ADM RAL ZI MBLE: Thank you very nmuch.

You' ve now given more time to some of the other
-- sonme of the other individuals -- other
veterans. | -- I'mglad that M. Panperin was
able to assist you, and that basically is what
we really like to do.

MR. CONTRERAS: Thank you very much. He's very
efficient. Thank you, sir.

VI CE ADM RAL ZI MBLE: Good. Thank you. All
right, M. --

COLONEL TAYLOR: (Off m crophone) Can | ask him
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a question? You and | --

VI CE ADM RAL ZI MBLE: Use your m ke.
COLONEL TAYLOR: -- had a conversation --
UNI DENTI FI ED: (Off m crophone) Turn your

m crophone on.

COLONEL TAYLOR: -- when you (on m crophone)
were in -- you and | had a conversati on and
you're in Oregon, | believe, aren't you?

MR. CONTRERAS: In Oregon? No, |'mfrom

Ari zona.

COLONEL TAYLOR: Okay, nmy apologies. No, | was
trying to talk to a man that formed an

organi zation in Oregon and he's published a
newsletter. Okay. Thank you. Right church,
Wrong pew.

VI CE ADM RAL ZI MBLE: All right. M . Faul kner .
MR. FAULKNER: M. Chairman, Board nembers, ny
name is Joe Faul kner, Colonel, U S. Air Force.

| was surprised that we didn't have the kidney
function in the cancer deal here. The pilot
that flew with me passed away 16 years ago. W
were on Project GREENHOUSE, heavy exposure, and
he passed away with cancer and heart probl ens.
We had been briefed with some of -- prior to

| eaving Eglin Field where we prepared for this,
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we'd been briefed on some of the things that we
m ght encounter on our trip over to the --
Enewet ak and -- by Admral Rickover's -- he had
a doctor or two there, flight surgeon or two.
And they -- they gave us a few things to | ook
out for, but we were young and full of stuff
and vinegar and we paid no attention to that,
we went on. So today |'m encountering kidney
probl ems, | eukem a, Type Il diabetes, and of

course my good friends in the VA are saying

well, it's been 55 years al nost since all --
since you did all of this. | think they think
the statute of limtations have run out on ne

or something. So I'm just wondering if -- |
think this is a great deal, the Board and so
forth, on this recal cul ati on, because | had no
dosineter. No one on ny crew had a dosi meter,
t he photographic people or anybody. And |
don't know what happened to them

But | was on a rescue m ssion -- we had one
little congressman that was allowed to cone
over, and he had to see what happened ri ght
after the -- the burst, and he had -- they had
engine failure with the helicopter and they

auto-rotated right on ground zero. | |anded ny
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ai rpl ane, went back with another helicopter,
thinking I mght have to ferry them out of
there. But | also took the fuel punmp -- that
was the problem the fuel punmp was out --
changed it -- but I was on the ground for 28
mnutes in the -- right beside the other
airplane, and I got them both off the ground in
28 mnutes. | spent four hours and sonet hing
in a salt water shower. Sonebody nust have

t hought there was sonething wong with the
system

But now that -- and I'lIl be 87 right shortly.
Thi ngs are beginning to happen to me and |I'm
begi nning to wonder if anybody's |istening.
get many queries back fromthe VA wanting ne to
prove that | was there and all this kind of
stuff. 1've done all of this, and I'm stil
waiting for -- to hear something fromthem
Thank you, sir.

VI CE ADM RAL ZI MBLE: Thank you very nmuch, M.
Faul kner. May | -- | have a few questions for
you, if you'd go back to the m crophone.

How | ong after the detonation were you on
ground zero for 28 m nutes?

MR. FAULKNER: | had gone -- started back hone,
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whi ch was 32 kil ometers across the atoll back
to the other landing strip, and | immediately
left my altitude of 10,000 and it was breaking
day and | came down, made four or five passes
for the photographers to get the view of what
we had done down there, and |I'd started back
home when | heard the mayday and | | anded

i medi ately, picked up the fuel punp, a few
hand tools and went back over with a -- with
anot her pilot, the one that I was telling you
just passed away 16 years ago.

VI CE ADM RAL ZI MBLE: You' d estimate that to be
what, about four hour, six hours?

MR. FAULKNER: Oh, no, this was within |I'd say
an hour and a half.

VI CE ADM RAL Z| MBLE: Okay. All right. And --
and you have filed a -- a claim--

MR. FAULKNER: Yes, sir.

VI CE ADM RAL ZI MBLE: -- for the | eukem a?

MR. FAULKNER: Yes, sir, but I -- 1 haven't
heard back from them on that one 'cause | was
just diagnosed the end of Decenber with the

| eukem a.

VI CE ADM RAL ZI MBLE: COkay, so it's been

basi cally about five nonths since --
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MR. FAULKNER: Ri ght .

VI CE ADM RAL ZI MBLE: -- since you've filed the
claimor --

MR. FAULKNER: Yes, sir.

VI CE ADM RAL ZI MBLE: -- less than five nonths.
MR. FAULKNER: And | realize they've probably
got clainms stacked to the ceiling down there.
VI CE ADM RAL ZI MBLE: They're stacked. |[|'m not
sure to the ceiling, but they're stacked.

Ckay. Thank you very mnuch.

MR. FAULKNER: Yes --

VI CE ADM RAL ZI MBLE: Excuse me -- any--
anybody on the Board have any comments or
guestions? M. Groves.

MR. GROVES: Joe, | had talked to you a m nute
ago, as well, and you had said that you al so
had been di agnosed with sone skin cancers, as
wel | ?

MR. FAULKNER: 1've had |I think close to 30
skin cancers.

MR. GROVES: Okay. Well, just at sone point
you want to be sure that that also is one of
the issues --

MR. FAULKNER: Yes, sir. I1'mglad to find out

that we're going to consider that now.
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MR. GROVES: Okay. Thanks.

VI CE ADM RAL ZI MBLE: Thank you very much. M.
Caffarello. Okay, you're up

MR. CAFFARELLO: Yes, ny nanme is Caffarello.

My problemis DTRA. From the begi nning they
have been using Naval records to indicate how
much exposure | had. 1In the beginning |I told

t hem i medi ately, your records are no good
because you're using Naval records. | was the
guy that was reading and recording all the

radi ation levels all during SANDSTONE during
the entire operation, and | know after YOLK it
was i npossible to read the recordings with a
full-sized piece of filter paper. It had to be
cut down to a postage size -- stanmp size until
| could get a reading.

Still I"mhaving trouble with the DTRA getting
a reconstruction. They have now shoul d be

t hree nonths that they've been starting to get
a reconstruction on my dose, and | stil

haven't got an answer. Before |I left for this
nmeeting here yesterday, | called the VA to find
out if they got any word. Nothing yet.

What |'m concerned with is that reconstruction

dose is what's going to benefit me because
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they' Il know then how rmuch disability |I can get
and what for. That's my point. | need a
reconstruction.

VI CE ADM RAL Z| MBLE: Okay. You -- do you have
a nmedical condition that you're filing a claim
for?

MR. CAFFARELLO. Yes. Now the catch is, |'ve
had five radiogenic diseases, but the first
three on that |ist of page 11, | believe it is,
the first five |I've got three of them In the
first ten |'ve got another one, so it's four
out of five. The one that's not there is

radi odermatitis, and | attribute that strictly
to the fact that | was handling these highly
radiated filter papers all during the

oper ati on.

VI CE ADM RAL Z| MBLE: COkay. Tom do you have
any conmment ?

MR. PAMPERI N: Yeah, can we talk afterwards, if
-- if you don't want to talk in public? Are
you tal king -- when you tal k about you' ve got
three of themon the first list, are you
tal ki ng about presunptive disabilities?

MR. CAFFARELLO: No, I'm tal king about the |i st

of -- what do you call it -- diseases that are
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caused by cancer, by radiation, in the nost --
there's a Veterans of Radi ation book, page A-
11, | believe it is.

MR. PAMPERIN: Okay. |1'd like to talk to you
afterwards. We also have a representative here
fromthe Waco Regional Office who's a rating
specialist and -- could you identify yourself,
pl ease -- and

UNI DENTI FIED: (Off m crophone) I'm
(Unintelligible) Waco Regi onal Office
(unintelligible). 1'lIl be happy to speak with
you afterwards.

MR. CAFFARELLO: Okay. By the way, there are -
- 1 left envel opes on each of your desks there.
The first -- second or third page, | took two
pol ygraph tests to make sure that everyone
knows I'"'mtelling the truth and that these

t hings did happen exactly as | said in nmy first
claimin 10/11 -- 10 April 1996, and that was

t he purpose of the polygraphs, to make sure

t hat you understood that this is what happened.
VI CE ADM RAL ZI MBLE: Thank you very nuch.
Thank you very much, M. Caffarello.

MR. CAFFARELLOC: Ckay.

VI CE ADM RAL ZI MBLE: M. Patterson? M.
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Patterson, come on down.
(No responses)
Not here. Is -- is Ms. Darlene Graham here?
(No responses)
Ckay. M . Bernard Tschoerner.
MR. TSCHOERNER: Thank you, M. Chairmn and
Board. What | want to just nention is that the
Def ense Nucl ear Agency was telling nme that I
wasn't around a contam nated aircraft, that's -
- it happened in TUMBLER- SNAPPER, Shot FOX, at
Wal ker Air Force Base, Roswell, New Mexi co.
Well, | been, you know, writing letters and --
and you know, it's the same thing, we just
ain't -- ain't got no records. So finally

t here was anot her gentlemen on this sane

ai rpl ane, and he -- he was dealing with them
and they -- they gave hima dose figure, and |
been writing to them and they never did -- but
| found out -- | got his name and then | sent

that to ny senator, the same letter that --

t hat he was getting. So then they -- they
sent me a letter and said -- you know, but they
still claimthat that aircraft wasn't -- it
wasn't contam nated. | wasn't in the -- in the

test, but this airplane came to -- to Wl ker.
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It wasn't decontam nated. And so | finally --

t hey don't have that information, but |'ve got
records now fromthe base -- the base's been
closed a long time -- stating that that

ai rpl ane was contam nated at Wal ker. So it

just -- you know, | -- | don't fool wth
anything, and then later on -- this is another
subject. In "65 or something like that, | went

t hrough the altitude chamber at Randol ph and |
had a ear problemin that chanmber. And they
took all the people out and transferred themin
the -- in the next chanmber and they worked with

me, and so when we got down, this technician

came over there -- or a doctor, | don't know
who he was -- he -- before he gave nme this in
my nostrils, he said this'll be in your

per manent nmedi cal records. Well, okay. So I -

- | got this dose down nmy nose and he told nme
you' re grounded. You can't fly no nore until
your flight surgeon, which was at ElIlington,
will -- will turn you |oose. So about three or
four days later | was scheduled to fly but the
flight surgeon wanted to see ne. | went and
seen this flight surgeon and he said you still

can't fly -- that -- that day. So then later
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on | was okay, you know, | could -- | could
start flying. But anyway, the whole thing is,
no records. Not even from Randol ph, not even
fromEllington, no records. | sent for ny
records | believe it was three tinmes. Nothing
in there. So that -- that's ny...

VI CE ADM RAL ZI MBLE: Ckay, thank you. Let nme
-- |1 need to ask you one question. Now you --
you were not at an atnospheric test.

MR. TSCHOERNER: No, | was not in the test.

VI CE ADM RAL Z| MBLE: Ckay. You were back at -
- at base.

MR. TSCHOERNER: | was -- | was a mmi ntenance
man and - -

VI CE ADM RAL ZI MBLE: And you're taking care of
a contam nated plane --

MR. TSCHOERNER: That's --

VI CE ADM RAL Z|I MBLE: -- or a plane that was
presuned to be contanm nat ed.

MR. TSCHOERNER: Yeah, that's right.

VI CE ADM RAL ZI MBLE: That -- that does --

DR. BLAKE: It would fall under.

VI CE ADM RAL ZI MBLE: This could fall under,
okay. Dr. Blake said that that could still

fall under the category of atomc vet for --
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for the -- for the purpose of this Board.
My next question is are you -- do you have a
cl ai n?

MR. TSCHOERNER: No.

VI CE ADM RAL ZI MBLE: No.

MR. TSCHOERNER: No.

VI CE ADM RAL ZI MBLE: Do you have a con-- do
you have a nedical condition that you think

m ght be related to an exposure to ionizing
radi ation fromthat episode --

MR. TSCHOERNER: Well --

VI CE ADM RAL ZI MBLE: -- with contam nation of
t he pl ane?

MR. TSCHOERNER: -- | -- | cannot say that
‘cause | -- you know, but | do have a ear
problem | got dizziness, and when | went to
the -- to the VA in Tenple, | told the doctor
there that |'d like to see the ear doctor. So
they sent me to the ear doctor and first he had
a student doctor | ook me over, gave nme sone

j okes there and -- and then he cane around and
-- the main doctor -- and he said well, we
don't have no records, you know, anything --
problem you know, that | had in the -- in the

past. So he said that's as far as we go.
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VI CE ADM RAL ZI MBLE: Okay.

MR. TSCHOERNER: And they didn't even give nme a
hearing test. | nmean -- | nean, you know, SO -
VI CE ADM RAL ZI MBLE: Let ne ask a question of
one of the other Board menbers. M. Panperin,
if in fact there's a question of his being
exposed to contam nation, would he be eligible
for an | RR exam nati on?

MR. PAMPERIN: Yes, he would, and in addition
to that, if you -- if you've never filed a
claimw th us and your service nmedical records
denmonstrate that you received sonme treatnment
for an ear problemas a result of one of those
chambers, it would seemto nme that we've got a
pretty clear path here where we could file a
claimand -- and get that evaluated for you.
MR. TSCHOERNER: Well, you know, when the
doctor said here -- here -- we stop here, see,
so | go back and | talk to the nurse in the
hospital and | said | wasn't satisfied. So I
went home. That afternoon | got a call. They
said we got a appointnent for you to go to San
Antone (sic) VA. So | go to San Antone and

after they found out that | was in this
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altitude chanmber -- see, they gave ne radium
t herapy through that nose. | -- | didn't know
that until | was at Ellington. They didn't

tell me that at Randol ph. So anyway, when they
found out over there at San Antone that | was
in that altitude chanber, | could tell right
then that -- it just -- what they was
interested in, | had cancer on ny ear, that was
good, | appreciate that. But they were
interested in that ear. \Wen that man -- he
took a X-ray of ny ear and when | asked himdid
he check the inner parts, he said no, that --

that's a specialized test, they didn't do that.

So |l mean | just -- I"'mjust telling you what |
went through and who do | talk to, | don't
know.

MR. PAMPERIN: Well, again, it sounds |ike --
MR. TSCHOERNER: | know you have to file it --
MR. PAMPERIN: -- (unintelligible) the
jurisdiction of the Waco Regional Office it
sounds like if you went to the Tenpl e Medi cal
Center, so we can -- we can take a claimfrom
you today for purposes of -- of getting the

di sability evaluation rolling. And she'll --

she'll assist you with that.
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MR. TSCHOERNER: Well --

VI CE ADM RAL ZI MBLE: COkay.

MR. TSCHOERNER: -- okay. Okay.

VI CE ADM RAL ZI MBLE: All right, we're going to
take care of you. Now | have to tell you that
that's not the role of the Board, but | do --
MR. TSCHOERNER: Well --

VI CE ADM RAL ZI MBLE: That's okay, | appreciate
your testinmony. It just so happens the right
people are in this roomto give you a hand, so
we'll take care of you.

MR. TSCHOERNER: Yeah. Look, I'msorry, | know
-- but I thought, you know, 1'd tell sonebody.
VI CE ADM RAL Z| MBLE: | -- no, I"'mglad --

MR. TSCHOERNER: That's all, see?

VI CE ADM RAL Z| MBLE: -- you told us. " m gl ad
you told us, and I'mglad that you're here
because there's people here that can hel p you.
Ckay, M. Terry.

MR. TERRY: My name is Joe Terry. | am a
retired Navy chief radarman, and |'ve got ny
menory right here (indicating). That's the
mai n t hing.

| was in three atomc tests at Enewetak and

Bi kini, and I was in one south of San Di ego, |
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think it was SWORDFI SH they call it. It was a
t or pedo, underwater deal.

Since then |'ve retired and I have -- | went to
the VA in 1995 and they said nothing, you don't
-- you don't deserve anything. And then again
in 2000, | believe, and again they said you
don't deserve anything. So | just got through

wi t h another one and they gave me ten percent

for hearing. | didn't even know | had bad
hearing. | have had cancer, ny prostate, and
they renoved it. And they -- the VA doesn't

even want to listen to nme about that. They say

it's not worth anything. They know the after-

effects of it. The after-effects are ED -- |
hope you all know what that is -- and ny bowel
and bl adder control, which is very little. |If

| don't make it to the bathroomw thin ten

m nutes, |I've had it. | wear a diaper whenever
| can't make it. And | have hypertension which
| " mtaking medication for, and | have had

hum liation and early retirenent because of the
hum liation and so forth because I was worKking
as a control supervisor and if | couldn't make
it to the bathroomit was very humliating, so

| retired early.
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| have skin cancers -- oh, a bunch of them

Fact is, so many that ny doctor has recommended
| take care of them nyself, get Freezone* from
the |l ocal medicine place and you take care of

t he cancers yourself. | have three right now
that I'mafraid to take care of. | have one on
my tenple, one on ny left earl obe and one on ny
lip. 1'Il have to go to her to get it taken
care of. The VA doesn't want to hear about
that, either.

Conpensation, |'ve already conme up with. They
say that they will conpensate nme ten percent,
but they took it out of ny retirenent. And |
asked what conpensation that was, and nobody
seenms to know what conpensation |I'm getting out
of that.

' mtaking seven different medications,
prescriptive nmedications, for bladder cont--
for diabetes, hypertension, chol esterol and ny
heart, and the VA doesn't want to hear about

t hat .

| have another one that they don't want to hear
about, and they don't even know what it is.
It's internal body nyetosis (sic). |'ve never

heard of it and I'm sure a |ot of you haven't,




© 00 N O O B~ W N P

NN NN NN P PR PR R R R R R
ag A W N P O ©O©O 00 N o 0o p W N — O

129

but they say that there's no cure for it
because they don't know what it is. The only

thing they know is it's a nmuscle deterioration,

and I'mtaking five or -- five non-prescriptive
medi cations for this, and they still don't know
what it is, and it's -- it's eating away at ny
muscles. | can -- | can't walk very far, |ess

than a quarter of a mle. And when I clinb a
set of stairs like these out here in front, I'm
j ust about through for about an hour. And
that's the one that VA doesn't even know
anything about. 1've told them about it, but

t hey don't believe it.

So I'min pretty well desire of something that
the VA will do about.

VI CE ADM RAL ZI MBLE: \Where are you fronf

MR. TERRY: [I'mfrom Santa Fe, Texas.
VI CE ADM RAL Z| MBLE: Ckay, right -- right here
in Texas. | -- 1 would et you know we have

the representatives fromthe Waco VA here
(unintelligible) getting him-- it'd be worth
tal ki ng about with them Your skin cancers we
are definitely looking at. We'Il be making
some recommendati ons about that tonorrow from

the -- fromthe subcomm ttee, so that may be
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rel evant.

Some of your other conditions that you
mentioned are not really related to ionizing
radi ation.

MR. TERRY: Even the cancer?

VI CE ADM RAL ZI MBLE: Well, no, now prostate
cancer is -- is related, but it takes a very,
very high dose. Have you had dose
reconstruction done? Have you --

MR. TERRY: Yeah, | asked the -- the governnent
in 1995 and they canme back -- there's another
situation that don't make sense. | went

t hrough -- | was on a -- a radar picket
destroyer in Enewetak and Bikini --

VI CE ADM RAL ZI MBLE: Ri ght.

MR. TERRY: -- and every blast that we had,
after the blast -- about three or four hours
after -- we had to follow the fallout. W
followed it sometimes for three and four days,
underneath it. Every tine it rained, the
damage control people said the ship was hotter
than a pistol and we had to do wash-down, every
time. So they washed down, but | don't know
what they got of it or anything el se.

The ot her one was on the USS Hopewell, on the
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ot her explosion. About two hours after the
expl osion, we went in to gather debris fromthe
expl osion. And again we were hotter than a

pi stol. There was a sea-going tug that had
pulled the target into the area, and as a
radarman | knew right where he was all the
time, and he was about the same distance from
us as he was the blast, and the sanme distance
fromthe blast as we were, and he got .3

Roent gens and we got zero. And I don't
understand any of this at all, why we got no --
no Roentgens at all from Enewetak and Bi ki ni
and we were right under it.

DR. BLAKE: M. Terry, |I'm Paul Blake, the NTPR
program manager from the Nucl ear Test Personnel
Revi ew program at the Defense Threat Reduction
Agency. |'mthe one responsible to recal cul ate
your doses that happened there. W may have
done one for you now, |'m not sure. ' m happy
to follow up on that and we can produce one for
you, too. M deputy is right behind you, Major
Kyle Reybitz. He's in civilian clothes, and if
you'd like to pass his -- pass your nane to
him we'll try to get an answer for you as

qui ckly as we can.
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MR. TERRY: Okay, thank you. M radiation
badge, at the tines we were wearing one -- we
t ook showers in them we swamin them and
everything else, so | don't know -- they were
just a little strip of something in sone pa--
in sonme cardboard, that's all they were.

DR. BLAKE: That -- that was probably a film
badge, but what we'll also do is try to conpute
your internal dose and some of the other dose
t hat m ght not have been seen by the film
badge. So that's -- that's the reason we're
going to need to talk to you and get -- and
track down sonme information.

TERRY: Thank -- thank you, sir.

PAMPERIN: M. Terry, are you enrolled in

VA heal t hcar e?

MR.
MR

TERRY: Yes, | am

PAMPERI N: You are.

TERRY: But | don't use it.
PAMPERI N:  You don't use it?

23333

TERRY: | had a -- | had a -- an

exam nation, so to speak. The doctor wanted to
know a bunch of questions, he asked nme a bunch
of questions and had a bl ood test done and

something else. | never heard fromthat. And
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when | took this, he -- he recomended 20
percent for the cancer and 20 percent for the
skin, but he didn't sign anything and t he DAV
said that it wasn't any good unl ess he signed
it.
MR. PAMPERI N: Okay. And we had tal ked
earlier, and again just to rem nd you, as a 20-
year mlitary retiree --
MR. TERRY: Yes, sir.
MR. PAMPERIN: -- if you were given service
connection for your hearing |loss as a result of
a nuclear test, you should apply to the Conbat -
Rel at ed Speci al Conpensati on Board for your
service and get that retired pay restored to
you.
MR. TERRY: Yes, sir, if somebody'|ll just tel
me what to do, I'll do it.
VI CE ADM RAL ZI MBLE: Thank you very nmuch. Is
M. Claude Patterson here?

(No responses)
Ms. Darl ene G ahant?

(No responses)
I n that case, perhaps they m ght be avail able
tonorrow to testify, but that concludes the --

t he public comment session. W can nove on
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fairly quickly -- yes, sir?

MR. WYANT: My nane is Clyde Want --

VI CE ADM RAL ZI MBLE: Oh, yeah, M. Want, we
know you very well. You --

MR. WYANT: Yeah, | know you do.

VI CE ADM RAL ZI MBLE: You've testified before
this commttee three tinmes, and we --

MR. WYANT: |'ve got a couple of questions that
| want to ask.

VI CE ADM RAL Z| MBLE: Okay. Il -- I just --
before you ask the questions --

MR. WYANT: Yes, sir.

VI CE ADM RAL ZI MBLE: ~-- | want you to know

t hat every word that you' ve ever said before
this Board is -- is witten down verbatim and -
MR. WYANT: Yes.

VI CE ADM RAL ZI MBLE: -- and we have it all in
our records --

MR. WYANT: Yes.

VI CE ADM RAL ZI MBLE: -- and in our archives.
MR. WYANT:  Yes.

VI CE ADM RAL ZIMBLE: So |'d be happy to
address anything new that you -- that you have

or you want to present.
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MR. WYANT: Okay.
VI CE ADM RAL ZI MBLE: Okay? Now you had sonme

guestions. You want to go to the m crophone?

MR. WYANT: | don't think |I really need it.
VI CE ADM RAL ZI| MBLE: | don't think so, either.
Go ahead.

MR. WYANT: Anyway - -

UNI DENTI FI ED: Well, they want to record it.
Unless it's --

MR. WYANT: Oh, they want to record it? Okay.
"1l be glad to speak (unintelligible).

| appreciate what you people have done. |[|'ve
been with you since the day one and -- and this
is my -- when | was in Tanpa and then | was in

Los Angeles in the fall and now I'm here, and I
come |l ast night and they told me it was

cancel ed, but | found out from-- the hotel
manager got ahold of me and she says Cl yde,
they' re meeting upstairs. And so she brought nme
upstairs this norning and everybody wanted to
know where the heck I was. And there's a

col onel around here that found nme down there
talking to the manager of the hotel, and he
wanted to know where | was, he was sure glad to

See ne.
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Anyway, what |'mtal king about, | -- | solely -
- fromthe beginning I have wanted to see this
happeni ng because NAAV basically started this,
primarily. But | think the veterans in the
atomc, both in nmy classification and out in
the Pacific, are norally mstreated. And this
dose radiation (sic) is a farce, and it still
is.

And to prove to you, in Tanpa, out of 1,250

t hey asked how many passed. They said they al
di d except one. And you ask what, dose

radi ati on. Now dose radiation has nothing to
do with it. I'ma sole survivor of those that
wor ked at Los Al amos making the atom c bomb. |
was there on June 25 when we tested it. And 30
days |l ater we dropped it in Japan, ending Wrld
War II. That's all |I'mgoing to say about

t hat .

| " monly wondering why |'mthe only one. \Why
do | have to prove that | got radiation when |
have a letter from Dr. Oppenhei ner, who's the
head of the project, who picked ne out of

Washi ngton, D.C. two years before that. And I
have a letter thanking -- | still got it with

me -- thanking ne for ny service, in August
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after I left. And | still haven't got any --
the President said in 2001 at Arlington, after
giving the speech and praising the Purple
Heart, he said | just -- and these are his
words -- | just found out three nonths ago that
there are a group of veterans who are being
nmoral ly mistreated and negl ected and abused,
and that's the veteran with atom c radiation,
and we do not know what to do. That's his
words. And he said afterwards they should be
getting the sane treatnent as the Purple Heart.
Yes, they were shot and wounded, but they're
all well -- as much as possible -- but the
atom c veteran with radiati on, we do not know
what to do, have no idea what to do. |'m going
to recommend to the Congress that they get a
Purpl e Heart and they get some conpensati on.
That's the last | ever heard of it. But that's
alittle (unintelligible). But what |I'm here
today for is why am | having to go through al
this rigmarole of proving that |I'm radiation
and this and that when you have the proof, |
have the proof. |I'mthe sole survivor. Wy
can | not get my Purple Heart, which I was

promi sed in 2001, and why can't | get sone
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conpensation for radiation?

Everything that's wong with ne -- and | been
going to the VA -- oh.

UNI DENTI FI ED:  You're covering the antenna.

MR. WYANT: | been going to the VA ever since
"46 when | got out of the service. | finally
got ten percent. |'ve had ten percent for over

20 years when | had nmy first back operation.
That's 40 years ago. M third one was 30 years
ago. My last one was ten years ago. They're
all comng apart. | have 19 X-rays and two
MRI s that they've had for over two years, the
Portland VA, proving that | need these
surgeries redone. But the problemis there's
not one surgeon that will touch ne, because
when they found out that | was radiation, they
deni ed --

VI CE ADM RAL ZI MBLE: Okay, M. Wland (sic) --
MR. WYANT: -- ny service and --

VI CE ADM RAL ZI MBLE: -- that testinmony --

MR. WYANT: And that's what | nmean, why can't -
- and you can't tell me who. Darlene Hool ey* -
VI CE ADM RAL ZI MBLE: OCkay - -

MR. WYANT: -- is ny representative. She's in
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Washi ngton right now trying to get me. She's

on nine of your commttees.

VI CE ADM RAL ZI MBLE: Okay.

MR. WYANT:
just told a

sonmebody to

But why can't | get it. Now you
man here a while ago a group -- or

contact. Who can | contact to help

me?
VI CE ADM RAL ZI MBLE: Well, | -- first of all,
everybody gets exposed to radiation. It

depends upon the dose.

MR. WYANT:

I''m 100 percent.

VI CE ADM RAL Z| MBLE: Yeah, right. So the

guestion is,
recei ve and

MR. WYANT:

what -- what |evel dose did you
-- and that has (unintelligible) --

Well, | worked in the chem ca

| aboratory making the dammed thing, what do you

t hi nk?

VI CE ADM RAL ZI MBLE: Well --

MR. WYANT:

radi ati on --

There was nobody telling me it was

nobody.

VI CE ADM RAL ZI MBLE: Okay - -

MR. WYANT: Renenber, this is 1943, '44 and
"45. A hell of a ot of you weren't even
around. And I'm here, 1'm 85 years old and
blind, and I need hel p.
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VI CE ADM RAL ZI MBLE: Ckay, M. Wland (sic) --
MR. WYANT: And | expect this group to help ne,
and I'mwilling to help themto find these
veterans who are out there. | wanted to go

| ast year and travel the United States
contacting these different states and use ne as
a PR to get sonme publicity and find these
veterans. When | go around to the different
veterans' progranms or the veterans' neetings
around the country and | find out who I am and
| say are you atom c veteran, he said well,

was out in the Pacific and this and that, and |
says why don't you belong? W have |ess than
12 or 15 percent of the possible eligible
veterans. | pick themup all the time just in
Oregon, and they know not hing about it.

Neither did I know anything about it until
2000.

VI CE ADM RAL ZI MBLE: M. Wl and, (sic), thanks
MR. WYANT: Yes.

VI CE ADM RAL Z| MBLE: -- thank you.

MR. WYANT: Thank you very nuch.

VI CE ADM RAL ZI MBLE: Thank you.

MR. WYANT: |'m going to be back again.




© 00 N O O B~ W N P

NN NN NN P PR PR R R R R R
ag A W N P O ©O©O 00 N o 0o p W N — O

141

VICE ADM RAL ZI MBLE: | would -- | would ask
that you talk to the |ocal Veterans

Adm ni stration people who just happen to be
here and see if they -- if there is anything

t hat they can do to --

MR. WYANT: Oh, you nean the federal VA?

VI CE ADM RAL ZI MBLE: No, | mean --

MR. WYANT: It doesn't do any good to talk to
t he Portland VA because they don't know
not hi ng.

VI CE ADM RAL ZI MBLE: No, we're tal king about
the Waco VA, they're right here for you.

MR. WYANT: Well, | hope maybe they got

somet hing that they don't have there because

t hey haven't got -- | was in Walter Reed
Hospital in -- in June, and they would | ove to
have nme to help me, but they're so swanped with
the war that they don't, so | was in Los
Angel es in January. | contacted the hospital
down there because they got two surgeons down
t here that can do radiation, neurosurgeon, and
t hey would | ove to have me down there to do it,
but in the meantinme I'mtrying to get these

t hat took nine years to get and took --

finally, after going to the (unintelligible)
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school and being transferred back to VA | got
themin four weeks and |I've had them now a

nont h.

VI CE ADM RAL ZI MBLE: Okay. M. Wland (sic),
there's no question that there are things that
we -- that | know the Veterans Adm nistration
can do to assist you, but none of those are
really related to this Board. The Board --

MR. WYANT: Well, yes, | know, but this -- this
is what this Board is all about.

VI CE ADM RAL ZI MBLE: No, no.

MR. WYANT: Why don't you contact the veterans
that are involved in this instead of going to

t hese peopl e who know not hi ng about radiation?
They think they do, but they don't. \hat
they're tal ki ng about has no bearing upon ne or
any of nmy associates that's involved in --
they're trying to create sonething, and what is
the problemis -- and you know it -- it was
created in 1970 when they created this dose
radi ati on, which half of you probably wasn't
even around, and the rest of -- they didn't
even know what the hell they were talking about
t hen.

VI CE ADM RAL ZI MBLE: M. Wland (sic) --
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MR. WYANT: And they still don't know.

VI CE ADM RAL ZI MBLE: Okay. Thank you very
much, M. Wland (sic).

Ckay, shall we take a ten-m nute break and then
we'll -- we'll continue with some of the mem -
t he points on the agenda.

(Wher eupon, a recess was taken from 1:48 p. m

to 2:05 p.m)
A BRI EFI NG ON NUCLEAR TEST PERSONNEL REVI EW ( NTPR) DOSE
RECONSTRUCTI ON  PROGRAM
DR PAUL BLAKE

VI CE ADM RAL ZI MBLE: Okay, we've gai ned about

an hour, and so we can proceed with the agenda.
We can -- we can have a little bit of a rest
this afternoon. Oh, we have -- let's see, I'm
m ssing a few Board nenbers yet.

(Pause)
OCkay, let's take advantage of this extra tinme
and ask Dr. Bl ake lots of questions as he goes
t hrough his presentation on the update on the
Nucl ear Test Program
DR. BLAKE: Thank you, Admral. [|'m Paul
Bl ake, the NTPR program manager fromthe
Def ense Threat Reducti on Agency. You see our
| ogo on ny presentation. The Defense Threat
Reducti on Agency is a combat support agency of

t he Department of Defense. W' re approxi mately
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2,000 people. And though our m ssion nostly
deal s with weapons of mass destruction, we have

a historical mssion, and that is with our

veterans here, that I'd |ike to tal k about
t oday.
Briefly, what I'm going to cover is an update

on our program where we are. And then there
are two itenms that | was asked to speak on from
our last VBDR nmeeting in Los Angeles. One is
to update you on our joint report to Congress

t hat was issued by the Department of Defense
and the Departnment of Veterans Affairs back in
June of 2004, where are we with that, at | east
with regards to the Department of Defense

i ssues. And secondly, I was also asked to
speak on the skin cancer issues that make up
over 50 percent of our cases that we're dealing
with. And then I'Ill briefly summrize with
what | see as the road ahead.

In May of 2003 the National Research Council,
which is part of the National Acadeny of
Sciences in this country, released a review of
t he dose reconstruction program of the Defense
Threat Reduction Agency, and you see it

pictured up there. I1t's that green book, so we




© 00 N O O B~ W N P

NN NN NN P PR PR R R R R R
ag A W N P O ©O©O 00 N o 0o p W N — O

145

often refer to it as the Green Book. This had
a major inpact on the NTPR program and we
heard sone of the comments fromthat study
actually this morning fromDr. Gesell. What

| " mgoing to now discuss for just a mnute or
two is what the -- that inpact had on our
agency.

The NRC study recomendations resulted in a
revision to our procedures. No dose
reconstructions were performed for
approximately six nonths, from May through

Oct ober of 2003, while we redid our procedures.
I n addition, during that |ast quarter of 2003

t he Departnment of Veterans Affairs returned
over 1,200 dose reconstruction cases to DTRA to
be redone. This has created a tremendous
backl og that we're still being challenged to

cl ear out.

What followed fromthat National Research
Counci | study was Congress noted what occurred
there and in fact passed a |l aw that included --
it was Public Law 108-183, Section 601, that
required the VA and DoD to conduct a review of
t he Departnent of Defense's dose reconstruction

program It also required us to establish an
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one slide, this would be where it is. You can

see -- if you |l ook down at the X axis there,
all of a sudden the backl ogs went up

consi derably. There's two curves there that
are -- that go along the top. ©One is blue an
one is pink, and the blue is total cases that
are comng froma nunber of sources to DTRA t
do for verification and dose reconstructi on.
And the pink curve is the workl oad based on
pure dose reconstruction.

When these cases canme in we had been spendi ng
approxi mately about $5 mllion per year to do
this type of work at DTRA, and all these case
came back and a | ot nore workload conmes in, y
have to readjust your budget. And there were
letters that went back and forth between DoD
and VA, and we commtted to spending an
additional $6 mlIlion approximately to bring

t his backlog down. And in fact, as you | ook

d
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t hat graph you see a yellow curve where we
originally predicted that we'd have the backl og
down by Septenber of 2006 of this year.

Well, it's proved nmuch nore difficult to bring
t hat backl og down. The cases have becone nuch
more chall enging. W' ve had to put in, as
you' ve heard, quality assurance aspects,
revisions of procedures. And in fact, our
revised curve is now that dotted pink one that
goes out and we -- we don't look -- we don't

| ook right now, unless we have sonme additional
help fromthe Board, of getting that backl og
down to about Septenber of 2008. And that
truly is challenging. Some of our veterans
have been waiting years for these dose
reconstructions. New ones conme in. W truly
shoul d have all these cases done within a year
and it's dragging out.

It's al so an expensive process, and the
veterans, one way or another, deserve to hear
an answer. Last tine | cane to this Board, the
Board endorsed some recomendati ons we nmade,
and in fact we brought the backl og down by
about 117 cases. And since then we've brought

in some new contractors to assist us and we're
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putting in sone external quality review. That
sl owed us down for about a nonth or so on -- as
t he cases are being externally reviewed.
Shortly they'll be going over to the VA and a

| ot nmore cases will -- our backlog will start
zoom ng down again. But we've also added an
additional $4 mllion to the process to try to
make t his happen.

If we break down where the backlog is, | have a
pi e chart here, a nunber of the cases get
turned over very quickly. They cone in and
they go out. And those are the ones that don't
require a dose reconstruction. W support
basically two other federal agencies with
regards to radiation cases. One's the
Department of Justice, that sinply asks us to
provide informati on on where that veteran was

| ocated. They do not need a dose
reconstruction, so those requests cone in, get
handl ed and are usually responded to within a
month or two. We also get requests directly
fromveterans. They don't conme fromthe
Veterans Affairs or Departnment of Justice.

Once again, if they don't require a dose we can

turn those over very quickly. And there's also
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cases that come fromthe VA that are what we
call some of the 21 presunptive cancers that,
once again, we can turn those around very

qui ckly.

The challenge is in the rest of the pie chart.
The blue and that purple are these non-
presunptive cases that require a dose
reconstruction. These dose reconstructions
have becone very expensive and tinme-consun ng
to do. Right now an individual dose
reconstruction is costing us between $9, 000 and
$15, 000, dependi ng upon the difficulty in
perform ng that. And as you can see, the cases
in red are the cases that canme back to us that
are being reworked, as conpared to the bl ue
cases or the brand new ones com ng in,
continuing to come in at a rate of about 35 per
mont h.

If we break it -- take another | ook but from a
pi e chart of what type of diseases are we
dealing with as we do dose reconstruction, the
t ake- home |l esson | would say fromthis chart is
you see the majority -- when you take not only
skin only, but the other places where skin

cancer comes in -- over 50 percent of our dose




© 00 N O O B~ W N P

NN NN NN P PR PR R R R R R
ag A W N P O ©O©O 00 N o 0o p W N — O

150

reconstructions deal with skin.

And |l ater on in nmy presentation |'m going to
give a -- discuss a point paper that was in the
presen-- handed out to you. And in fact if |
could show you this folder that you picked up,
hopefully, when you wal ked in, within that
folder is a copy of our presentations, but
you're seeing the actual Power Poi nt
presentation. There's also a paper in here,

t oo, that discusses skin cancer and I'Il| be

di scussing that later in the presentation if
you'd like to | ook at the actual details.

| prom sed to report back to you on this report
to Congress. The report to Congress, as you
see a copy of it on the presentation there, was
signed out by both the Under Secretary for
Benefits at the Departnment of Veterans Affairs
and the Assistant to the Secretary of Defense
for Nuclear, Chem cal and Biol ogi cal Defense
Prograns at the Departnent of Defense back in
June of 2004. Wthin this -- within this
report to Congress were 23 findings and a
nunber of action plans. And within those
action plans at that time we said we hoped to

have them conpleted within two years.
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Well, we've conpleted some of them Others are
still ongoing, and 1'd like to give you the
st at us.

Of the 23 findings, the ones I've highlighted
specifically for DTRA to work -- that DTRA is
focused on are findings 5 through 14. Finding
5 was i nadequate and inconsistent application
of benefit of the doubt in exposure scenari os.
While the way we -- we responded to that was we
devel oped this concept we've tal ked about, this
Scenario of Participation and Radi ation
Exposure, SPARE.

We also stated in our plan at that time that we
were going to introduce probability

di stributions in dose reconstructions.

However, probability distributions in dose
reconstructions does not fall under the SPARE
concept. It falls nmore properly under the RDA,
so fromthis viewpoint DTRA considers this
action cl osed.

Fi ndi ng nunber 6 was several pathways were
frequently neglected in exposure scenari 0s,
three of them specifically. Contam nation
resuspended by a shock wave; the shock wave

occurred, for instance, npst often at the
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Nevada Test Site where we'd already detonated
weapons and consequently radioactive materi al
was | eft over there. You detonate another

nucl ear weapon, the air blast fromit re-- that
shock wave resuspends sonme of the previous

radi oactive material and so it -- it makes it
add additional radiation dose to the veteran
that we need to take into account. |It's a
fairly conplicated cal cul ation, and that was
one pat hway that was -- that the Nationa
Research Council felt we should do a better job
on doing those cal cul ati ons.

They al so came back and mentioned -- it was

tal ked about earlier today -- specifically
dermal exposure from skin contam nation. And
finally, exposure fromingestion of

contam nated materials. DTRA has revised its
procedures to ensure that these pathways are
now consi der ed.

In addition to doing that, though, we need --
froma scientific viewpoint -- to do studies to
show that we are -- anong our peers in the
scientific community, we're properly accounting
for how we determ ne that dose and the

associ ated uncertainty. Doing well-perforned
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scientific studies that are peer-reviewed takes
time. There's a |lot of going back and forth --
once the initial scientist wites it -- with
his peers just within the governnent, and then
al so having a peer-review process.

The way we're | ooking at doing this peer-review
process is two steps. One that there's been
ongoi ng back-and-forth between our scientific
staff and the government scientists. And then
we're going to ask in some cases one of our
subcomm ttees here, SC-1 on the dose
reconstruction, to take sonme review. But these
people also work full tinme, too, and the anpunt
of studies we're |ooking at woul d overwhel m
them And so the other approach that we're

| ooking at doing is contracting through a non-
profit Congressionally-chartered group, the
Nati onal Council on Radi ation Protection and
Measurenents. They woul d put together a group
of scientists to perform an external peer
review on these governnent publications. And
consequently that would be published on a web
site to show everyone here's what our peers

t hi nk about the science we're doing within the

government. And | think that's -- will respond
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properly to the |ack of peer review that was
documented in the National Research Counci

st udy.

|'d mentioned of those three pathways there --
there are studies here that reflect each one of
them For instance, the |l ack of studies on

pat hways not taking into account der nal
cont am nation, radioactive fallout com ng
directly on the skin, there's a study here that
di scusses that. There's a nunber of studies
here that discuss that resuspension fromthat
bl ast wave we tal ked about. And there's also a
study here -- it's titled "Revision of FIIDOCS, "
whi ch deals with both fallout inhalation and

i ngestion that takes into account the other

pat hway.

Fi ndi ng nunber 7 is external ganma dose upper
bounds are often underesti mated substantially.
We took i medi ate action on this and we issued
interimguidance. W basically said let's

cal cul ate the mean dose, our best average dose
we can think of, and what we're going to do is
we're going to nultiply that times three to
come up with the upper bound. Vhen you -- this

-- this was a good approach. What we need to
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do as a followup, though, is to verify that
that's actually appropriate. W believe it is,
but we need to explain to our peers, our
scientific peers, that this is a verifiable and
appropriate procedure. And with these
particul ar ganma doses, this is chall enging.
This is -- as | put down here, this is a
difficult but inmportant issue to address. And
what | hope to do at the next VBDR neeting is
tell you where we are at -- on doing that.

Fi ndi ng nunber 8, estimates of internal dose
are intended to be high-sided, but may not

al ways be so. Well, what we did i nmediately
after that -- the research studies -- the

Nati onal Research Council report cane out and
the report to Congress was we issued an interim
ten tinmes adjustnent factor. Once again,

calcul ating the mean dose and multiplying it by
a factor of ten. We feel in many cases this is
probably -- may over-estinmate, but once again,
we need to be able to explain to our scientific
peers that we are properly addressing this, and
we're in the process of also doing that.

Fi ndi ng nunber 9, the upper bound on neutron

dose conponent was al ways underesti mat ed.
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Well, to put that in context, neutron doses for
nost of our veterans were a very snall
conmponent of the total dose. The only veterans
that really saw any neasurabl e neutron dose
were people that flew in planes that sanpl ed
the clouds for radioactive material,

radi ochemi cal analysis we refer to it as, or
some of the veterans that were very close up
front -- |ike Colonel Taylor who's sitting

ri ght here may have been one of the people to
recei ve neutron dose because he was so cl ose
when that detonation went off. He volunteered
to be an observer, close-up, of the total

vet erans popul ation, and in fact the neutron
dose in nost cases is fairly small, too. What
we' ve done is we have produced a draft report
we believe answers this question fairly
effectively. And once it's published |I believe
we can close this with -- with agreement of our
peers that we've actually addressed, through
what we've done here on this six-tines

adj ustnent factor, is addressing the upper
bounds appropriately for neutron dose.

Fi ndi ng nunber 10 was the VA adds upper bound

estimtes of the external dose to reported
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hi gh-si ded i nhal ati on dose and/or the beta skin
dose. This one, to some extent, has been
answered by how the VA has changed its
procedures. The VA used to use two nethods for
cal cul ati ng probability of causation. They've
gone to one method. What we've tal ked about
earlier today is this Interactive

Radi oEpi dem ol ogy Program It's actually

| ocated -- software is |ocated on the net;
anyone can log in at any time and actually run
-- run the software and, based on your i nput

t hat you put in there, you could determ ne a
probability of causation whether your cancer
was caused by the radiation exposure. It's a
little difficult to do in some cases because

t hey ask what type of probability distributions
t hat are associated with this type of radiation
exposure, and so in theory where anyone can do
it, in practice it's easier for a health
physicist or a person who does this to actually
performthat calculation. But it is avail able
on the web.

By going to this sole nethod of calculating it,
it's negated this challenge. And what we stil

need to do, though, | believe, is report back
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at future VBDR neetings how we've actually
tested our dose nodel s against realistic
datasets. And | look forward to giving that --
an update to you in future meetings.

Nunmber 11 is the finding the correlations are
often not properly accounted for by conbining
various doses to arrive at a total organ dose.
When we | ook at uncertainty we can | ook at two
items in tinme, and the question is are they
related to each other. Are they truly

i ndependent, we cal cul ate the uncertainty one
way. |f they're not independent, are they
correlated, we calculate it another way. And
so this is often a challenge in uncertainty
analysis. And what we -- we have done to date
is the NTPR team has initiated an investigation
of correlations between different exposure

pat hways. One, between pronpt neutron and
gamma doses; two, between residual ganma and
beta doses; and three, between internal doses
fromdifferent radi onuclides.

And status, we also plan on investigating
correlations fromthe same exposure pat hways.
Where a lot of this will be docunented is in

t hose technical reports that | showed you




© 00 N O O B~ W N P

NN NN NN P PR PR R R R R R
ag A W N P O ©O©O 00 N o 0o p W N — O

159

previously that are still comng out. And if -
- and that schedule that we're having -- we're
bei ng chall enged to neet, we hope to get nost
of these out with a -- the -- by the end of

t his cal endar year

Fi ndi ng nunber 12 was DTRA's specific

nmet hodol ogy for reconstruction doses is often
poorly docunented or not docunented at all

And we did hear some of those coments earlier
today fromDr. CGesell. | believe -- and
mentioned earlier -- that we've nmade
significant progress on this. W do have a way
to -- way to go, but | talked about that four-
tiered approach that we inplenmented. W

i mpl emented a policy and gui dance manual back
in Septenber of 2005. We're working on the
second tier, our standard operating procedures
for both dose reconstruction and quality
assurance. We produced over 60 -- or perhaps
it'"s up to 80 -- different tenplates now for
vari ous weapons tests on both the SPAREs, the
RDAs, the MathCad tenplates to try to

st andardi ze and make consi stent how we do our
work at the third tier. And on the fourth

tier, with our software programs, we've been
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revising the user nmanuals and so forth and I"'|
be releasing those to the subcommttees to take
a | ook at.

So this is ongoing, but I think we've really
done a significant first start on where we're
goi ng on getting our methodol ogy docunent ed
properly.

Fi ndi ng nunber 13, DTRA nust devel op, inpl enment
and mai ntain an auditable docunentation system
Well, we have put in revision control on our
different tenplates, our SOPs, our policy and
gui dance manual. Some of this is ongoing and,
once again, will probably be addressed by SC-3
t onorrow afternoon

Fi ndi ng nunber 14, DTRA needs to develop a
conprehensi ve quality management system t hat
enconpasses all aspects of the dose
reconstruction program One of the things that
we recently released to SC-3 was at | east our
draft of where we're going with our quality
assurance manual, and | expect we'll be getting
some feedback on that.

|'"d i ke to nove on to what | consider one of

t he nost inmportant issues to discuss today, and

that is the skin cancer point paper that |
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mentioned was in either your packets here up in
front or here. And through ny presentation I'd
like to go over the highlights of that
presentation that was asked for at the | ast
meet i ng.

DTRA -- this paper is entitled "An Anal ysis of
Service Connection for Radiation-Induced Skin
Cancer in Veteran Conpensation Clains.” The
paper introduces a background and di scussion --
and di scussion material, and concludes with
three recommendati ons for the VBDR' s

consi derati on.

From t he background vi ewpoi nt, DTRA currently
has a background -- a backlog of over 789 skin
radi ati on dose assessnents, and projected
incom ng skin radiation dose assessnents is 160
per year.

The uncertainty associated with DTRA's skin
RDAs is potentially significant. As we heard,
beta dosinetry is perhaps our biggest chall enge
in how well we do it. And what we then do,
based on this, is we conpare our upper bounds
to a screening dose that's generated through
the | REP tables. These screening doses, for

sonme veteran scenari os such as -- there are
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t hree types of skin cancers, and in two of the
cases, basal cell carcinoma and mal i gnant

mel anomas, the screening doses are smaller than
20 to 30 percent of DTRA's RDA upper-bound
doses. It's 20 percent if we |ook at the
overall population. It goes to about 30
percent if we pull out the Hiroshi ma/ Nagasaki
cases.

Why do | differentiate between the Hiroshim
and Nagasaki detonations as conpared to all the
ot her atnmospheric tests? What happened at

Hi roshi ma and Nagasaki is fairly unique, for

t he nost part, conpared to other tests in that
bot h of those weapons were detonated above 500
met ers above the ground. And when you detonate
a weapon that high above the ground at -- at

t hat kil otonnage | evel, what happens is you get
a -- a nuclear cloud that goes up, the
traditional cloud, but al nost none of the
material fromearth goes up in that cloud. And
consequently, radioactive fallout is truly

m ni m zed. Obviously there was a trenmendous
detonation. Many, many people were killed at

Hi roshi ma and Nagasaki. The city was knocked

over with fires. But radi oactive fallout,
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there were no acute effects noted in the
Japanese popul ation, the survivors, of any

radi oactive fallout. So it was truly

m ni m zed.

That's not true for many of the atnospheric
tests where fallout was significant. And

Col onel Taylor, for instance, was nentioning
how he had a broom where he was sweeping off of
-- fallout off of him Well, that did -- that
type of fallout did not occur at Hiroshim or
Nagasaki. And so when we | ook at these cases,
it's easier to make a case that skin cancers at
t hese other tests could have occurred from
radiation. It's very, very difficult to say
that the skin cancer -- skin cancers from
veterans who were at Hiroshi ma and Nagasak
actually came fromradiation since the primary
path to create skin cancer is by radioactive
fallout |landing on you. And if there was no
significant radioactive fallout, it's very
hard, froma scientific viewpoint, to show that
t hat skin cancer could have come from

radi ati on.

BOARD MEMBERS QUESTI ONS AND DI SCUSSI ON

DR. LATHROP: Paul --
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DR. BLAKE: Yes?

DR. LATHROP: -- just in the interest of
clarity and communi cation, could you just tel
us a little nore about what you mean by -- by

t he sentence "The screening doses are smaller

t han DTRA's RDA upper bound doses.” So that's
the threshold for entitlement?

DR. BLAKE: Yeah --

DR. LATHROP: Just to -- just to spell that out
for people.

DR. BLAKE: It's -- it's very close to
entitlement. I1t's not exactly there, because -
DR. LATHROP: (Off m crophone) That's
(unintelligible).

DR. BLAKE: -- the DTRA -- the process that's
done -- if you remenber, the VA is basically

t hree groups, but there's two groups we're
concerned with here. ©One is VHA that's the
medi cal program and the other one is the

Vet erans Benefits group that M. Panperin is
associated with. There's a physician that does
cal cul ati ons based on probability of causation
who sits over in VHA that renders a nedical

opi nion. And he uses software that generates
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what we've done the equival ent of here for
screeni ng doses. And so we can take a | ook --
he has published his data, how many nedica

opi nions he's rendered that are basically
positive, and he differentiates -- when he
publ i shes this data at a (unintelligible) board
-- whether it's other veterans conming in
besides -- that -- that would not be covered
under this board, for instance. Let's say you
were a sailor in a nucl ear-powered submarine.
He -- he won't tell you who that was, but he'l
-- he'll state that -- what the dose was and
whet her it was considered greater than 50
percent probability that that radiation induced
the cancer. And so we have feedback statistics
t hat -- based on those nedical opinions -- that
go into making the final conpensation deci sion
on whether -- what we | ook at is our screening
doses, would they be simlar. And what we find
is a very good correl ati on between what we

cal cul ated as screening doses and what this
physi cian then renders as a positive medical
opi ni on.

Yes, Col onel Taylor?

COLONEL TAYLOR: Paul -- Paul, there's one
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other thing that m ght be added. | was asked
recently, and |I've been asked several tines, if
| put in a claimfor cancer-related matters
because of ny experience, and the answer's no.
And the reason is very sinple. | have not had
a medi cal opinion or a personal feeling that
out of that experience | got enough cancer
(sic) to warrant nmy placing a claimto the VA
It may sound unusual considering what | did,
but 1've never had that reaction out of it.

You get exposed to sonetinmes and sonetines it

t akes and sonetine it doesn't. You could have
wor ked on the Panama Canal and not caught

yell ow fever, for exanple. But they're
anal ogi es, but the end result is here I am and
| don't see any reason to claimit. If it
comes up, | will, but it hasn't to date. And |
just thought that di mension m ght be worth
knowl edge of consideration by both the Board

and by veterans who m ght be clai mng

conmpensation. In my case, | don't feel |I'm
entitled to conpensation. [It's that sinple.
Thank you.

DR. BLAKE: As | mentioned before, DTRA

currently expends approximtely -- well, we
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expend approxi mately 98 person-hours in doing
one of these dose reconstructions, which works
out to be -- when you look at all the costs,

t hey range from about $9,000 to $15, 000 per
dose reconstruction to conplete these cases.
The Hiroshi ma/ Nagasaki dose reconstructions are
actually | ess expensive because they're nuch
nore straightforward.

And so ny conclusion is, DTRA's costs to
perform non-Hi roshi ma/ Nagasaki skin radiation
dose assessnents are very likely to exceed the
costs of benefits provided to any affected
vet er ans.

So the first recommendation is to elimnate the
requirenment to performall non-Hiroshi ma and
Nagasaki basal cell carcinoma and malignant

mel anoma RDAs by establishing an internal VA
policy to grant service connection w thout --
wi t hout regard to skin dose.

DR. LATHROP: Paul --

DR. BLAKE: Yes?

DR. LATHROP: -- so now when you say w thout
regard to skin dose, what you're really -- are
you -- help me out here. Are you saying that

because if we did do the dose reconstructi on,
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t he probabilities are maybe 70 or 80 percent
that it would be of a dose that the DVA m ght
have entitlement and so it's -- it's worth the
probabilistic going forward -- it's not really
-- not without regard to dose, it's doing it

wi t hout cal culating a dose. |Is that right? |Is
that a different way to put it?

DR. BLAKE: Yes, we -- we would be taken out of
t hat part of the process. W would not be
perform ng the radiation dose assessnents.

DR. LATHROP: Right, just make it presunptive.
But it -- it's not really. |It's basically
saying that according to the data we have, if
we did do a dose reconstruction there would be
a 70 percent chance, or something, that you'd
get -- get the entitlenment. So because of the
way the math works and the uncertainty -- it's
not without regard to dose and it's not
presunptive -- it's this is a very reasonable
way to approach the problem You get the best
use of -- of public funds for conpensating the
veteran. How s that?

DR. BLAKE: The --

MR. BECK: Hold on a mnute, Paul. | just --

want to make sure for the record --
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VI CE ADM RAL ZI MBLE: M. Beck

MR. BECK: -- we don't use any actual nunmbers.
| think the better way to say it is there' d be
a significant chance that the dose woul d be
hi gh enough, but we don't -- we don't know yet
-- we don't have enough information, because of
the |l arge uncertainty -- and that's another
issue we'll talk about later, but | think

rat her than say a 70 percent chance or sone
nunber, a significant probability the dose

woul d be high enough for himto be conpensated

anyway.
DR. LATHROP: All right. [|I'ma decision
analyst, so I'Il reword that a third tinme and

basically say enough of a chance of
conmpensation --

MR. BECK: (Good, good -- great.

DR. LATHROP: ~-- that the best use of public
funds is to go ahead and make the -- make --
and give the dose that DVA would
(unintelligible), so it's enough of a chance.
DR. BLAKE: The second recommendation is broken
out fromthe first one because of these
screeni ng doses. The screening dose for basal

cell carcinoma and malignant nel anonma, when we
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| ook at how these are cal cul ated over at the VA
for what age range and the consideration of
acute exposure, they come in on the order of
approximtely | believe 8 rem The -- in case
of the second recommendati on where we're
tal ki ng about squanous cell carcinomas, that is
much | ess radi ation-sensitive. And when we

rel ook at our screening doses there, it's on
the order of 300 rem And so froma scientific
vi ewpoint froma probability of causation,

we' ve broken that into a second recommendati on
whi ch would -- to also -- at |east to consider
elimnating this requirenment to perform al

non- Hi r oshi ma/ Nagasaki squanous cel |l carci noma
RDAs by once again establishing internal VA
policy to grant service connection w thout
regard to skin dose.

And the --

DR. LATHROP: Again, if | can understand, it
sounds like with the -- the 300, it sounds |ike
very much a different situation than with BCC
and mal i gnant nmelanoma. It sounds |ike you're
very not apt to go over that threshold then.

DR. BLAKE: We've only seen three cases total

t hat exceeded that, of what we've done --
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DR. LATHROP: So explain to me --

DR. BLAKE: -- since 2000 --

DR. LATHROP: -- the rationale for the
recommendation then if it seenms so unlikely

t hat they'd beconme entitled. |'mjust --

DR. BLAKE: Sure, certainly, and that's a good
guestion. The benefit is first to the veteran.

Obvi ously, they get conpensated based on this.

The second benefit is there's -- there's a |long
del ay here and this is -- when you | ook at the
costs -- okay? -- there's a significant cost to

Department of Defense and, to sone extent, the
Department of Veterans Affairs. When you put
bot h of those costs together to conpare how
much would it pay -- how nuch would it be that
we' d put out for the veterans, even if we give
them the benefit of -- given this trenmendous
benefit of the doubt, which is really
tremendous, fromthe viewpoint of just the

Departnent of Defense and Departnent of

Veterans Affairs, we still are saving noney --
| expect. | -- 1 won't speak definitively for
M . Panperin, but that's -- at least in the
case of basal cell carcinoms, so -- where it

woul d be a stronger issue. But perhaps M.
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Panperin would |like to discuss that. But the
second one is based on those issues, but you
cannot base it on the screening doses because
it's so nuch higher for squamous cell .

DR. LATHROP: | see. So the rationale for the
first one is based on the -- enough of a

i kel i hood of becoming -- of having a result
that would result in entitlenment. The
rationale for the second one has to do with

conparing the costs of dose reconstruction to

t he cost of conpensation. |s that saying too
much?

DR. BLAKE: | think that's a fair -- a fairly
fair statement, Dr. Lathrop. | think --

MR. BECK: It's maybe not saying enough. |
think that the rationale for the first one is
also the fact that there is enough of a chance.
There is also a great benefit to both the
agenci es, the veteran and the gover nnent
because of the costs, so the first one, there's
a lot of reasons. The second one, just the
reasons you nentioned.

DR. LATHROP: Right, right. That's good.

UNI DENTI FI ED: (Off m crophone) Maybe.

DR. LATHROP: (Off m crophone) Maybe. But
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that's the judgment (unintelligible). That's

t he judgnment. Bal ancing the judgnment.
MR. PAMPERIN: | would just -- | would just add
that the -- the second one, squamous cell --

it's not clear to nme that there is a savings
there. That -- that could be very substanti al
in ternms of not only benefits for -- for the
veteran, but benefits for survivors as well.

VI CE ADM RAL ZI MBLE: Paul, just one nore
moment. M. Blake -- M. Beck, did you have a
MR. BECK: | think that's a good reason why
there's two separate recommendations --

VI CE ADM RAL ZI MBLE: COkay.

MR. BECK: -- and not |unping them together.

VI CE ADM RAL Z| MBLE: Good. Good. Okay.

DR. FLEM NG | just would |like to add that
there's a long tradition in ethics. As nost of
you probably know, John Stewart
(unintelligible) utilitarianismwhich says that
one can be nmorally right in their action if the
benefits outweigh the costs.

DR. BLAKE: The final recommendati on does not
depend upon the Departnent of Veterans Affairs.

It can be nmoved on immediately with a
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recomrendation fromthis Board. What is
currently chall enging the Defense Threat
Reducti on Agency from doing this is our current
Code of Federal Regul ations that says we have
to do the dose reconstructions out in conplete
detail. And if the Board came through with
recommendi ng this recommendation, it could
actually expedite -- just like we did last tine
with those expedited prostate cases, we could
nove ahead faster. |t would not be as
substantial as the first two recommendati ons,
but it would still be significant. And so
recomnmendation three is to inplenent various
efficiency measures that enable DTRA to perform
expedi ted processing, provide worst-case or
maxi mum ski n doses to the VA and di sconti nue
central dose estimates for skin RDAs.

There's a variety of methods that -- where we
could i nmprove some of our through-puts and we -
- I've discussed some of this with SC-1 and
some of that'll be | believe in a report

t onorrow, too.

DR. SWENSON: | have a question. Paul, wth
regards to the |aw when it says you have to do

an individual dose -- | nmean does it say
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i ndi vi dual dose estinmate? And | ooking at this,
you' d still be providing a dose estimte for an
i ndividual. Do you think this still fits the
intent of the |aw?

DR. BLAKE: 1'Ill take a step -- if | could step
one back, it's not actually a Public Law. The
-- Congress passes the |laws and then federal
agenci es inplement themthrough Code of Federal
Regul ati ons. So what -- where we're talking
about this verbiage is actually in 32 CFR 218

t hat was put forth by ny predecessor. And that
could be changed by a federal agency, too,

t hough it's a lengthy process and | | ook
forward to proposing and getting your input in
about eight or nine nonths on changing the Code
of Federal Regulations to make things a little
more -- what | would say -- efficient. But
since that takes a while to do, what it seened
to me that Congress's intent was through this
public law in establishing the advisory board
was for this Congressionally-appointed Advisory
Board to give ne advice -- and | should not say
me, excuse nme -- for ny agency to receive
advice on how to run this program nore

efficiently. And that occurred last tine and
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we were able to reduce the backlog. Once
agai n, based on your advice, | can nove ahead a
little nore efficiently because it gives ne a
little I eeway on what's actually published in
1985 by ny federal agency. | believe that that
does need revision, but it takes sonme time to
get it through the Office of Managenment and
Budget and other things to do, and you'll be
hearing sone feedback --

VI CE ADM RAL ZI MBLE: Okay, Paul if --

DR. BLAKE: -- on that fromne in future
meet i ngs.
VI CE ADM RAL Z| MBLE: -- | understand

correctly, there's no statutory | anguage t hat
needs to be changed in order to --

DR. BLAKE: No.

VI CE ADM RAL ZI MBLE: -- do an expedited
processing and -- and to estimte the

i ndi vi dual dose. However, you need to have a
bl essi ng on any change through the Code of
Federal Regul ati ons, and what -- what authority
-- what entity has the authority to bless and
approve a change in the Code of Federa
Regul ati ons?

DR. BLAKE: The Departnment of Defense would --




© 00 N O O B~ W N P

NN NN NN P PR PR R R R R R
ag A W N P O ©O©O 00 N o 0o p W N — O

177

woul d publish in the Federal Register here's
what we propose. We would do a cost analysis
of conmparing that to the benefits, OVB would
take a look at it and if there -- and after a
public comment period, with all the public
comments in, if nothing -- if -- if it was al
still | ooked upon as a positive approach, the
Code of Federal Regul ati ons woul d be changed.
VI CE ADM RAL ZIMBLE: So it doesn't have to go
beyond t he Executive Branch of governnment?

DR. BLAKE: No, it does not, sir.

VI CE ADM RAL ZI MBLE: Okay. So it's still
within the Executive Branch of governnent

t hrough OVB, per se, that can make the ultimte
approval on the change in the Code of Federal
Regul ations. |Is that correct?

DR. BLAKE: They're usually weighing in just
simply to say whether we've done it correctly
or not. The Departnent of Defense is really
the one that would, in this case, be the -- the
lead to make it happen, but --

VI CE ADM RAL Z| MBLE: Yeah, but if OMB says
don't do it, Department of Defense ain't going
to do it. Right?

DR. BLAKE: Yes, sir.
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VI CE ADM RAL ZI MBLE: Ckay. Thank you.

Col onel .

COLONEL TAYLOR: In line with that, |
understand exactly where the Admral's com ng
from but the way | understand it, the
recomendati on for the change in Federal

Regul ati on --

VI CE ADM RAL ZI MBLE: Oh, that -- we can
probably (unintelligible) --

COLONEL TAYLOR: -- will probably come from
here as a nmenber of the Board.

VI CE ADM RAL Z| MBLE: Yes, correct.

COLONEL TAYLOR: Even though he is a nenber of
a different agency, in that capacity he's a
menber of this Board.

VI CE ADM RAL ZI MBLE: Well, no, no. If -- if
this is -- if the Board nmakes the
recommendation --

COLONEL TAYLOR: MWhich is -- yeah

VI CE ADM RAL ZI MBLE: -- it doesn't conme from
the individual, it will cone fromthe Board.
COLONEL TAYLOR: That's right, regardl ess what
i ndi vi dual emanated it.

VI CE ADM RAL Z| MBLE: Correct.

DR. LATHROP: |'m sure Dr. Bl ake woul d recuse
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hi msel f.

DR. BLAKE: Absol utely.

COLONEL TAYLOR: That's all right.

DR. BLAKE: Absolutely.

DR. LATHROP: Obvi ously.

COLONEL TAYLOR: If he does it wrong we'll have
to shoot him Ain't no problemw th that.

DR. LATHROP: We'll just ignore him We do
that all the tine.

MR. PAMPERIN: Dr. Blake, in order to change a
regul ati on you have to have a rational basis,
and the -- the rational basis for this -- is it
entirely economy or is it an alternative where
you take the maxi mum particul ar dose avail abl e
for a particular activity, such as a ship or a
battalion or whatever, to..

DR. BLAKE: The rationale for the CFR change
woul d be to bring us in an agreenment with how
t he other federal agencies do it right now.
The -- and other federal agencies are, for

i nstance, the National Institutes of
Occupational Safety and Health. Right now in
our regul ations we have to spend as nmuch tinme
doing a calculation for a person who may never

recei ve conpensation, and we're tal king, you
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know, tenths of a mllirem W nmay be spending
lots and | ots of dollars cal culating sonething
that' |l have no consequence. And what we'd
like to go to is a simlar approach to these

ot her groups of going -- where it would have no
benefit for the veteran, let's not spend lots
and |l ots of hours doing it; let's just nove on
and work on the issues that would actually
benefit the -- the veteran.

MR. BECK: | guess -- do -- do you really feel
that if this Board recommended a screening
approach or an expedited nmethod of say giving a
| essened dose for certain parts of the --
certain nunbers of these claimnts that that
woul d require you first have the Code changed,
or could you just go ahead? 'Cause you're
doing simlar things to that already. | mean
you give | essened doses for Hiroshim and
Nagasaki. You use these interimupper-bound
factors to assure that you're at |east the 95
percentile level, which pretty nmuch is doing
that already. You're not, you know, giving the
best possi ble nmedi an dose and the best possible
estimate of uncertainty already, so | don't see

where you really need to change the Code of
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Federal Regul ations other than to bring it up
to date because it seens to me you' re already
doi ng these kind of things.

DR. BLAKE: And that's why -- excuse ne. And
that's why | haven't proposed to do it

i medi ately since it's a |l engthy process, but |
would like to get to it in about a year tinme
frames, but | am |l ooking for immedi ate feedback
fromthis Board right now.

MR. BECK: So if we gave you a recommendati on
to do sonmething |like recommendation three, you
woul dn't have to wait for the Code of Federal

Regul ati ons to change. You could inplenment it

DR. BLAKE: | can -- | can inplenent it --
MR. BECK: -- (unintelligible).
DR. BLAKE: -- immedi ately.

VI CE ADM RAL ZI MBLE: Thank you very -- that's
very hel pful.

DR. BLAKE: Thank you.

DR. FLEM NG. Could you clarify what the
expression "to grant service connection" neans,
and whet her that also neans eligible for
conmpensati on or not?

MR. PAMPERI N: First of all, there are two
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terms of art in -- in the agency. One is
"eligibility" and the other is "entitlenent".
Al'l veterans are eligible for service-connected
di sability benefits because they're veterans,
as opposed to sonebody who is a not -- not a
vet eran, who would not be eligible for

di sability benefits. To be entitled nmeans to
have been found to have had an in-service
event, a current nmedical condition, and a nexus
-- a medical nexus between the two. Once you
have service-connected disability, the rating
schedul e allows for evaluations in ten percent
decrements. Each individual disability has its
own particular set of evaluation criteria, but
all disabilities are capable of being service-
connected at the zero percent level. Not al
disabilities are capable of being service-
connected at the 100 percent |evel. For
exanpl e, m graine headaches can only be -- the
top evaluation for those is 50 percent, whereas
active cancer is 100 percent. You have to step
back fromthat a little bit with basal cel

carci noma because when you |l ook at the reality
of that where, you know, you devel op a cancer

cell, you freeze it off, cut it off, whatever,
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it's gone. Typically basal cell carcinom
woul d be rated zero percent. \When we've done
our analysis of it, given the fact that you
woul d every once in a while get 100 percent for
a month or so, we basically rationalize that as
t hough that woul d be the equival ent of getting
about a ten percent disability if you -- we
were to grant service connection for basal

cell. But -- but generally any service-
connect-- any condition that can be service-
connected can be evaluated at zero percent.

VI CE ADM RAL ZI MBLE: Tom if | could just add
one nore facet to that, is it not true that
even a zero percent conpensation, disability,
still provides -- if it's service-connected,
there's still a benefit to the veteran by being
pl aced in a higher priority for access to the
federal -- to the veterans' health system

MR. PAMPERI N: Yes, getting service-connected
at the zero percent | evel does carry a couple
of significant benefits with it. The first of
those is that you're eligible for enrollnment in
veterans' health in what is called category
si x, which nmeans that, wi thout regard to what

your income is, you can enroll. As you may
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know, about three years ago, because of the
demand on the system Secretary Principi found
it necessary to close enrollnent for new
enrollees in what's call ed category eight,

whi ch are basically non-service-connected
veterans not in receipt of our needs-based
program who have incones in excess of about
$38, 000. But again, if you're zero percent,
you are category six so you don't have to
report incone. You do have to make co-pays on
treatment for non-service-connected conditions.
But still that's a very, very good health

i nsurance policy.

Addi tionally, when you' re granted service
connection at 100 percent, without regard to
your age, you are entitled to buy life

i nsurance fromus each tinme you have a new
servi ce-connected disability, based -- at

bel ow- mar ket rates, based upon the assunption
t hat your service-connected condition has

i mpai red your ability to get conpetitive

i nsurance rates.

DR. FLEM NG Can | -- | just have one foll ow-
up, quickly. How t hen does, if at all, being

servi ce-connected or having a service-connected
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di sease differ fromthat disease being

consi dered presunptive?

MR. PAMPERIN: They're -- presunmption is nmerely
one of the four possible avenues for getting
service connection. You -- you get service
connection either directly; i.e., you were shot
in service, that's docunmented in the record.
You had sonme sort of an accident injury, you
came down with a disease at -- while you were
on active duty. That's called direct service
connecti on.

There is al so secondary service connecti on.
Secondary service connection is where you add
addi tional disabilities as service-connected
because your service-connected disability
causes them For exanple, if you were service-
connected for diabetes and you devel op

peri pheral neuropathies or macul ar degeneration
or cardiovascul ar di sease, as those conditions
devel op, they woul d be service-connect ed.
Thirdly, you can be service-connected by
aggravation. You have a disability that pre-
exi sted service, but due to your service that
particul ar condition progressed beyond its

normal antici pated experience. What's nore
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i nportant about that is that there is a -- what
is called a presunption of soundness when you
enter the mlitary that if a condition is not
documented on your entrance physical, and it
doesn't manifest itself shortly thereafter, you
are presunmed to have been sound. Even if at a
| ater date it cones up that you did receive
some treatment earlier on, if you have -- if
you had service of two, three years and you're
still manifesting or have a different synptom
even though it m ght not be terribly disabling,
of that condition, we would service-connect the
condi tion as having been aggravat ed.

The final way to establish service connection
is through presunption. And presunption is a
concept that has been created by statute to
ensure that veterans are not harmed when the
medi cal science is unclear or when mlitary
records are inadequate to ensure that a proper
decision is made. A classic exanple of this is
her bi ci de Agent Orange in Vietnam Because of
the inability of the Departnment of Defense to
accurately track where mlitary personnel were
in Vietnam at any given tinme, and even to sone

extent where they actually sprayed, the
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Congress chose to enact a presunption that says
that if you were in Vietnam the Anmerican
peopl e are not going to put a veteran at

di sadvant age making them prove that. We will
presune that you were exposed. So again, a
presunption is -- is a -- is a mechanismto
relieve a veteran of the obligation of proving
one or more of the three elenments of service
connecti on.

VI CE ADM RAL ZI| MBLE: Col onel .

COLONEL TAYLOR: That was a very fine
description, one of the best |1've ever heard,
of the --

UNI DENTI FI ED: M ke -- m ke.

COLONEL TAYLOR: -- various -- that was one of
t he best descriptions |'ve ever heard of
service connection and the various categories.
Go back to zero disability and 1'll give you a
very fine exanple. Zero disability on hearing
pays you nothing, and 1've had it for 25 years.
But it provides nme with hearing aids and
batteri es and mai ntenance and service by an
audi ol ogi st in the VA without question. So
zero service connection, in its own rights,

have benefits. Thank you.
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VI CE ADM RAL ZI MBLE: Dr. Bl ake, have you a
concluding remark -- if we'll let you?

DR. BLAKE: To conclude, |ooking forward --

| ooki ng ahead, the backlog of dose
reconstructions at DTRA continues to be
extrenmely troubling. This backlog is not fair
to our veterans, and it's proving very
expensive and time-consum ng to reduce. It is
our hope at DTRA that the VBDR and VA wil

consi der endorsing DTRA's point paper's
recommendati ons, which should result in a nore
rapi d backl og reduction. Thank you, Admral.
VI CE ADM RAL ZI MBLE: Thank you -- thank you
very much, Dr. Blake. W appreciate the
suggestion for recomendati ons from the Board.
Tomorrow the Board will be receiving reports

from each of the four subcomm ttees, and at

that point in time | think you'll find that
your recommendations will be addressed, and
then the Board will be able -- follow ng

recei pt of the four reports, the Board will --
will adjudicate -- assess and adjudicate those
recommendati ons.

DR. BLAKE: Thank you.

MR. GROVES: Paul, if | can ask you a question
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before you sit down, do you have any

guantitative nunbers as to how recommendati on

one, two and/or three will reduce the backl og?
Is there -- you know. ..
DR. BLAKE: | believe in the point paper we've

gi ven specific nunmbers --

MR. GROVES: Ah, okay.

DR. BLAKE: -- on cases, and if you pull that
up -- you know, so there's both nunbers and
there's sone cost data in there, too, that | --

MR. GROVES: Okay. Thank you, Paul.
A BRI EFI NG ON VA RADI ATI ON CLAI M5 COVPENSATI ON PROGRAM
FOR VETERANS

VR. THOVAS PAVPERI N

VI CE ADM RAL Z|I MBLE: COkay. Next on the agenda
is M. Panperin to discuss the adjudicative
process -- and | could say that -- the

adj udi cati ve process in radiation risk activity
cl ai ms.

MR. PAMPERI N: Thank you. Good afternoon,

everyone. Again |I'd just -- hello, what'd I
do?

( Pause)
Ckay, | would like to go over a nunber of

t hi ngs today, particularly where we are in the

readj udi cation process. | would like to --
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al though I don't have a slide on it, | have
been asked to nmake a couple of comments about
the interface between VA disability
conpensation for radiation activities and the
award of benefits under the Radi ati on Enpl oyees
Conpensation Act and how those two pl ay

t oget her.

Agai n, the governing regulations that we're
tal ki ng about are 38 CFR 3.309 and 3.311 -- 309
is the regulation that provides for the 21
presunptive disabilities. At the present tine
-- the last time we anended that regul ati on was
about four years ago when the Radiation

Enpl oyees Conpensati on Act added four
presunptive disabilities to their categories.
Secretary Principi, at that tinme recognizing

t hat unifornmed service persons were involved at
Hanford and Paducah and a nunmber of the other
activities, felt that it would be unfair for
civilians to have a greater advantage in terns
of conpensation for radiation disabilities than
uni formed personnel. So he proposed and we
changed the regulation to add the four conpens-
- cancers, the nmost inportant of which are

colon and lung, to our presunptive conditions.




© 00 N O O B~ W N P

NN NN NN P PR PR R R R R R
ag A W N P O ©O©O 00 N o 0o p W N — O

191

At the present time, that action of noving them
to 3.309 has created a very, very bizarre
situation in that we can i medi ately begin
payi ng conpensation. However, we have to go
back to Dr. Bl ake and ask for a reconstructed
dose estimate in order to see if we can pay an
earlier effective date. We have a number of

i deas, the panel has a nunber of ideas about
that that we will be addressing tonorrow about
how t hat can be handl ed.

3.311 is the regulation that covers all other
cancers, the nmpst common ones being prostate
cancer and skin cancer, and al so macul ar
degeneration. These do require at the present
time reconstructed dose esti mates.

DR. LATHROP: Tom - -

MR. PAMPERI N: Yes?

DR. LATHROP: ~-- can you just help us out? How
does that relate to what we were tal king about
20 m nutes ago, the recomendations that were
posed to the panel by Paul ?

MR. PAMPERI N: About skin cancer?

DR. LATHROP: Yeah. So we're saying 3.311 says
gee, you've got skin cancer, you got a dose

reconstruction and then Dr. Bl ake presented a
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recomrendation, so one would -- one woul d
negate the other one? |Is that the idea?

MR. PAMPERIN: The proposal that the Board is
consi dering would of course have to be
presented to VA -- would be presented to VA and
-- and since we're in predecisional node there,
| would not be willing to specul ate on our --
on our position. | -- 1 would merely say that

we have done cost anal yses on the different

recommendati ons -- reconmmendati on one which is
mel anoma and basal cell, and recommendati on two
which is squamous cell. You know, the -- the

deci sion to accept one or both of those really
rests with our Secretary, based upon a
recomrendati on of the CMP service and the Under
Secretary for Benefits. I'ma little concerned
about the squampus cell. The -- the cost

esti mtes that we have | ooked at for basal cel
and mel anoma, quite frankly, are |l ess over a
ten-year period than what DTRA is paying --
spending in a year. So you know, we'll see
what VA's | eadership wants to deci de about
doing in that situation.

But again, when you have a 309, it's pretty

straightforward. Okay, the three kinds of




© 00 N O O B~ W N P

NN NN NN P PR PR R R R R R
ag A W N P O ©O©O 00 N o 0o p W N — O

193

claims we have are presunptives, 309s, the
reconstructed dose and the occupational.
| just hate -- what am | doing?
UNI DENTI FIED: It's my fault, |I'msorry.
MR. PAMPERIN:  You just have to be ten percent
smarter than the box, and I'm seldom that.

( Pause)
Ckay. Under a 309 we determ ne participation,
schedul e an exam and evaluate. | talked to a
coupl e of people here in the audi ence who
al ready had 309 disabilities that we should be
able to assist.
311, again, requires participation and the
devel opment of information, both by VA and by
Def ense Threat Reducti on Agency. Once that's
been devel oped by the regional office, the
regi onal office contacts ny staff to get
clearance to send it to the Defense Threat
Reducti on Agency. Quite frankly, | think
everybody has to understand that these are
relatively rare clainms. We get between 400 and
600 of them a year, and we have 57 regiona
offices doing them Sonetines people forget to
call us and the cases get sent to the Defense

Threat Reduction Agency, only to be returned
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because they're not ready. Once it goes to the
Def ense Threat, again, they contact the veteran
to develop the SPARE, do their cal cul ations and
refer a response back to us. We then refer it
to the occupational health office of the

Vet erans Health Adm nistration for a nmedical

opi nion using the I REP nodel, and then we rate

and notify.
WIl tell you that with respect to prostate
cancer, | amonly aware of one claimthat has

been granted in the |ast couple, three years,
ever since the reconstructed dose, because of
the size of the dose. Skin cancer, while not -
- not alot of them is -- is far nore likely
to be service-connected.

Geez -- you can tell I"ma real techie here.
Ckay. Again, as | said, sone of presunptive
disabilities also have to be devel oped for a
reconstructed dose. This is sonething that,
quite frankly, causes some of us concern
because it's an anomaly. It's -- it's

somet hing that where in reality, based upon the
regul ati ons, atomc veterans are being treated
differently than other veterans. Normally when

a presunptive disabil-- when a disability is
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recogni zed as presunptive, if the veteran had
previously clainmed that condition, we can go
back to one year prior to the presunption in
order to pay conpensation. And we can do that
automatically. Only with regard to radiation
clainms do we have to get a reconstructed dose.
So that is an issue that | think needs a | ot of
t hought as to whether or not that's equitable
for -- for people who are simlarly situated.
MR. BECK: Tom - -

MR. PAMPERI N: Yes?

MR. BECK: -- could |I ask a question? If you
have to go back and get a reconstructed dose,
and it's something Iike colon cancer where the
dose that would be required for a successful
claimis very high, then it's very |ikely that
t he dose that cones back from DTRA will be nuch
| ess than the dose that would have qualified

t hem for a successful claimnow Right?

MR. PAMPERIN: And they would not be given a
retroactive award. Okay.

VI CE ADM RAL ZI MBLE: This really is a unique
anomal y because the presunption already exists
that they -- they -- they should be

conpensat ed, yet the dose reconstruction firmy
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establ i shes they should not be conpensated. So
-- and that anomaly does not exist in any of

t he other presunptive di seases because there's
no way to recal cul ate the other diseases.
There's no dose reconstruction for Agent

Orange, but there is a dose reconstruction
process for a non-presunptive condition. So I
think this is something we definitely need to
addr ess.

MR. GROVES: Tom can | ask a --

MR. PAMPERI N: Yes.

MR. GROVES: -- question associated with that?
We -- we heard that the Code of Federa
Regul ati ons under whi ch Paul operates has the

| eeway for them based on a recommendation from
the Board, to imedi ately take that
recommendation to heart and use it. If -- if
the Board was to make a recommendation to
address this anomaly, is it sonething that the
VA coul d essentially do i mediately, or are we

tal ki ng about having to go back to Congress?

MR. PAMPERIN: [I'm-- | would like to defer on
t hat and get a legal opinion from-- from our
general counsel. It seenms to me that there may

be a possibility here that we could do this,
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but I -- automatically. |1'm not sure, though.
| -- I amnot a lawer and | can't speak to

t hose |l egal issues. Even if | was a |lawer, in
my current position I'm not authorized. Only
our general counsel is -- is permtted to make
that -- howis that for a bureaucratic w ggle?
MR. GROVES: Very bureaucratic.

VI CE ADM RAL ZI MBLE: He sounds like a | awyer.
MR. PAMPERIN: But | -- but unlike -- you know,
| think there -- there possibly my be some --
some room there right now, but -- for exanple,
dealing with skin cancer per se, | don't see
the ability of the agency to do that
unilaterally since it is in regulation that it
is a 3.311 that will require a regul atory
change with a rational basis. And based upon
our discussions yesterday, | heard | ots of
rational bases that | think could -- would

enable us to wite sonmething.

Of course the problemthere -- and -- and it's
one that | think everyone has to understand --
is that when you -- when you propose a

regul ati on, one of the functions of the Office
of Managenment and Budget, over and above

managi ng t he budget, is to do an anal ysis of
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the rational inter-relationship with other
regulations. And any regulat-- if we were to
pursue this froma regul atory perspective, this
clearly speaks directly to the Radiation

Enpl oyees Conpensation Act and how t hat woul d
play out with them Because unlike us, in

t hose particular cases there is a lunmp sumif
you come down with a disability. So the costs
t here are substantially higher than what VA is
-- is tal king about.

Again, there is -- there are possible ways
around that, as well, that we would -- if -- if
our | eadership agrees that this should happen,
you know, we can explore how to acconplish

t hat .

Agai n, with occupational exposure we devel op
for film badge information, schedul e an exam
We -- this tinme we ask for a dose estimate from
each -- fromthe individual service involved.
We don't go to DTRA, we go the Navy or Air
Force or the Arny. W again follow the sane
course, getting a medical opinion, determ ne
service connection and notify the veteran.

We have had a number of cases |like this

recently as a result of sone records that we
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received fromthe Arny doing an anal ysis of

radi ati on technol ogists in World War 11 and the
| evel of radiation exposure that they were

i nvol ved in.

Status update on the readjudication, again, we
initiated our review in 2003. At that tinme the
esti mte would be that there would be

approxi mately 50 additional veterans given
service connection. W referred 1,251 cases to
DTRA. MW nunbers are a little bit different
than Dr. Bl ake's because |'mrelying on ny
field stations to fill out a spreadsheet which,
you know, they obviously didn't do quite as
wel |l as Paul did. But thus far we have granted
service connection to 136 veterans. Of those,
124 of themfall into the category of the four
cancers that had previously been considered
3.311 -- colon cancer and lung cancer and
things |like that -- who that, when -- we had
previously denied those clains, and when we

pi cked up the claimto see if we needed to send
it for a reconstructed dose, we were able to
grant service connection right then and there
for the disability. |In addition to that, we

have granted 12 cases under 3.311. Al'l of the
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3.311 grants have been for skin cancer. Based
upon the current trends, it |ooks |ike by the
time all the reviews are over we probably wll
get to the 50 additional veteran mark.

| -- and currently, as you -- as you saw, |
believe the nunber's actually over 1,500, but

t here are about 1,400 clainms pending with the
Def ense Threat Reducti on Agency. These are the
absol ute ol dest cases in the inventory with VA.
The ones obviously fromthe initial
readj udi cation in 2003 are now three years ol d,
with people waiting for answers. Typically

t hese cases are in the 700-day range. That's
at the Defense Threat Reduction Agency. When
you realize that prior to getting there, there
is fromthree to nine nmonths' worth of

devel opnment that had occurred just to get them
to Defense Threat Reducti on Agency. These
cases are typically three years ol d.

OCkay, we did a conparison of a file of
approximately 13,000 records, the same files
that we used to identify the cases for
readj udi cation. We ran those agai nst our pay
files to see what we knew about the veterans

who were identified as having had sone
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interaction with DTRA. When we conpared the
records that DTRA sent us, we were able to
identify just shy of 12,000 veterans. Of

t hose, 4,600 were still alive, and 2,000 of
them were in recei pt of conpensation. This is
a -- it's differ-- you can't really draw a
conmparison there since this is a very, very
sel f-sel ected group of folks, but you know,
just as an observation, a -- the fact that of
those that we identified who were still alive,
the fact that 44.8 percent of them are

recei ving conpensation conpares with a -- an
average for the entire veteran popul ati on of
about 11 percent of all veterans are receiving
conmpensati on.

Addi tionally, 1,677 surviving spouses are in
recei pt of DIC, or 25 percent of all veterans
in receipt of conpensation. If you want to
conpare that to veterans generally, we have 2.6
mllion veterans receiving conpensation and we
have about 350, 000 survivors receiving DIC, or
about one wi dow or wi dower for every nine
veterans, whereas this is one for two.

We cannot directly |link conpensation to

exposure, again because we're dealing with a
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very old paynment system but we can make some

i nformed guesses as associated with this.

We are -- we know that of the veterans who are
getting conpensation, 828 of them are service-
connected for non-prostate cancers, 17 percent
of living vets and 39.7 percent of veterans in
recei pt of conpensati on.

Atom c veterans receive conpensation at a
significantly higher rate than the veteran
popul ati on generally. What | nean by that is
not necessarily the conbined eval uation or the
dol I ar amount, but the frequency within the
popul ation is significantly higher than
veterans generally. Additionally, we found
when we stratified atom c veterans by period of
service, there -- there is a significant
portion of the atom c veterans who are al so
Vietnamera veterans. Therefore we -- we did
not run this data against what's called the in-
country Vietnamfile, but it seenms that a --

t hat the Vietnam veteran herbicide exposure
potential partially explains the high incidence
rate of -- of claimactivity anong these
peopl e.

Skin cancer makes up, with prostate cancer, the
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vast majority of requests for dose
reconstruction. This Board asked for a cost

estimate for making service connection for skin

cancer presunptive. That -- that estimate is
being reviewed -- it's alnost conpletely
reviewed now. It's been signed off on by nost

people. The first estimate we did was strictly
for basal cell carcinoma. Based upon the
recommendati ons that DTRA is making, we are
maki ng addi ti onal cost estimtes to add
squanous cell and see what that would cost.

In terms of outreach, an article is inits
final version --

DR. LATHROP: [I'msorry, can | -- | just -- did
you say squanous cell? |Is that the only skin
cancer you're running the cost for?

MR. PAMPERIN:  Well, we're -- we've done them
for basal cell. W're going to do another one
for melanoma and -- you know, adding nmel anoma
to that, and then one addi ng squanmous cell to
that. | don't really anticipate that adding
mel anoma' s going to mean nuch, quite frankly,
but the squanmous cell would be potentially very
significant.

We are -- we have received requests to do




© 00 N O O B~ W N P

NN NN NN P PR PR R R R R R
ag A W N P O ©O©O 00 N o 0o p W N — O

204

outreach to atomc veterans. We -- we are
doing the final edits on a -- an article to go
in the next atom c veteran flyer that goes out
to everybody on the -- on the registration
list, rem nding them about their waiver of
security clearances and things of that nature.
At the present time, additional direct mail to
atom c veterans we don't see as very practica
because, first of all, we don't really have a
list of who all these people are. They pretty
much need to be identified. W -- we talk to
servi ce organi zations. W' ve been on Veterans
Heal th Adm ni stration hotlines rem ndi ng people

of who atom c veterans are. And in addition to

that, the -- as you m ght anticipate, VA, in
the last four nmonths -- and it |ooks |ike for
quite sonme time to conme -- has been engaged in

some very, very large-scale outreaches. W --
about three nonths ago, as a result of a court
case -- found it necessary to send out 456, 000
letters to veterans who had current pending
claims, and about six weeks ago we sent out
325,000 letters to veterans who live in New
Jersey, Connecticut, Ohio, |Indiana, M chigan

and Illinois because those -- veterans residing
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in those particular states are the | owest
conpensated veterans in the country when you
conpare themto the national average. So we've
done outreach to them And now we're preparing
to do another outreach to non-service-connected
veterans who may neet the income |imts for our
needs- based program So there is a nassive
amount of outreach currently going on. And
given the fact that we can't really focus the -
- the outreach to atom c veterans because we
don't know who the estimated 211, 000 still
living vets are, the -- the best that we can do
is speak to service organizations and create
flyers, and then contact the people who are on
the registry in hopes that they know ot her
peopl e who are and can spread the word that
way.
And that's ny presentation.

BOARD MEMBERS QUESTI ONS AND DI SCUSSI ON

VI CE ADM RAL ZI MBLE: Thank you very much, Tom
|s there any comments or questions?
(No responses)
Ckay. ©Oh, you have one -- I'msorry. Dr.
McCur dy.
DR. MCCURDY: On the next to the last slide you
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had that the -- we've requested a cost estinmate
for making skin cancer presunptive. And the
gquestion | have is, if you make it presunptive
and there may be an increased cost to you as
compared to actually doing the dose

cal culations -- in other words, nunber of cases
whi ch made presumptive would be 100 percent
versus you may only have 70 percent which are
conpensated due to the dose reconstruction.

Now -- so you have a shifting of resources.

And everyone say well, it's saving noney, it's
got a cost issue here. But the question | have

is we have two different agencies. One agency

doesn't like to give up noney and one doesn't
like to incur nore cost because -- and then
t hey have one budget that's handling -- you

know, that they're given to each year, so how
do you reconcile that type of situation?

MR. PAMPERIN: Well, actually it's -- it's even
alittle bit more conplicated than that because
the -- the noney that -- if -- if skin cancer
were made presunptive, the cost savings for the
most part would be to the Departnment of

Def ense, and they would be in the category of

what is called GOE or general operating expense
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funds. Those are funds that are appropriated
every year to each agency in order to have it
conduct its business.

The cost that would be incurred by VA would be
under what is called mandatory funds, or
entitlement funds. So it's a different bucket
of money that -- that the Congress has -- has
| ess control over. They -- they nmanage the
appropriation of the entire entitlenment fund,
whi ch includes VA disability and non-service-

connected pension, but it also includes civil

service retirement. It includes Soci al
Security. It includes Medicaid, all of those
ki nds of entitlenent progranms -- food stanps,

things like that. So it is kind of |ike apples
and oranges in terns of an -- an off-setting
cost. But they are nonethel ess both costs that
are incurred by the federal governnment.

Addi tionally, when -- when you recogni ze that
this is a cohort of clainms that has been
pending for three years, what that -- or nore,
what that means for VA is that by this tine

t hese cases are being reported to WAshi ngton on
i ndi vi dual bases every nobnth because they're so

old. The ampunt of managenment intervention to
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see is there anything that can be done, can we
move this along, is -- is not only significant,
but it is being diverted away from ot her, newer
claims that may have, for exanple, had

i nconpl ete devel opnent done and as a
consequence we m ght not |look at it for another
month to say oh, we need to do one nore thing.
So from our perspective, if there is -- if
there are things that can be done that have
equity to them and that serve the |arger

vet eran popul ation, as well, then that seens

li ke a reasonable thing to consider.
Additionally, as -- as we heard this norning,
the |l evel of uncertainty associated with skin
cancer introduces, | think, a significant
rational basis for |ooking at that and sayi ng,
you know, are -- are we inposing too much of a
burden on the veteran.

Now having said all of that, you know,
understand that -- that this is a -- this is a
decision that will be made by our agency as to
whet her or not we want to pursue it and -- and
it is not a decision that | have the authority
to make. | have the -- the ability to

reconmend and influence, but it is sonething
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t hat not only will the agency have to | ook at,
but OMB will |ook at and we'll see where that
goes. But | -- fromwhat | heard yesterday,
quite frankly, 1've seen regul ations change
with fewer justifications than what | heard
yest erday.

VI CE ADM RAL ZI MBLE: Okay. |If | could just
add my two cents' worth, granted that there are
some cost issues, | think -- I think in this
particul ar case they're pretty nuch a wash.

But -- but the bottomline is that we as a
Board don't have to be concerned about -- about
worryi ng about the budgets of either of the
agencies. We have to be concerned about

benefit to the veteran. And -- and if -- if we
see short-- shortening the process; getting rid
of the backl og; being able to respond to a
veteran faster; being able to offer a service
connection for a condition which has a high

| evel of uncertainty, the |level of which we
have yet to determ ne; but the bottomline is,
this looks like a win-win situation for both

t he veteran and for the agencies and getting
rid of a significant backlog. And there are

some significant overhead costs that are not
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associ ated with conpensati on but are associ at ed
with overhead.

So we'll be discussing this at far nore depth
tomorrow when the -- each of the subcomm ttees
have subm tted their recomendati ons and w |
have a |list of recommendations to present to

t he Board for adjudication, and we'll do them
one at a time. So tomorrow is the day when
we'll make that final decision. | just think
that we -- we can rise above governnent al

costs, agency costs and -- and equity between
agenci es.

This is a difficult situation because there are
not too many processes in the governnent which
straddl e two executive departnments -- not just
agencies -- the Departnment of Veterans Affairs
and the Departnment of Defense, each one
reporting to different Congressional commttees
-- the Commttee for Veterans Affairs versus
the Commttee for Arned Ser-- Armed Forces. So
| mean this is a -- this is a tough process.

But we don't have to worry about that. CQur
charter says come up with reconmmendati ons that
will -- that will nmake the process better.

DR. LATHROP: Well, then the economi st in ne
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wants to ask, fromall this actually fairly
confusing set of statements over the |ast hour,
would it be the case or not or cannot be said
that if we save noney, does that noney stay in
a pot available to veterans? Does it just
blend into the great overwhel m ng cloud of the

f ederal government, bless its soul ?

VICE ADM RAL ZIMBLE: | don't know. |'m hoping
it'Il reduce taxes is what I"'mreally praying
for.

DR. SVWENSON: | think we can do what's best for

the veteran without considering these costs.
You have | eft out the Departnment of Labor,
where you think you m ght have saved noney, but
if you make it presunptive, we will have nade a
bi g change for the worst for the taxpayer
because it's likely that the DOL will then make
it -- potentially make it presunptive. So
where we think we m ght have saved noney, we
woul dn't have saved anything --

VI CE ADM RAL Z| MBLE: Ri ght .

DR. SWENSON: ~-- but | do believe we can
support the veteran in making it a | ower |evel
decision, getting it expedited, w thout --

VI CE ADM RAL ZI MBLE: W're -- we're |ooking --
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DR. SWENSON: -- changing the | aw.

VICE ADM RAL ZIMBLE: We're -- we're really

| ooking to not use the term "presunptive" to
try to avoid that -- the problemthat will be
faced by Departments of Justice and Labor, but
rather use the term "service connected," which
is -- which is --

COLONEL TAYLOR: Much nore --

VI CE ADM RAL ZI MBLE: -- specific for veterans.
And so that's -- that's the termthat | think
that we need to apply in this case.

COLONEL TAYLOR: Sir, the |ast statenent. |
sat through this hour so when | was rem nded
several times of the old mlitary term nol ogy,
keep your eye on the objective and renenber

your m ssion, and that's exactly where we are.

Thank you.
VI CE ADM RAL ZI MBLE: Thank you, Col onel.
DR. FLEM NG | just wanted to follow --

VI CE ADM RAL Z| MBLE: Dr. Flem ng

DR. FLEM NG -- along with your remark. They
woul d al so affect the populations that are
covered by RECA -- the downw nders, the uranium
mners and mllers, and the onsite

participants, of which there is a common cl ass
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here, but the downwi nders in particular.

think the same sort of thing could happen, if -
- if skin cancer's nmade presunptive, | believe
that the DOJ could be flooded then with clains
based on an argunment that it should be added to
the presunptive list fromthe downw nders. W
coul d probably get sonme estimate of that if we
maybe tal ked to DOJ to see how many skin
cancers have been submtted erroneously for
conpensation to DQJ.

VI CE ADM RAL ZI MBLE: Thank you.

DR. MCCURDY: The only --

VI CE ADM RAL ZI MBLE: Any further comments?

DR. MCCURDY: The only reason | raise the
issue, | just want to know what roadbl ocks may
be ahead --

VI CE ADM RAL ZI MBLE: There may be --

DR. MCCURDY: ~-- and you nentioned a few of

t hem and --

VI CE ADM RAL ZI MBLE: There may be roadbl ocks,

right.

DR. MCCURDY: Right, so |l just -- for -- for --
VI CE ADM RAL ZI MBLE: Okay, but --

DR. MCCURDY: ~-- (unintelligible).

VI CE ADM RAL ZI MBLE: -- but | don't think we
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need to worry about the (unintelligible). |
think it's a -- you know, to use an old Navy
expression -- |I've heard the Army's -- but dam
t he torpedoes, full speed ahead. All right?
Now do -- do | hear a notion to adjourn?
COLONEL TAYLOR: So noved.

VI CE ADM RAL ZI MBLE: Second?

DR. SWENSON: Second.

VI CE ADM RAL ZI MBLE: Hearing no objection, we
are adjourned for today. Tonmorrow, 9:00

o' cl ock.

(VWher eupon, the business for the day was

concl uded at 3:42 p.m)
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