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MR. RIDGWAY:   All right, if everyone will please take their seats, we will go ahead and get
started.  Call out to people in the hallway who haven't come in.   I'll say a few things
here while everybody comes back to their seats; and hopefully by the time

 I'm done, everybody will be ready. We have a wonderful program for you today. 
First of all, for those of you who don't recognize me, I'm James Ridgway, I'm President
of the Bar  Association.  A year and a half ago, they came looking for volunteers, and I
was the last person to step backwards, so here I am. But no, it's been a wonderful



experience, and it's really been made wonderful by the members of the Board of
Governors and the officers that are with me; and those are the ones you see with the
badges that have the ribbons that are passing cookies around.  So if you haven't gotten
your cookies, make sure you get your cookies.  In case of a low sugar emergency,
break the seal, remove the cookie and administer orally.  And hopefully that will keep
you awake. 

 But I really wanted to give the Board of Governors a big hand and thank them all for all
of  their work.  So thank you very much from all of us.

The other person that I really wanted to thank before we get started, and before he
leaves the room -- don't go anywhere, Bob -- is Bob Bieber. We've really worked with
the Court in order to make this happen.  The Court has been extremely wonderful, and
there's a lot of people who made that happen, but  the one we've been interfacing with
the most, the one  who we talk to directly and always gets immediately back to us with
an answer, who has made this all
possible, is Bob Bieber, And I really want to thank him directly  for everything you do
and everything the staff has  done. We really appreciate it.  So before we get  to the
main events, we have a wonderful panel today; and then the Undersecretary. 

 I just wanted to talk very, very briefly about our upcoming events for all
of you who are members, so if you registered for program, you are a member whether
or not you recall that; but you are a member, and these are some of the things that
we're doing for you. So upcoming on May 22nd we'll be presenting John Houston's
documentary, Let There Be Light, which was taken inside the military psychiatric
hospitals in 1945 and '46, as the World War II soldiers returned home,  Not many
people that 20 percent of American casualties in
World War II were psychiatric, and many, many of them were treated upon their
return.  This documentary is 58 minutes long; it was actually classified by the military
until the 1980s, and it was just restored  last year by the National Film Foundation. And
so we're going to be presenting that,  and following that with commentary by Dr. Ron
Smith, who is a very well respected military psychiatrist who has advised Congress and
the military on various issues.  That's May 22nd in the Court's Corps Room at 2
o'clock. 

We will also be having our quarterly happy hour, which is June 6th at 5:30.  It's at the
city club.  So it's right here at Metro Center.  If you go out the correct exit, it's literally
like ten steps and take a left and then go down the stairs.  Buitt's a beautiful space,
we try and do this every  quarter, and if you're in the area we really would like you to
come.  We'll also this summer be going out twice to clean the Korean War Veterans
Memorial, on June 22nd and August 18th.  We got to wash the Vietnam Wall last year,
and it was an amazing experience.  And it's very, very easy for the Park Service to find
people to clean the wall; it fills up in a matter of weeks.  It takes them a long time to fill



the entire calendar for the summer to clean the Korean War  Memorial.  And so they
are always looking for folks  to assist.  Last year we did one day, this year we doing
two days.  June 22nd, which is a Saturday,  August 18th, which is a Sunday; friends,
family  welcome -- people brought their children last year. They helped -- you don't
need to bring anything else,  the Park Service is very particular about the brushes
and the soaps; just show up at 6 a.m. -- sorry about ; 6 a.m. is when it happens -- the
Metro will not be open yet but there will be plenty of parking by the Memorial.  We'll
send out more information on that.  But that's a very moving experience, if you can join
us for that.

And then I would also say our next educational program that we're planning is,
assuming the DSM_V release is on time, in May, we're already working to set up a
program in the late summer with various psychiatrists, including the National PTSD
Center, to discuss how the psychiatrists are finding it in practice, from the medical side. 
We'll be dealing with the legal issues, I'm sure.  The transition from III to IV was not so
great; hopefully this will be better. But for those of you who are not local to the area,
we're going to try and do that again at the Federal Circuit Bar Association's facilities
and  broadcast that around the country, so you can participate and hear from those
panelists.  So that's what we have upcoming for you.  

 Now I'll sit down over here and change to my other hat.  Our first panel today is on
Understanding Expert Medical Evidence, particularly as to causation.

             How many people in the room have had a case that involved medical causation?

             (Show of hands)

   Everybody in the room.  How many people have had a case involving medical
causation where the  first medical opinion you got didn't answer the question that you
thought had been asked?

             (Show of hands)

             I think that's every single hand again. 

So this is a hugely important topic.  And so I wanted to find people who really are the
experts; the people we're trying to communicate with.  Because it is a matter of
communication, and it can be really hard to communicate, even though technically we
speak the same language and it's English, sometimes doctors and lawyers all use words
in ways that don't necessarily make sense to each other.

             So I wanted to try and take this opportunity to let them tell you how to talk to them,
how to read what they write.  So that's what we're going to try and cover today;



making this evidence more understandable, and ultimately reducing delays for veterans
by getting answers the first time we ask questions, and not happen to ask a second or a
third  time.

So without further ado, our panel heretoday -- and I will keep their bios short, because
I could spend the entire time talking about their qualifications -- we have Dr. Michael
Peterson, who is the Chief Consultant of the Post-Deployment Health, Office of Public
Health, VHA.  His responsibilities include deployment and conduct of studies designed
to identify adverse health effects associated with deployment, including environmental
hazards and providing expert findings on all of these   policy things.  So he is somebody
that studies all of these exposure issues that we deal with.  

             Playing the part of Captain McKenna today, who was not able to travel due to
sequestration, is  Dr. Judy Schaeffer, a Clinical Audiologist here at VA Medical Center. 
Past president of a number of national associations of audiologists, and a coordinator
and reviewer of audiology forms here and  a true expert on hearing loss.

Next to her is Dr. Glen Reeves, the Principal Scientists at Applied Research Associates
Arlington.  He's a subject matter expert on the effects of ionizing radiation, and the
effects of chemical and biological agents on the construction of models of what happens
inside the human body when   people are exposed.

Dr. Wade Gordon is the Chief of Orthopedic  trauma Service at Walter Reed.  He
oversees the busiest service in the Department of Defense, managing combat casualty
injuries.  And he is extensively involved in resident medical student education and an
active researcher in areas related  to reconstruction of combat extremity injuries.  He is
an orthopedic specialist.  So I'm sure you've dealt with an orthopedic claim at least
once or twice.

Next to him is Dr. Sam Belkin, who is an optometrist with the Washington, D.C.
VAMC.  He has been on the front line of VA's compensation and  pension exams since
-- and he'll tell you that the part for the eye exams was one inch long in the entire form. 
And he has a lot that he fondly remembers about the way we used to ask questions to 
medical experts, and how much we've improved or maybe   not so much improved in
the questions that we ask ourmedical experts at VA today.

Next to him is Dr. Tom Sinks, the Deputy Director for the National Center for
Environmental Health, as well as the Agency for Toxic Substances and Disease Control
at the CDC in Atlanta.  He was very kind to come up here to talk to us.  He
investigates disease outbreaks, evaluates chemical exposures, public health programs,
publishes toxicological profiles, and does an extraordinary range of stuff; but of
particular interest to you I'msure today, he has been heavily involved in the studies of
the effects of exposure to contaminated drinking water at Camp Lejeune.  So he can



tell us about that.

Finally at the end, we have Dr. William Schlenger is a psychologist with a broad interest
in health and substance abuse.  He's best known for his  writings on post traumatic
stress disorder and his research particularly of Vietnam veterans, which he's been
involved with for decades, studying the long term effects, mental health effects of
service on  that group.

So that is a wonderful panel that we have today, and we're going to try and see if we
can make it just a little bit easier for you to understand the evidence that they produce
and to ask the questions that you need to ask them in order to get the answers we need
to bring final resolution to these veteran's claims.

I'll start by saying: Who on the panel is a practicing physician?

             (Show of hands)  So we definitely have some practicing physicians here.  

I'll start with Dr. Reeves.  What was your educational background, and   kind of what
did you learn about causation in school? How did they teach it to you?

DR. REEVES:  As a mathematics major undergraduate, I went to medical school, started out as a
surgeon, and eventually wound up in radiation, radiation oncology.  I was thinking on the way
over here, one of the things that I have learned at least with respect to radiation causation that
was not taught during medical school is that it's a lot more complex now than we had anticipated
back them.  For example, when I was a resident, we were told that when radiation affects DNA,
then either the cell dies and doesn't replicate; it repairs the damage and replicates normally; or is
mis-repairs, and that  gives rise to cancer.

What we've heard subsequently is that radiation can affect the initiation of cancer at more than
one point along the way.  It can initiate, that is start the cancer, the normal cell to go back so to
speak, or it can promote; it can take cells that have already been damaged and then make them
express that damage.

MR. RIDGWAY:  So not what you were expecting, based on what they taught you in school.

DR. REEVES:  Right.

MR. RIDGWAY:  Dr. Gordon. 

DR. GORDON:  I would say that from a legal perspective, causality really isn't taught at all.   So the
answer to that is everything and nothing.  Meaning that everything you learn in medical school is
trying to go from the root biochemical, from the lowest level to cause a disease process and the
symptoms associated with it.  But it isn't really spoken in those terms.  So it becomes this more



vague art of taking low level biochemical response in taking it to a disease process and a
symptom.  But that is very different from a legal opinion, legal representation   that has
ramifications.

MR. RIDGWAY:  Dr. Belkin? 

 DR. BELKIN:  I agree with that entirely. By the way, is this where I'm supposed to say that I reserve
the right to revise and extend my remarks? 

Anyway, in terms of the issue of causation, it's a similar, the thing that Dr. Gordon described,
you're left with essentially from the perspective of seeing the patient, we're kind of like going
backwards.  We have a series of symptoms, things we find in the examination, and then it's sort
of like scooping back to see 'Okay, what are the likely reasons or causes, potential causes?" 
These are causes not in a legal sense but in a sense of taking care of the patient, which has a
different flavor, I suspect.

But anyway, we'll go through 'Well, what's  the most common thing that could cause such and
such a thing?'  And you would then do a series of examinations or tests, lab workups to try to
see what fits.  Now if you treat the issue and it resolves, and even if the tests come back as not
being really definitive, it resolved.  There's really no reason to jump back into it. 

So there's a process where that might go and disappear for a particular time, and then something
happens again.  And now it's a recurrent problem.  And so a recurrent problem says "Okay,
wellI did those first few tests, let me dig a little and see what are the little bit less common events
that might have been causative."  And this is a common sequence where you'll kind of dig deeper
and do more as the symptoms are progressive, as the patient is declining.  If the patient doesn't
decline, then there might not be much need for actually even finding out the cause.

An example of that might be, a patient reports with an iritis, which is an inflammation of the iris;
and there's many, many different etiologies from it.  One of the big ones is, just because it  
happens, it happens.  Patient had a little bit of a  trauma, he was poked in the eye and you look
in the eye and see an inflammation.  You would say 'this patient has an iritis, and it's secondary
to being  poked in the eye by a five year old.' If it goes away and four or five months  later it
comes back, looks a little bit more  aggressive -- "Did you get poked by the five year  old?' 
"No, I was wearing a face mask this time.they would  Then  say 'Okay, let's go ahead  and start
the medical workup' but the medical workup would not include everything under the sun; that  
would be way too expensive, too much time and a waste of effort.  So it would be a sequential
kind of thing.

 MR. RIDGWAY:  So in some ways, the causation issue is secondary.  What you're taught  primarily
is focus on treatment.  If the treatmentworks, then you really don't have to go any farther.

DR. BELKIN:  Right.



MR. RIDGWAY:  Before I get any further, I want to introduce the other experts and give them a
chance to explain their backgrounds; what they do and sort of how causation fits into their job. 

So, Dr. Peterson.
             
DR. PETERSON:  So my background, I'm sure I'll get everybody's attention when I say this:  I'm a

veterinarian, and you're probably wondering why am  I here?  But I also have degrees in public
health and epidemiology. I practiced veterinary medicine for a few   years and then decided to
join the Air Force, and it turned out to be such a good decision, I was there 22 1/2 years. where
I did get both my Master's in Public   Health and doctor degree in Public Health and
Epidemiology. A variety of experience in the military, including policy level jobs in the Office of
the Assistant Security of Defense for Health Affairs; base level job in a variety of positions.  I
was the Executive Secretary of the Armed Forces Epidemiological Board, and I also was on the
Air Force health study, the Ranch Hands study, for two  years as the principal investigator.
Subsequent to that, I spent six years in the Armed Forces Institute of Pathology in Washington,
D.C. as a department chair and as an   epidemiologist.  I then went to the Tricare  Management
activity of DoD, where I was the director of Health Program Analysis and Evaluation.  And for
about the last four years, I have been at VA, as James said before, as the chief consultant for
Post- Deployment Health.  

So I've had a variety of positions, and I guess my comment on causation as an epidemiologist is
that at least in the job I'm in right now, it's the kind of position where we don't talk about
causation -- and everybody's now depressed.   We really deal more with association and with
risk. We're responsible, in our group, for doing the epidemiological studies or the
population-based studies that ask the question along the lines of:   'Is there a difference in terms
of health outcomes between those who deployed and those who did not deploy?'  So we look at
the difference between those two groups and we look at the risks that are involved associated
with deployment. So we don't deal with absolutes in terms  of causation; we deal with
association and risk.

MR. RIDGWAY:  So a lot of studies that people may see are really focused on something that isn't
quite causation even though it may seem like it is suggesting causation.

DR. PETERSON:  Right.

MR. RIDGWAY:  Dr. Schaeffer?

DR. SCHAEFFER:  My undergraduate and graduate background was speech pathology, and I got a
Ph.D. in hearing sciences, hearing and speech sciences.  I actually understand a little bit about  
the legal mind, because I do have a degree from Georgetown Law from way back.

And we deal in causation.  Audiology is our hearing disorders which include ringing in the ears. 
It's the second most requested exam for C&P.  Right behind general medical.  So we see quite a



few  patients. The clinician's mindset, just like Dr. Belkin said, is we look to see the health of the
patient, and where are they clinically.  And in theback of the mind of every clinician is, what can
I do to help the patient?  

So causation comes to the clinician as sort of, we do the C&Ps and we try to answer the
questions, but it's always about the patient and how can we help them.  We look to, there are
many, many  causes of hearing loss and ringing in the ears, and   many are associated with other
problems.  We seem to  get most questions related to noise exposure, because that is the -- and
everyone in the military has  weapons training, and they are exposed to noise.  But there are
other problems that also occur the way they do in the general population, and they happen to
occur while someone's in the military.  We have autoimmune hearing loss, we have -- a big  thing
now is blast exposure injuries, which may or may not have the same kind of hearing loss that
someone who has noise exposure over a long period of time; we see ringing in the ears as a
very, very commonly associated problem with hearing loss.  It is also associated with other
disorders such as PTSD; it can be associated with traumatic brain injury.

When we get questions regarding tinnitus or hearing loss on the opinion end of it, very often the
only thing that's asked is whether it's exposure  to noise or to trauma.  Very often we will see if
the hearing changed while the person was in service.

MR. RIDGWAY:  In your experience, people want to know about noise exposure a lot, because
there's a lot of other causes that people aren't asking about that would be beneficial to know,
and we need to talk about that.

DR. SCHAEFFER:  Correct.  So what we typically do, because there can be other, we will answer
the question the way it is given to us from the regional office; but rather than say it's due to noise
exposure we may say -- and we haven't had any come back -- that it's due to military service to
include military noise exposure.  And that leaves it a little bit more open with about being
specific.  And I don't know how the regional office feels about that, but that is our most correct
way of addressing it.   Because sometimes the hearing loss isn't in the range where we typically
see for noise exposure.

MR. RIDGWAY:  We definitely want to come  back for some of those things.  Dr. Sinks.

 DR. SINKS:  I kind of feel like Ross Perot's vice-presidential candidate, his first -- oneand only
debate.  I don't know how many of you are old enough to remember his opening line:  "What am
I doing here?"  I'm an epidemiologist, I don't study individuals, I study populations.  I came to it
by an honest route; I was a lifeguard.  I was an assistant manager in a very nice jewelry store in
New Orleans, and I was a male nurse's aide in a psych hospital. And then I learned that there
was this thing called epidemiology and applied to the graduate school at The Ohio State
University, and became an epidemiologist.  I've been at the Centers for Disease Control since
then; this is my 29th or 30th year, and again I'll just emphasize to you that epidemiology is



studying populations, it's not studying individuals.   But the studies that we do are used by those
people  who practice clinically, or those of you who are trying to establish cause to identify
which associations are causal and which ones are not.

In terms of my understanding of causation, I think I learned it with most of you in high school,
which is Koch's postulates from 1993; and then I learned those don't actually work.  And in
graduate school, I learned one thing about cause, which was statistical testing doesn't test.  So if
you have a statistically significant test, it isn't telling you really much about causation; it's telling
you about chance.  It's giving you the probability of chance  measuring the association you're
looking for, not the probability of cause.  And I think that's one of the things I   would
recommend that you try to hold dearly. As a graduate student, I had a summer  position to work
at the National Institutes of Health, where I met a guy named Doug Wii, who was my
supervisor; and he taught me about the philosophy of science, inductive-deductive logic.  And
since then   I've been doing all kinds of epi studies in things   like cancer clusters, where you
really find out about causation and not causation, because there's so much pressure on you in
terms of things like leukemia  clusters in Fallon, Nevada, which I had the pleasure of dealing
with, and testifying in front of Congress.

MR. RIDGWAY:  Dr. Schlenger.

DR. SCHLENGER:  I'm Bill Schlenger, my job  five days a week is with Abt Associates, which is a
private health and social science research firm.  But I have two other jobs; I'm an adjunct
professor of psychiatry at Duke and an adjunct professor of  psychology at North Carolina
State.  You may know that those institutions don't like each other, but I try to not look at that.

The work I've done across the years has been more like epidemiology than psychology.  I was
one of the principal investigators of the National Vietnam Veterans Readjustment Study in the
1980s.  We studied a cohort of 2500 Vietnam veterans and estimated the prevalence of PTSD
among them, among other things.  I'm currently a principal investigator for the follow up of that
cohort, now 25 years later.  So   the report, that's a congressionally-mandated study.  And the
report will probably come out either in December or early next year.  And we haven't looked at
much of the data yet, but from what we looked at, there is some important stuff in it.  So that's
coming your way soon. 

And I'm also currently one of the principal investigators of a study of the impact of deployment
to Iraq and Afghanistan on the families of service members.  We're going to have a sample of
10,000 spouses and children to study for they say at least 20 years.  I don't know whether that's
going to happen or not.

So to get to the point of causation, the gold standard of establishing causation is the randomized
trial, clinical trials and other kinds of ways of randomly assigning subjects to different levels of
exposure.  One of the fundamental problems of, why don't we know the cause of lots of things is
that in the United States we don't make people sick to see what, how we can treat it.  And that



means we can't randomize people to have PTSD and not.  And that, because we can't
randomize them, we have less ability to say definitively what caused what.

MR. RIDGWAY:  At this point I would start from the most familiar and then kind of work our way
back.   So start with the practicing physician and your direct interactions and then work back to
sort of the study, so. As a practicing physician, how important is it to know the cause in order to
treat something; and how often do you not know the cause, even though you've treated it?  That
should vary by condition.

 Who wants to start?

 Dr. Belkin, you can always talk.

 DR. BELKIN:  I can fill whatever time you give me.  

Well, the example I said earlier, the iritis example is a really good example of not necessarily
knowing what caused it.   There's a whole bunch of things that could cause it, and as I said , a lot
of times from the provider, it's not actually -- if you treat it simply, you know, mercuroid (ph)
drops, whatever, it goes away and then  we don't really need to worry about the rest of
theworkup; and that's kind of common with a lot of the things we do.  It's not everything.

But another area that I get asked a lot; this is one of those big issues out there for me, as I said
-- just for clarification, I've been at the CDC since 1985 doing disability examinations.  And
since that time.  I feel like I'm doing the same ones over and over again.

 Thank you very much.

 Anyway, one of the questions that comes up a lot is the issue about diabetes and all the things
that cause it, which are lots of things that cause it.  And cataracts is a really good example.  This
is something that, one of the main reasons why things bounce back -- things used to bounce
back.  Of , when I say used to bounce back more frequently, brings up an issue about
experience in filling out these disability forms.  

It does take, as an aside, I feel it probably takes about three years for a provider to  a handle on
what exactly is being asked, how exactly to answer it so it doesn't come back, and be as
efficient as possible in the process. So if someone, if these things are helped   with residents or
people who are just out of training, they can actually be providers for a long , but when you're
doing a disability examination, essentially we're not taking care of the patient, we're answering
your questions as best as we possibly can, and it takes, in my opinion, about three years for that
to be actually sunk in, the provider to get  a feel for how they actually would have to answer the
question.

But getting back to the diabetic issue as an example, you know, older people get cataracts.  So



age-related cataracts if probably present in almost anybody over the age of 50.  So there are
also diabetes, sometimes causes cataracts -- and these are my opinions, I'll say; these are not
necessarily for  all the eye providers out there, but if I come across a person who is in their
forties and they have been diabetic for eight or ten years, and they have certain types of
cataracts that way it looks, for  example, young person -- yes, I would say yes, those cataracts
are at least as likely as not due to the diabetes; that's true.   

But when we end up with a person who is 68 years old, diabetic for three or four years, in the
absence of any other diabetic problem; there's no bleeding, there's no microaneurysms, there's
no retinopathy, nothing else, they're actually well- controlled on medication, reliable, and I see a
cataract.  In the old days I would  the cataract is less than likely than not due to diabetes; those
kept on bouncing back.  And then I say 'Well, age-related cataracts."  So not visually significant
if the patient is correctable to good vision; and in spite of the fact that they might have diabetes,
it's not  like the diabetes caused it but it's worse because of  it.

But it depends on how long you've been diabetic and what other diabetic issues they have in
play.

DR. GORDON:  But in your normal practice, you wouldn't necessarily consider trying figuring out the
cause if it didn't -- 

DR. BELKIN:  Absolutely not.  It's irrelevant.  You have a cataract, we'll see you back when you're
having vision problems, or in a certain length of time, absolutely.

MR. RIDGWAY:  And Dr. Reeves for cancer, how often is a person being treated for cancer does
that physician have confidence that they know what caused the cancer?

DR. REEVES:  Most of the time, not; it  makes little or no difference; cancer treatment or cancer
outcome is generally based on the stage, the type of cell, and other factors relating to the health
of the patient. As for radiation causation of cancer, which is what know a little bit about, right
now the current state of the science, there is no way to tell a radiation-induced cancer from one
bed that comes from other cause.

We did notice at post-Chernobyl that there is a marked increase in the incidence of thyroid
cancer in children.  Thyroid cancer is a fairly uncommon disease, but the spike really went up. 
We think that now we -- there are a few studies that show promise, indicating that certain genes
are up- regulated and certain proteins expressed in a cancer due to, probably caused by
radiation than in the run- of-the-mill thyroid cancers that were being experienced.  But right now,
there's no way to tell  the difference.  

And then back to cataracts, and Sam can correct me if I'm wrong, in terms of causation – well,
basically as I understand it, there are three types of cataracts; nuclear sclerotic, which is the most
common, which us old folks get.  Number two is a posterior subcapsular, which is shown to be



related to radiation exposure, nuclear sclerotic is not. But one of the problems I encountered
with reviewing claims for the VA was that most of the time the optometrist or ophthalmologist
didn't record what  type it was.  You can tell the difference if you're looking for it; but it doesn't
make a difference in terms of treatment, it doesn't make a difference in terms of the prognosis, so
most of the time what I   would see was: "patient has had cataract for so long,   recommend
surgery be done, is doing well."  So that's   one problem.

MR. RIDGWAY:  Dr. Gordon.

DR. GORDON:  Obviously if a person has a trauma to a joint and they're getting treated immediately
you know the cause; but if there isn't an immediately identifiable cause to an orthopedic problem,
how often do you have a sense of what really caused it?   It doesn't really matter to the way you 
treat them.

Yes, that's -- it's important from a doctor's perspective to understand how we deal with those
things, that's going through our minds.  Somebody presents with a symptom and you've
immediately got in that back of your mind a running  set of diagnoses that might be responsible
for it, and there may be three or four of those things that knowing the cause will impact how
you're going to be. So you may run down with your questioning   in your physical exam to
identify whether or not those specific things are the cause,  And if so, going to guide your
treatment in a different direction.  But once you've figured out the things that are bad, things that
are going to cause a problem, things that are not going to resolve on their own, you need a very
specific treatment in order to be able to take care of them. 

Now it doesn't really matter so much.  If you've sort of figured out all of those things, and the
cause is becoming more vague, that's when you're really starting to treat the symptom more than
you're treating the actual underlying process.

So if somebody's having knee pain, you can go through a whole range of diagnostic tests in
evaluation to figure out what's causing that knee pain; and sometimes you can't find an anatomic
cause; and in that case you're then just treating the symptom.

MR. RIDGWAY:  Is there a particular phrase or technical term that doctors my use in any field to say
that they don't know the cause of something they're treating?

DR. GORDON:  Idiopathic.  You know, that's kind of the bailout, garbage can term when we don't
have any idea what's going on. 

             (Laughter) 

 MR. RIDGWAY:  One quick aside on medical terms: Is there a particular treatise that you would
recommend, any of you, for attorneys for learning about the words that doctors use in technical
senses?



DR. REEVES:  There's an excellent medical dictionary by Stedman; it's yea thick, but it's good.

MR. RIDGWAY:  That's a good way to try and figure out what doctors mean. I'm going to move on
from the specific issues of treatment into the more general issues of medical knowledge.

The Court's case law says that it's okay for a physician to state that the cause of a condition is
beyond what science currently knows.  How often do you think it's really true that no amount of
investigation could produce a cause?  Are there common conditions that really don't have a 
known cause that we should be aware of?

 That's an easy one; who wants to take it  first?

DR. SCHAEFFER:  In looking at noise- induced hearing loss, there are certain characteristics that we
see with noise-induced hearing loss of the audiogram at the higher frequencies specific to noise
exposure, and specifically military noise.  There's a recent article that was, just came out in the
General Rehab Research, but it's part of the VA, publication where we looked at -- we've been
able to transfer audiograms into a database, and we have well over a million audiograms now. 
And the researchers were able to look at the audiograms and look for the notching.  And the
results were that although there was some notching -- a notching was not a predominant feature
in the audiograms of any of the decades; 20s, 30s, 40s, 50s, although in some cases it was.   So
that tells us that it's not necessarily so that if you have -- and we've always felt this 1   way.  If
hearing loss occurs in the military, then we say it's related to military service.  When we notice a
notching of the audiogram, we like to report that even if hearing is normal, if we see a notching of
the audiogram where it's poor; at 4,000, 6,000 Hertz, 3,000 or the higher frequencies; then it's
characteristic of noise even though there is no hearing loss. 

We will reported it so that later if there is a problem, we can address it.  There was noise
exposure.  We looked for shifts in hearing clinically significant shifts or standard threshold shifts. 
And as I said before, there are other things that cause hearing to be poor, but if -- usually we're
asked, is it military noise?  And it's not always,.  Or there is nothing definitely characteristic.  A
lot of people look to the Institute of Medicine publication on noise in   military service, which
give us information on that.

If we have multiple causes but if we can find characteristics that are consistent with military
noise, we definitely like to report them. But typically we're getting from regional office a question
only about noise exposure.

MR. RIDGWAY:  Another common issue, and   one that's particularly difficult is the cause of mental
health conditions.  It's obviously not an easy question, but Dr. Schlenger, can you express how
hard that question really is to know the cause of a mental health problem?

DR. SCHLENGER:  It's true in mental health that much of the time one has to rely on either the
patient's report of symptoms, and you can get collaterals to confirm or not those symptoms and



so forth; but trying to get to a definitive, 'this is the cause of the depressive episode, let's say'; it's 
very challenging, and it doesn't really make much difference.

So it's not much different than any of the other health conditions where if you have the symptoms
and whatever else you need to make a diagnosis, it really doesn't matter what caused it.  PTSD
is the only thing in that DSM_V, in the DSM manuals that has a specific causal element to it. 
The rest of them don't.  When you look at depression  you can say "Well, you know, serious
events in their life can cause it, and this and that and the other can cause it.  But they're not
definitive explanations.

MR. RIDGWAY:  So as part of the DSM process, unless you're dealing with PTSD, you're really not
spending a lot of time looking at the cause when you're dealing with a patient,.

DR. SCHLENGER:  That's right. The real question is, does the person actually have these symptoms,
particularly the ones that they are reported.

MR. RIDGWAY:  I'm going to jump now straight to the $64,000 question, which is:  In the veterans
benefit system, we want to know if it's as least as likely as not.  We say 50-50 that a disability
was caused by something in particular that has been did.  

That 50-50 chance that something was  caused by something else in particular, how similar  or
different is that to the way you think about causation in your work?

And I'll let anybody jump in on that first. Dr. Sinks?

DR. SINKS:  Well, you're being very tricky.  He's jumping around.  He sent us all these questions
before and he's jumping around, so -- some us probably made some notes.

I'll tell you what I've got here.  First of all, the world of 50-50 might work great for a lawyer; it
doesn't work well for an epidemiologist.  If you say we deal with anything in terms of
percentages, it may be P-values, and as I mentioned  before, those don't measure cause, they
measure chance.

 So just from what we do, we look at a wide array of factors before we determine if an
association is causal or not; we try to account for  chance, and we've got a reasonably good way
to do it: statistics.  That's why we have statistics.  But there are other issues that are things --
these are kind of terms that you may want to think about: Systematic bias is one of them.   
Confounding is another, and these are examples of where you can have an association that is not
causal, and it's not due to chance.  If we do see a causal relationship, one of the most important
things we want to do in terms of building our studies or looking at the quality of the data is to
validate (1) the diagnosis.  

So Dr. Schlenger is mentioning mental health, and the limited experience I had as a nurse's aide



in the psych hospital was -- I think there's a real art in the diagnosis of psychiatry and other fields
as well, and it's very easy to diagnose correctly or get a wrong diagnosis there; and   particularly
when you're dealing with the lay population.  We're doing studies and we're asking people to tell
us if they have cancer; they may not have had a cancer.

So that's important, and I would say probably the other thing -- I'll just conclude. The validation
of exposure, so the causal thing that you're thinking about; usually clinicians do not have the
ability to really go back and determine, what was that person exposed to involve an organic
compound in the drinking water 30 years ago?  What was their occupational history?  How
good is occupational history in telling me the amount of exposure that person had and the lisp
associated with it.

So I probably got off the topic, but --.

MR. RIDGWAY:  How about Dr. Peterson.

 DR. PETERSON:  I had a couple of quick comments to add to what Dr. Sinks said we  work in an
environment, in the Office of Public Health, Post-Deployment Health, where a lot  the science
that we look at the Institute of Medicine looks at before us, a lot of the science that we conduct
through epidemiology studies in our office help inform decisions that are very big related to
presumptions of service connection; very  big in the sense of the number of veterans that are
potentially affected, the amount of taxpayer dollars that go towards benefits in medical care.   
And some of the issues we deal with in terms of, 'least as  likely as not' get into some very basic
elements.   And I think it's very important to remember that one study really is not definitive by
itself.  I think this is true with epidemiology in general, and I think it's very important to remember
that when you  look at the science.

And sometimes it takes years and years to tease out which direction it's going to go, either at or
above the 'at least as likely as not' line.  So numbers of studies are important, qualities of  
studies are important, you have to be able to repeat   the experiment; are we able to repeat the
study and find findings in the same direction?

And it's also very interesting in the environment that we work with, trying to help make
determination for veterans.  Many of the scientific studies; in fact, most of the scientific studies
for the presumptions of service connection, for example, are in populations other than veterans. 
So it's very difficult to translate the science from what happens in an industrial setting, for
example, to what does it mean in a deployment situation?

 So I think when you're put in a position of trying to tease out what does the science mean, and
you have to be very careful and keep in mind some other elements of what goes into these
studies.  Like I said, it isn't just one study necessarily in one direction.



 Another example is the issue which I think most people are familiar with, is does the use of cell
phones call brain tumors?  And if you follow the news in recent years, it's been yes/no, yes/no --
I'm not sure where it is right now.  And that hasn't been defined yet.

 It depends on when you ask the question.  All these other elements enter into questions like that.

 MR. RIDGWAY:  Dr. Sinks, help me understand the process.  So sort of step 1 in the overall
process is, validate the diagnosis, figure out exactly what it is the problem that you're studying. 
Once you're sure you know what you're studying, then you go to looking for things that correlate
with that; and once you kind of see what the correlations are, you can move to the next step,
which is really trying to find a cause that you can  be confident.

 That would be ideal, but that's probably not exactly how it normally happens.

 DR. SINKS:  Yes, I don't think he was trying to answer his own question -- but you did a great job. I'll
just say this in terms of validation.

 MR. RIDGWAY:  I'm just trying to translate.

 DR. SINKS:  So when we're looking to do a study, and let's say we're doing it on breast cancer   --
well, let's use male breast cancer as an example, because we have that as an issue going on right
now.  It's very important that we correctly identify those individuals who have no breast cancer
so that some of cases -- if we included cases in that cluster, that definition, who are not cases;
we are going to end up with an effect measure which will be towards the null, and we'll make our
study less powerful.

              And the same thing goes with exposure.  If we don't accurately identify -- and exposure is
usually harder.  If we don't accurately determine what somebody was exposed to, we use
self-report, we use a model we can validate.  We tend to drive down our ability to find an
association, if there is an association there.  And then we might end up with a result which is a
false negative, when in fact there was an association.

 So these types of things are important.

 MR. RIDGWAY:  One really important thing is the difference between causation and correlation. Dr.
Belkin, could you kind of explain that simply?

 DR. BELKIN:  Yes, this was a very flippant remark I made when asked that question; that's why he's
asked me to do this.

 Before I answer that question, let me just get back to one issue that was mentioned, about
cataracts and also about causality.  Dr. Reeves is absolutely right.  The cataract has a front



surface, a middle and a back surface, to talk about it more specifically; and actually there's
probably like dozens and dozens of different types of cataracts. 

 There's anterior cortical, there's nuclear, there's posterior subcapsular, which was in terms of the
radiation issue; and there's also in terms of like steroid use.  So if people are on high doses of
steroids they will get a specific type of cataract. The lens actually grows like a tree; it has rings in
it.  So if a person has a cataract that's right in the very middle, and there's not a rounded right in
the middle, I can say that that's a congenital cataract.  Why?  Because that's the way the lens
grows, and it's in the very middle.

 If they have a trauma, I can actually see that it's actually a portion of it; it's like sort of one of the
rings is damaged.  So we can get a flavor for what might have caused different types of cataracts
as well.  But since both steroids cause posterior subcapsular cataracts and radiation exposure
would, too, we're still up to the challenge of, a patient was exposed to radiation 30 years ago,
20 years ago, now they're older, and older people  get cataracts and they may have been on
steroids.

 Then it starts to be a little confusing for me to tweeze out, like is it as least as likely?  Is there a 
50 percent chance or greater?  And then I would need to have the example of being able to look
at an examination that took place prior to, when he started on steroids.  Because if there was no
cataract identified at that point, and now I see it now, I would say 'well, that's more likely due to
steroid use and not from radiation.'  But it does cause some difficulty.

 So that takes care of that.  What was the other question?  Oh, my story.

 My response to the e-mail was:  'It's all about ice cream.'  So if you calculate how much ice
cream sells each day, and you put that on the X axis and then you put how many drownings take
place for children on the Y axis, you will find a correlation.  Kind of like when one goes up, the
other one goes up.  But in no way is the ice cream actually causing the drownings to take place.
And you could say, well, they're both caused by temperature.  So it's all caused by temperature
going up.  Well, the elevated temperature is not a causative at --.  So you get this correlation
confusion between that and something that's causative, and that is the thing that I'm referring to
for an experienced provider who has done a lot of these.  For a junior person that hasn't done
very many, a resident right out of school, they will kind of say 'This is related to that, they're
found in the same population, so it's 'at least as likely   as not.' 

 But after people do these exams for a while, you realize the question is:  Did this cause this?  Is
there a chance that it caused it, or less than likely?  It does take a while to even it out, but as I
said the difference between the two is, it's all about ice cream.  And if you understand the idea
that you're going to be a relationship but it doesn't   mean causation.

 MR. RIDGWAY:  So sometimes we get an opinion back, and it doesn't necessarily seem to quite
make sense, it could be that the person we're asking it to, the physician is talking about



correlation is thinking about correlation, and not so much about causation. 

 DR. BELKIN:  And moreso with novice folks than experienced ones, but -- because I would never
say that this is a correlation between these two, because ultimately I know that it will come back
and  say you need clarification.  And then I would get an opinion back, 'be more specific.'

 MR. RIDGWAY:  But you've learned how to talk to lawyers.

 DR. BELKIN:  Absolutely.

 MR. RIDGWAY:  But the veteran's treating physician at home may not have. Going back to that
50-50 number, I believe that somebody in their materials mentioned the concept of excess
relative risk.  Does that correspond to the 50-50 or?  

 DR. SINKS:  Let me just say that at lunch, I was informed by a lawyer that lawyers are phobic   when
it comes to math.  So he's right there. 

 (Laughter) 

So just a little caution.  So epidemiologists, we're not brilliant mathematicians; we're really good
at proportions.  So they're just fractions, percentages.  There's a term called a relative risk, 
There's also odds ratios attributable risk, absolute risk; but risk is generally, you have a
population, you follow them over time, you understand the occurrence of new disease in that
population is called the incidence, which is the measure of risk.  So if you have 100,000 people,
and a thousand of them get disease, that's, I don't know,10 percent.  That's their risk.

 The relative risk is you're looking at an  group, you're looking at an unexposed group, you're
following them over the same time.   They're  dividing the incidence of one over the incidence of
the other.  I'm sure I did not send them  to you, though. 

 MR. RIDGWAY:  Okay.

 DR. SINKS:  That's relative risk.

 MR. RIDGWAY:  Somebody else want to take responsibility for that one?

 DR. REEVES:  I was the one who mentioned it.

 MR. RIDGWAY:  Okay, I'm sorry.

 DR. REEVES:  I'm glad that Dr. Sinks gave the explanation, because it's a far more precise one than I
could have come up with.  One of the problems we see where there's a claim, is that -- well, let
me put it this way: Supposing there's a control group where say 100 to 1 million people get



cancer over 20 years.  But there's another group of exposure to -- and I'll try not to get in the
weeds too much -- a specific dose of radiation, and 150 of them, of the million exposed to say
50 rads get cancer over the next 20 years.

 Statistically, and I'll try to avoid the pitfalls that you pointed out, statistically that indicates -- of
course there are some other factors, like biological mechanisms being known for radiation and
so forth.  It does indicate that radiation exposure does cause cancer.

 Now if you're a claimant, one of the 150 claimants in the exposed group, was your cancer
 caused by radiation?  Well, if you look at it, 100 of that group would have gotten cancer

anyway; but there's 150.  So the chances are 1 out of 3 that you are one of the 50, 150 minus
50, who got the cancer because of your radiation exposure.  Problem is that every claimant
thinks that they're one of the – naturally thinks that they're one of the 50, not one of the 100.

 So when you're looking at -- strictly speaking, it is not as likely as not if you got a cancer that it
was due to radiation exposure.

 MR. RIDGWAY:  So the challenge for us as attorneys is that you study populations and you're
producing results that tell you what happens in a large population; and how do we take that
scientific knowledge and decided as a legal matter how we're going to apply that scientific
knowledge to a specific case. 

 Because you can't tell us in a lot of who -- this person or that person did or did not.

 DR. REEVES:  Right.

MR. RIDGWAY:  Now in terms of making these studies you talked about 100 people out of a million.
Is there a difference between studying conditions that are really common versus studying
conditions that occur very rarely?

 Judge Newman wrote an interesting concurrence that these rules maybe should be different on
the legal side, but from the scientific , how does it differ in studying them?

 DR. SINKS: Well, actually, let me just follow up on his example.

 If you take a disease, let's use cancer.  If you take a disease like breast cancer which is
unfortunately all too common among women in the United States; I don't know if it's 1 in 8, 1 in
9, 1 in 10, depending on what numbers you're looking at, that over the course of a lifetime 10
percent of the women will develop breast cancer.  So it's a very common disease.

 If you're doing a study and you're calculating a relative risk of a very common disease, and you
find a risk factor that elevates the risk by 30 percent, that's a huge number of women with breast 
 cancer; a very significant increase.  It would be statically significant.  But the relative risk is 1.3,



30 percent.  It's not that big.

 If you're looking at an uncommon disease, an uncommon cancer -- mesothelioma among people
not exposed to asbestos, very uncommon; it probably never happens,  If you were to find a risk
factor there, you would probably be seeing relative risks that are 5.0, 7.0.  You know, 500
percent elevated, but the number of additional cases of mesothelioma may be a handful
compared to the number of additional cases of breast cancer, which could be tens of thousands.

 So that's an example of where the numbers make a difference, and they make a difference of the
relative risk issues.  I don't know about the 50-50.

 MR. RIDGWAY:  One of the things that I think you've been talking about is the need to compare a
group of people that you know were exposed to something, to a group of people that you know
were not in order to tell the difference in the outcomes.

 How hard is it to find those two different groups and to be confident that you've sorted them ?

 DR. PETERSON:  I would comment on that from the standpoint of environmental exposure during
deployment.  One of the things that the Department of Defense and quite frankly the art of the
science at this point is, is very difficult to do is to measure not only what an individual was
exposed to but how much and how long.  Let's use one of he ones; that's an example of being
looked at now, which is burn pits, exposure to burn pits during deployment to the current
conflicts.

 Were people exposed to burn pits?  Yes.  Does DoD or VA years later have a way to
determine   how much each individual was exposed, for how long and to what particular
chemical within that plume of smoke was there?  The answer is no.

 So in circumstances where you're dealing   with environmental exposures for the most part,  
particularly during deployments, it's very difficult to make any of those kinds of determinations. 
That's  part of the problem we face.

 If we had a little tag that military personnel could wear during the employment, and if  got sick
20 years later, 30 years later with a chronic disease, we might be able to determine through
some of the studies that have been described whether or not there's a relationship or an
association or a correlation with what the disease they have now back to what they experienced
during deployment.  Until the state of the art get there, if it ever does, we're always going to be
faced with those difficult decisions in terms of what is associated with what, at least in the
deployment situation.

 MR. RIDGWAY:  Does anybody else want to add to that one?

 It seems to me just from listening to that, one of the problems that you face is, in trying to do the



science, is if you assume that a lot of soldiers were exposed to something that they were not
actually exposed to and you want them into the exposed group, they will have less of a tendency
to get the condition that is caused by something, and actually make it appear less likely that
something had caused a particular condition, if you're over- inclusive in trying to figure out who
was exposed.  Am I understanding that --?

 DR. PETERSON:  Yes, I think that's a   reasonable attempt. 

 MR. RIDGWAY:  So for the uncommon conditions, it's really important to not include a lot of people
that were not actually exposed significantly.

 Is there a difference in trying to study from people who have a current condition and work
backward to the cause, versus taking something that you're afraid causes conditions and work
forward, does one tend to be a more common way to study although the challenge is different?

 Dr. Sinks?

 DR. SINKS:  These are all epi questions. So in general if you're doing, if you're going to be studying
something that's rare, it's not common, you would be spending millions of dollars to  try to follow
hundreds of thousands of people over time until they develop that disease.  So it's not an efficient
way of studying rare diseases; you usually start from the disease.

 Also, if something takes a long time, the  thing goes on.  So if you --when you're starting with
disease, what you're doing is you're looking for people who have the disease and then you're
identifying a group people hopefully from the general population that are representative of the
way you found the people with disease.  And you're looking backwards to assign, to look to see
whether people with disease and without disease had that exposure prior to the disease.

 In a cohort study -- that's called a case study.  If you're going forward in a cohort study, you
define the cohorts by their exposure or not exposure, and everybody has an equal chance to
become diseased or not diseased, and then you're looking at the risk between the two groups.

 MR. RIDGWAY:  I do intend to kind of circle this back around and ask the practicing physicians: 
How do you take this information and bring it back when you're trying to develop an opinion?

 One last question I just wanted to ask about, the general study before I pull it back in is:  How
often do you actually try and study the effects  of multiple different things happening
concurrently?  Because it seems like that a problem, that people have lots of different exposures,
and teasing those apart can be really difficult.

 DR. SINKS:  Well, let me just say, there are two major types of epi studies; case control study, and
cohort study.  With a case control study, you can only look at one type of illness, you can look
at multiple types of exposure.  With a cohort study, you define the cohorts as exposed and



unexposed, so you sent the exposure.  You can't look at multiple exposures; you might be able
to control for some others, some, but you can look at multiple outcomes.

 So once you set up a cohort and you follow them over time, you can look at all causes of death,
all incident cancers.  But if you're going the other way, you're only going to look at one type of
cancer but you could look at multiple exposures.

 DR. PETERSON:  I would just add this:  The   studies we do in the Office of Public Health in the
veteran cohorts that have deployed really are intended to focus on the question from a policy
standpoint that we do, have really focused on the entire experience of health post deployment. 

 We primarily deal, of course, with chronic diseases, and the acute diseases are the purview of
the Department of Defense.  So we're talking about diseases of aging, we're talking about
diseases that occur 20, 30, even 40 years post potential deployment or exposure.  And that's
really -- part of the reason we do that is to try to get away from the Vietnam experience where
post-Vietnam, with the pressure from the media, pressure from veterans group where everybody
made up their mind immediately afterwards that Agent Orange was the cause of all evil, things
were missed post-Vietnam.  For example, the diagnosis of PTSD among Vietnam veterans
really didn't come to light until many years later because of the focus on the fact that Agent
Orange had to be the etiology or the cause of every disease -- you could fill in the blank; disease
X, Y and Z and that Agent Orange was the cause.

 So the proper way to look at this, at least among veteran populations, is to look at the entire
health experience; otherwise we will miss something.  And that's very difficult to do, given the
Vietnam experience.  We're still in need here of the idea that smoke causes everything post-
deployment, every adverse health effect post- deployment.

 MR. RIDGWAY:  One more question for the scientists before I get back to how the doctors use this
information. How long does it take to come to conclusions on the causes of things?  Is it a
function of time, the number of studies, the number of people that you study?  How long a
process is it, because lawyers would like to have the answers now. 

 But I know that that's not always going to be the case.

 DR. PETERSON:  So the answer to the question is yes.  All of the above, and many others.  I like to
use the example of the relationship between smoking and the increased risk for lung cancer. 
That was not one study; that was not, a number of studies done in one population; it was not a
number of studies done in a very few years of time, it was a long, long period of time relatively
speaking before that association -- you know, it went from autopsies on World War II veterans,
those kinds of studies, to the larger scale health studies like we've talked about here, the different
varieties and so forth.  They had to be repeated many, many times.

 As we talked about before, the relative risk on this was probably somewhere up in 7, 8, 9 range



depending on which studies you look at.   And it's still not an absolute; there are other causes of
lung cancer but the risk is certainly increased if you smoke.

 So I think that's an example of what we now take for granted as good science and have a good
understanding to some degree of cause and effect, if you will.  You know, it takes a long time to
get there sometimes. Unfortunately there's not a lot of patience for the scientific methodology,
and that's certainly understandable if you put yourselves in the shoes of veterans who have been
deployed; went healthy and came back sickly with a variety of conditions.

 I sat across the table from the Secretary when he's asked, "Why are we still talking about these
issues in Vietnam veterans 40 years later?  Why haven't we been able to decide whether or not
hypertension is associated with deployment to Vietnam?"  Well, the studies haven't been done,
and there haven't been enough of them done to demonstrate one direction or the other that
there's an association or a correlation.

 MR. RIDGWAY:  Dr. Sinks.

 DR. SINKS:  Another side to this issue about the amount of studies it takes to determine causation.  I
think for sure for the more common diseases, longer and longer and longer and perhaps never or
until we get new technology; but there's also another side for this, which is there are very good
examples; and I will go back to the cancer cluster literature.

 While we've looked at thousands, tens  thousands of cancer clusters, there are five that have
actually led to very significant scientific findings, in very few studies.  So the discovery that
Kaposi's sarcoma in homosexual gay men in San Francisco was related to the HIV virus did not
take lots and lots of studies; it was done very quickly.

 Things like that, very rare occurrences that suddenly seem to be epidemics, when we do find
their cause we can usually establish causation pretty quickly.

 MR. RIDGWAY:  Okay, so now I want to  it back to the practicing physicians a little bit.  So there's
all of these ways in which the researchers may look and think about causation.

 Now if you're presented with a problem of, you've got a particular patient and you're curious
about maybe what could be the causes here, you've been asked to render a medical opinion on
this particular patient and you want to do some research;  it out, how do you go about it?  What
do you look for?  As a practicing physician.

 DR. SINKS:  Well, there's one softball  to the question; and that is radiation exposure in veterans.  The
National Institutes of Health, National Cancer Institute collected a   tremendous amount of data
during the 1980s, relating radiation exposure to cancer.  The radiation was subdivided by tissue
type, dose, so forth.  And subsequently they published an interactive radiation epidemiologist
program where you can simply plug in the various parameters; dose, type of radiation, age of



patient, so forth, and come out with a number:  50 percent causation at the 99 percentile.

 So there are some cases where the -- 50 percent causation and 99 percent -- was that more
likely than not?           

DR. GORDON:  Well, that is as likely as not.

 DR. REEVES:  However, one of the things they initially discovered was that there was, based on the
science of that time, no demonstrable association of a disease, chronic lymphocytic leukemia, or
CLL, with radiation exposure.

 There are four main types of leukemia. The other three, there was an association demonstrated
based on data from Japan and elsewhere, but not for CLL.  So that kind of blew them out.

 But recent studies using the cohort, persons exposed to chronic radiation along the Katcha River
in the Urals region of Russia has started to indicate that yes it looks like there is an association --
and again, still could be just correlation -- between CLL and radiation exposure, which had not
been demonstrated before.

 I think that jury is still out on that – that's not a good expression to this group -- 

              (Laughter) 

   -- but there advances in our understanding = even of a toxic agent that is as well studied as
ionizing radiation.

 DR. PETERSON:  Dr. Schaeffer, I think audiology is another area, hearing loss, where the Institute of
Medicine has gotten involved.  Is that where you turn first?

 DR. SCHAEFFER:  We turn to the Institute of Medicine first.

DR. REEVES:  What is the Institute of Medicine for those of us who think of it as a title? You rely on it
as a pretty reliable source.  I just didn't know kind of --.

 DR. PETERSON:  It's an independent organization of recognized scientific expertise. Many of the
contracts that we let from our office related to what's in the law, for example; I'm sure more
people know this.  The Vietnam veterans and Agent Orange studies that are done are really
miniature reviews of the world's literature at different points in time determining the relationship  
between exposure to Agent Orange and dioxin and health effects.

 So we turn to the Institute of Medicine; the Congress often asks us to turn to the Institute of
Medicine as an independent organization that makes up committees of experts to address
particular questions.  So they're primarily known for their scientific expertise as well as their



independence from federal agencies, to be able to make independent judgments in the scientific
community.

 MR. RIDGWAY:  Sorry to interrupt.

 DR. SCHAEFFER:  What we look to is the C file, to determine, for hearing loss, whether -- most
patients for hearing loss, they have had an entrance audiogram; they have -- their MOS is such
that they are routinely exposed to noise.  They are enrolled in the hearing conservation program,
they have regular hearing tests.   We look for shifts in hearing, we look to see if there's any
hearing loss when they are discharged, separation, there's an audiogram that shows the change in
hearing for a noise notched audiogram .

 Where we run into a few -- so it's pretty clear.  Now we're seeing the post-deployment
questionnaires which actually say:  Were you exposed to noise?  Did you have ringing in the ears
before, during and after the deployment?  It's great, because we've got that individual
information from the  patient, showing causation.

 They didn't have it when they went in; when they got out they had ringing in the ears, and they
still have it on the way up and complaining of it.  Seeing patients while they're on active duty.  I
know we're going to be doing separation health exams for the military; they're in the military, if
they have a problem it occurred in the military because they're in the military now.

 When we have a problem is when there's no   change in hearing or the records aren't clear;
there's no report of it in the military service, they deny hearing problems. But then they have
other – they have hearing problems which could be related to other service-connected
disabilities or other claimed problems; diabetes, hypertension, autoimmune problems.  They had
taken aminoglycoside or they have had chemotherapies.

 We can't say for sure because we don't evaluate those conditions; so we don't know how –
what is the level of diabetes?  What kind of problems  are they having with hypertension or
vascular disorders?

 So that becomes sort of an issue there, where we sort of need to know from the other providers
what the situation is so that we can evaluate any effect on hearing.  But that's where – but we
look to the individual and then we also look to the data and to the -- it becomes confusing for
the clinician also when we get something from the regional office that asks us to look at whether
it's noise exposure, some other cause or age-related.  

 Is it beyond the normal progression?  Very difficult to look at.  Because between the 10th

percentile and the 90th percentile, we've got normal hearing to severe hearing loss in a person
who is 60, very difficult.

 So we actually looked at the C file, and to have a good C file that we can really -- if all the



STRs are there, it's easier for us.   Other problems become a little more difficult.

 MR. RIDGWAY:  Dr. Gordon, as a practicing physician, if you had a question, you want to know the
current state of knowledge, how would you go about researching it?

  DR. GORDON:  So really, from our perspective, a good literature search is really Pub- Med based. 
If something is -- 

 MR. RIDGWAY:  When you say PubMed is that a specific database that you use?

 DR. GORDON:  That is from the -- so really, and it has to be -- I mean, we're talking about for
publication, if you're trying to do an extensive literature search of a bibliography for publication,
we need to be going until everything that's referenced and everything that you're looking , they're
all referencing each other or they're all referencing the same thing.

 I think that once you get to a point in doing a reasonable search going back a decade and
looking at stuff that's review articles that are then -- now looking at all the most recent stuff, I
think that's where -- the thing we're looking for.

 MR. RIDGWAY:  How long can those take?

 DR. GORDON:  It depends on how facile you are with it.  If it's in your field, it might take you five
minutes.  One of my junior residents, who is looking at writing a case report on fracturing an
amputee, well, that may take him a few hours. 

 So it really varies in terms of how  familiar and how focused this is; if it's a very specific thing that
is very uncommon, it make take you five minutes anyway because you're not going to find a
whole lot.

 MR. RIDGWAY:  Dr. Belkin, is that what you do?

 DR. BELKIN:  Yes, pretty much. One of the things that is also true.  I approach these claims -- try to
find just a reasonable -- you're trying to just be reasonable.  Ironically, I would just tell you,
when people write something that is less likely than not, they really don't want to write that.

 It's like -- you get these things; is it less than likely or least as likely?  You're basically going back
and forth between, is there a 49.9 percent chance or is there a 50 percent chance?

 And providers -- look, we know that in some ways when you're trying to look close -- there are
some times where it's ridiculous; we get nonsense stuff coming through us, like there's no way
that that is any way related.

 Personally I might talk to one of my senior providers, say 'have you heard anything recently?' 



We'll check the literature in some cases.  If my colleague says 'Oh, yeah, I've heard that there's a
whatever,' I'll kind of take that into consideration and I'll say it's at least as likely as not.  But
when we do write something, that something is less than likely than not, sometimes in the back of
your head you're thinking -- as a provider now, this is me -- you know, I can't find any reason
for  this, it's less than likely not, it's not a non- speculation issue, it's like there's no information.  I
can flip a coin and say that's the reason.

 It is a challenge for us to do it, and we to be uncomfortable.  It's easier to say yes than it is to say
no.   If you can't say yes then you can say it's at least a possibility, I'm saying it's a reasonable
possibility.  Fine, we'll say at least as likely as not.

 But when I say it's less than likely not, the people who do write that in those reports, you know,
they're really confident that it's less than likely than not. It's not a borderline kind of thing. If it's a
borderline you sort of say, let's just say it's as least as likely as not because it's a pretty close call,
et cetera.  That would be something I think that it would be nice for folks on your side to get a
flavor for. 

 Someone's saying it's not.  They know that, they honestly feel that it's less than likely than not; it
just is. 

 DR. PETERSON:  I think the issue from the court is the explanation as to why you were saying less
than likely than not.  We're not the experts on that, you are.  So if you explain that we've looked
at this and this is why it's not in that category, then the Court can make its determination and
explain it, then the court can review that explanation.

 DR. BELKIN:  That's an excellent point, but sometimes -- I had an example here -- I'm going to read
something to you; I hope this doesn't get me in trouble.

 But anyway, this is -- 

 MR. RIDGWAY:  Depends on what it says

 DR. BELKIN:  We'll see.  So this is a case where a patient, there was a claim for diabetes, the claim
included the question of cataracts.  Well, the patient had cataract extraction; there were no
cataracts; they weren't there anymore, there were implants. 

 He has 20/20 vision.  He has no retinopathy, and I said -- he has no diabetic retinopathy.  The
cataracts were not even part of the 2507.  What did I write down?  I said patient has  posterior
subcaps and the patient had cataract extraction, you know, X date, X date, 20.20 vision, sees
great.  I'm done.

 Five, six months later I did another thing, I'm one of the folks that review it, said Dr. Belkin, this
patient also had diabetes.  So now you need to tell me whether or not the diabetes without the



cataracts were as least as likely as not due to the diabetes, cataracts due to the diabetes.   And I
said 'cataracts are less than likely not due to the diabetes.'

 Then it came back again.  This is what I got.  It said:  "Examiner was requested to provide a
medical opinion regarding whether or not it is as least as likely as not that the veteran's cataracts
were secondary to diabetes Type 2.  The examiner stated that the veterans cataracts were no
longer present because they were removed and replaced with interocular implants.  However,
even though his cataracts are now cured -- in quotes -- by lens replacement, and even though
the condition would be a non-compensatable because his corrected vision is 20/20, we still
require this opinion."

 I think that's nonsense.  And I hear you that we need to write a reason; and sometimes there is a
clear reason and sometimes it's -- in this situation.  And I hope the person -- I wrote a real -   -
is that you? 

 AUDIENCE:  No, no. 

 (Laughter) 

DR. BELKIN:  I hope the person that I wrote the reply to this is not here. 

 AUDIENCE:  I was just going to say that when the claim was filed is a particularly relevant issue here,
because if he or she suffered from cataract due to whatever cause, for five years while the claim
was pending and then got the cataracts removed -- even if it was two years or ten months, and
then got the cataracts removed.  Well, after they were removed, fine, and I guess he had 20/20
vision  now. But for that 10 month period or 5 year period or 2 year period, the veteran was, if
the cataracts were due to or aggravated by the diabetes, he would have been possibly due
benefits for that limited period.

 And so to me, the situation that you just posed is not irrelevant; it's part of what doing claims
work is.  Figuring out whether, for the period that he had the cataracts that were apparently
affecting his vision, whether he was due benefits.

 DR. BELKIN:  And this particular example, I had no information about where that was.  I would
assume, of course, if cataracts were removed at some point they were causing him some vision
problems.  But when I say in the first report that in the face of that, no diabetic pathology; and
then I asked this other one, and this is like the third time; and I'm thinking this is from a year ago? 
The claimant is waiting now a year because they want to know about cataracts that I can't even
see to make a comment about?  I have no records that say what the vision was and when.

 I understand the problem, but from my side when these have super-high priority and  trying to
get me to see as many CMP examinations as I possibly can in a day, and I'm getting another
stack of C files back on my desk saying I have to reply to this, from my perspective it's just -- I



don't know?

 AUDIENCE:  So did you bring your reply? 

  DR. BELKIN:  You would not want to read my reply.

 (Laughter) 
 
MR. RIDGWAY:  Maybe I would.  I think there's a lot of people that want to ask a lot of questions,

because this is all about communications, and I've been polite, and maybe some of the questions
will be a little bit more direct, and I think that will be very helpful.

 So can we get some people to get the mics and be ready to pass those around?

 I'll ask one question just to kind of start off the Q&A area that I think is on a lot of people's
minds.  A lot of conditions are related to aging.  How do you tell something that's related to
aging from something that was caused by something that happened in service?  You know,
whether that's for hearing loss or cancer or orthopedic injury, arthritis or any of these.

 So I guess I'll start with Dr. Peterson and we'll kind of go down the table, because I think that's
something a lot of people can say a little something about, and hopefully try and do that quickly
so we have time for people to ask some other questions.

 DR. PETERSON:  I was going to say that's the $64,000 question, but in this day and age it's
probably more like a $64 billion question, particularly when you talk about presumption for
service connection.

 I just don't think there's an easy answer for a lot of things I talked about previously.  We don't
know the answers to some of these questions, and science is very weak.  How do you make
these decisions?  I think we've touched on most of those things.

 Unfortunately, most of the science is not in the direction that there's an absolute clear association
between say an exposure in the development of a particular disease.  Nor is there all that much
science that really definitively says there absolutely is no association; most of it falls into the gray
area.  At least as likely as not, above and below that. some certain percentage.  And that's pretty
much what we're faced with.  I think that's been true for at least the last three-plus decades that
I've been involved in the science behind some of these deployments, and what are the due to,
what are they not due to, the diseases.

 DR. SCHAEFFER:  We typically look to see if hearing loss occurred in the service, if it did occur in
the service and it's very mild or there was a shift in hearing and their hearing is still normal.  And
in case he comes back 40, 50 years later and they have hearing loss, we don't assign that to
aging; we  look to see that the causation was in the military, it was due to noise exposure, and



this is what the current hearing loss is now.  It is too difficult to look at the aging results, because
you cannot -- I know that there is data, there is information that looks at allocation between
hearing loss and it's noise-related and age-related; but what I said, when you look between the
10th percentile and the 90  percentile, it is hugely variably. So we can say this is their hearingth

now, it was related to military service. 

 DR. REEVES:  Well, of course cancer is associated with increased incidence with aging.  We have
learned a lot from the Japanese, though, in terms of what the wait-and-see period is and how it
changes over time.  In other words, the time between exposure and development of disease.

 We're starting to discover that if radiation initiates certain cancers and the incidence of cancer is
not going to increase above that, what you'd normally expect with age.  Whereas if it promotes
an already-begun cancer, it would.  But that's something that we're still looking more into.

 DR. GORDON:  I think from the orthopedic perspective, it's really more initial degeneration rather
than age.  So the thing that you guys probably see all the time, the thing that walks in our office
all the time is 'my degenerate disk disease or my interior knee pain or all these other things' it's –
I got it from jumping off of trucks for ten years or twenty years or something like that.

 So the question then comes as,  "First of all, is there any anatomic basis for it?  And two, what
component of that is likely military-related versus just something that they would have gotten
anyway; and that's really hard to answer.  And unfortunately in most of these cases you have to
say 'yes, you've got a degenerative disk that looks like any other four year old's degenerative
disk.  You're having problems, and was your military service a mild aggravation of that over
these last 10, 15, 20 years? And it may very well might be.  It's hard at that point then to put a
value then on how much of that is related to military service in terms of actual benefits and that
kind of thing.

 So it's really hard to drill down on these multifactorial issues.

 DR. BELKIN:  The one issue that I have to deal with a lot is, I get a claim that says, well in the old
days, a long time ago we would say that the patient is complaining about loss of vision.  And it
would say loss of vision.  And I'd go out there and call the patient's name and they'd raise their
hand and they'd walk over and sit down; and to discover that they're really just talking about the
fact that they need reading glasses.

 But the claim comes in as a loss of vision.  And I guess there was a bunch of push-back about
that because for various reasons they tend not get loss of vision very often for such things; but
the substitution that comes through is 'eye condition.'  Why don't you just put 'body condition'?

 (Laughter) 

 Which I think, I'm advised to speak privately about what I think about those kinds of things, just



as a kind of little dart board thrown up there. 

 From my world, I can tell you what my experience is with the patient.  They sit down and I say
'Do you know why you're here?'  They say "Well, I'm here for an eye examination."  I said
'Well, sort of, not exactly.  You're here because either you or someone on your behalf has
started a claim, and this is a examination in response to that, and so I've got a series of
questions.'

 And my very first question is something like, "Do you have any eye problem that is not fixable
with eyeglasses?"  And they write 'No.'  And then I will say, 'patient has no ocular complaints.' 
And I'll do the rest of my examination, and I've figured out that they are 44 years old and they
need reading glasses, and their diagnosis is normal occurring refractive condition, presbyopia,
everything else is normal.

 Now sometimes we do find things that not on the list.  I've been doing this a long time, so I will
pick up an occasional glaucoma patient that didn't know it, and that's good.  That's good.  But
when the thing come in and it's basically -- and everybody over 40 needs reading glasses, it's an
age- related thing, that's the kind of thing that I have to deal with on a daily basis. And I've had a
couple patients, one in particular who was inquiring about what would be the outcome of this? 
And I say basically 'I don't know.'  You know, I don't know what it is, but I've never seen
anybody become ciruspected wearing reading glasses; I've never seen that on anybody.

 So it's one of those things where it is a challenge.  I'm trying to talk to this person, you know: 
'Give me something.  Tell me some problem and I'll try to figure out if it's there or not there.  But
when the thing is kind of murky, it makes it hard. 

 But age-related, anybody over 40, they simply need reading glasses, and a lot of times their
complaint is an eye condition of some sort.  It's kind of murky, especially when they don't know
why they're there.  "I don't know why I'm here; I was supposed to be here."

 DR. SINKS:  A little like I said at the beginning, "Why am I here?" 

 (Laughter) 

 I'll just say one thing in terms of, again  don't look at individuals, but in looking at populations if
you're an epidemiologist and you are not controlling for age, that we're going to find associations
that aren't due to age and are not due to cause.  There are plenty of methods that are available
and study designs where you need to take into consideration comparing apples to apples and not
apples to oranges, and make sure you're controlling for age.  Very important.  

 DR. SCHLENGER:  I think the epidemiologic studies over the last three decades have documented
some differences between mental health problems and physical health problems that are
important.



 You know, the DSM manual has about 400 diagnoses in it, and almost every one of them has
onset in adolescent or early adulthood.  It's very different from the chronic physical diseases; you
know, heart disease and cognitive impairment and a bunch of other things that are all late in life,
they start in late life not in adolescence, and so forth.

 So virtually all of the psychiatric disorders also are episodic; that is, they come and they go, and
they come and they go.  So the notion of the timing, and so on so forth, is really important. 
Because if you -- if somebody comes in for a claim, for even PTSD or depression or whatever,
they may not have the symptoms today.  It doesn't mean they never have, and it doesn't mean
they're not going to have them again; but they may not have them when they come   in, for any
number of reasons.

 MR. RIDGWAY:  All right. 

 Do we have a few questions out here, things that people -- I thought I saw some hands up. 

 AUDIENCE:  So one of the first things you learn in law school is that causation is generally the hardest
thing you're ever going to have to try to figure out.  So I think we're in a great position because
we've shifted that hard problem off to you guys.

 I'm sure that all of you have at one point or another looked at something you'd received and said
either:  "They could make it so much easier for us just by doing X."   Or, "Wow, that process is
messed up.  Why don't they do X instead."

 So I'd love to hear from your perspective what our processes could change to make your lives
easier, or just that you think "Man, that's butt stupid.  You should fix the how."

 MR. RIDGWAY:  Dr. Schaeffer?

 DR. SCHAEFFER:  Well, sometimes when we do an opinion we are asked very specifically about
what the causation is; is it due to -- we had one that  came back as inadequate.  The clinician
was asked, was the hearing loss due to noise exposure in the military?  And she found no normal
hearing at entrance, normal hearing at exit, no reports of any hearing problem, no reports of
ringing in the ears. 

 Post-deployment, negative. And that was how many years ago, and now the person was
complaining of hearing problems and ringing; they had a mild loss.  And she wrote: "Hearing loss
is not due to military service because" and she listed.  It came back as inadequate and said 'You
did not state that it was not due to military noise exposure.'  She said it wasn't due to military
service, anything.

 So we had to go and redo the whole opinion again.  And again, that's another case that we have
to do, and sometimes we'll get that; if it's  specifically -- we appreciate when it's specific, and



sometimes we see hearing loss that occurs during a specific amount of time, but then the time
period we're asked to look at is another period of time, and we're really not given the rationale
for that, and we're kind of unsure what to do.

 We usually do exactly what we're requested and look at the time period that was requested, but
it makes it a little more difficult.

 DR. PETERSON:  So since we're into making wishes here, I would say one of the things I've
observed is that there really is nothing in the law -- and I don't know whether this room can
change this or not -- but there's really nothing in the law that gets at the technical term is a risk.

 And one of the extreme examples of what I'm talking about is when you talk about the
presumption for ischemic heart disease in service in Vietnam, for example.  Most of these things
are all or nothing.  

 And when you're dealing with an aging population where ischemic heart disease, for example,
gets to be more common with aging, and where there are known risk factors, well-established
risk factors like smoking two and three packs of cigarettes a day, being 125 pounds overweight,
never passing up a cheeseburger, you don't know how to spell exercise, et cetera, et cetera -- I
think the law should reflect -- I'm making a wish here -- that the law really ought to reflect in
fairness what percentage,  if the studies are well designed, you can sometimes get to a treatable
risk.  

 And in fairness to the veteran, from my perspective, in fairness to the taxpayer and so forth when
you're talking about diseases of aging for which there's tremendous amounts of money spent for
potential benefits and health care,it doesn't seem to be reasonable to ask the science, the
demand on the science to give you a specific answer one way or the other when the science
really says 'you're making a mistake here.'

 So that's my wish.  let me know when you get that one done.  

 DR. BELKIN:  I'll say two things:  First of all, I actually read what you all write.  I read exactly what
you're writing.  And I say 'you guys.'  It's not you guys, it's the whole system; these thing are not
coming from you.

 But I've seen things like if -- would say something, and I wish I had the actual verbiage exactly in
front -- I don't have it in front -- but it will say something like, "give your opinion, et cetera, et
cetera about whether the dry eye condition was induced or caused by or made worse by the dry
eye condition."  We get these things.  

 And you sit there and you think -- and I realize it's not all of them, but when you have a lot of
people, a lot of things and my time is being grabbed up it's almost -- and I recognize it's a
relatively small percentage.  Most of the things I send your way stays there; it doesn't bounce



back. 

 Thank goodness.

 But the reality -- I'll give you an example when I started at the very beginning.  This is a novice
person doing this.  I went through the whole examination and I wrote 'normal examination.'  This
is like in one inch, and the yellow pages.  Yellow sheets of paper from 100 years ago.  This is
before electronic medical records.

 The patient looked kind of familiar.  "Have I seen you before?"  He said "Well, Doc, I think I
was here a year ago."  'Why are you here?'  

 "Well, my Claim, they must have lost it." So I did my claim, I did the examination, normal
examination, and then another 45 -- six or eight months go by, the patient comes back again. 
Now usually with CNP examinations we see them once, and it's like sayonara, I don't ever see
you again.  This guy came back a third time, and now I recognized his face.  I said 'I've seen you
before.'  He said "Yes."

 And I went back to the bottom of the 2507, called the nice person at the bottom, said if you
have any questions call this person.  Great difficulty, did get in touch with them, wasn't the right
person to talk to; talked to the person that was the right person to talk to, and I said "I think I've
done this person like two or three times."  And that's when she said "Well, Dr. Belkin, you're not
answering the question."

 What question?  "The question on the 2507.  The question, the patient had like a corneal
abrasion   or something."  I said 'A corneal abrasion like 12 years ago?  It's a normal exam.' 
The guy said "Well, you didn't specifically say 'no corneal abrasion' – you know, 'corneal
abrasion resolved while active duty, no sequelae noted, excellent vision at the time, period.'  And
then that was my first introduction of 'read the question, answer the question.

 I do have some other ideas, but I don't think this is the right venue to do it because I might get
myself in trouble. But I do have ideas.

 AUDIENCE:  The bar is close by. 

 (Laughter) 

 DR. BELKIN:  I see.  I could turn your ear for a long time. 

 MR. RIDGWAY:  I think we have time for at least one more question.

 AUDIENCE:  I'm still curious and I'd like to hear more about this intersection between the legal
standard of 'at least as likely as not' and at what point you're willing to call a causal factor.



 ran across a footnote from Judge Dune (ph) a few years back, who is on the Federal Circuit, our
reviewing court; and she said that, she was talking about preponderance of the evidence, which
is a little more stringent than ours, you understand, but she as saying:  Clearly that cannot mean
95 percent confidence level, and it cannot mean general acceptance in the medical community. 
It's got to be something that really reflects this legal idea, 'at least as likely as not.'

 I was listening real hard to try and figure out how you come to the decision point of when call it. 
You know, we may have a file that the veteran puts an article in:  here's a paper by Yelpel and
Grutz, they say there's a connection between PTSD   and hypertension, and there may be
conflicting papers out there -- but at what point are you really ready to call the flag.

 And if I can append a question to that, we did a panel a couple of conferences ago on medical
opinions; and one of the panelists was running a medical center that processed a lot of these
opinions; and he said that he allots one hour for each medical opinion that's requested comes
through his facility.

 I was going to ask you to comment on whether assessing this kind of question of causality is
commensurate with that kind of a time assignment.

 MR. RIDGWAY:  So can you point to anything that's really the basis that you would make for calling
the flag that asked if, at least as likely as not -- and for those of you have to do it professionally,
do you have enough time to be happy with your ability to make that call?

 Anybody want to jump in on that one?

 DR. SCHAEFFER:  If we had the STRs and we can look to everything that we look to, for hearing:
MLS, entrance, exit, post-deployment, do they have any other issues, were they around a blast? 
Then it makes it fairly easy.  If we don't have it, our problem is sometimes the C file does not
come.  It does not come one, two, three times.  And we cannot make a statement with reviewing
the evidence.

 I just looked at the VBMS, the electronic record, which was really nice except that a lot of the
scans aren't readable.  So if we have all the evidence, it's not too bad.  When we don't it
becomes very, very difficult, and we end up saying 'speculation' because we really don't know.

 MR. RIDGWAY:  Anyone else to make one last comment?

 DR. SCHLENGER:  Fortunately, I don't have to make those calls.  Let me just give you an example,
though, one that we as a society have put a tremendous amount of resources into. The Institute
of Medicine and the report on  Vietnam veterans.

The Institute of Medicine has very clear criteria for how it classifies its comprehensive reviews;



the quality of information regarding associations between exposure to herbicides, whether or not
they were in Vietnam, and certain outcomes. 

None of them, none of those classifications have anything to do with 50-50.  They have to do
with, the strongest association is, 'we see an association, and it is unlikely to be due to
confounding mis- classification or chance.'

That's the strongest you're going to get, and that's a huge investment from the Institute of
Medicine in terms of a comprehensive review.  I think when you get to the 50-50 issue, you're
really asking clinical opinion, which is not my bag, and we have to resolve; and if you're dealing
with a pathognomonic disease, mesothelioma and you know somebody was in the service and
they were a brake mechanic, you can probably say likely -- I'm just assuming that you can say
likely or not.  

I don't know if the same physician would say that for somebody with lung cancer who happened
to be a brake mechanic and happened to be exposed to asbestos; and yet I don't know.  I know
that asbestos is related to lung cancer if they were smokers.  I don't know what a clinician would
do in that case in terms of a 50-50.

DR. GORDON:  That's one thing that I was going to say is, if the question is an opinion, that's what
you're getting.  We have no problems at all rendering our opinions, it's what we do.  But you're
not getting fact, you're not getting science, you deal with all these things that are multifactorial to
a tremendous degree; and you're looking at the patient, you're figuring out, you are examining
him and you take all the information.  And you make an opinion and you write it down.   So you
really have to take that into account. That's really what you're getting; you're not getting science.

 DR. BELKIN:  I would just only add one aspect of it; because I do this a lot.  We're not supposed to
use these words of possible, probable.  But essentially it's come from the realm of the possible. 
If something's possible, it's sort of -- I don't necessarily do this specifically, but as I'm sitting
here, I'm listening to your question like "How exactly do I figure out whether or not it's not
possible or it's possible?"  

 I think of that distinction of 50 percent or more, and I sort of say -- I just made this up five
seconds ago -- if my brother was sitting in the chair, and my brother said 'Hey, did I get this
from this?'  I would say Jack, there is no way that that happened.  And I'm going to say less than
likely than not.  

 If it's possible, if I think it's possible and it's at that point where it's right at that question of 49.9. 
I mean, are there any close providers who will give the veteran the benefit of doubt?  They will
say something is at least as likely, and they'll get whatever -- it is definitely a murky area.  And I
try to be consistent; I think most providers try to be consistent, but the issue is in the back of my
mind I know that makes a difference in the way that you guys have to make your  decision; it
makes a difference with a patient.  You know, the service connection percentages. 



I will say one other little tidbit.  I've done these exams for all these years, and I do not know the
rules about how decisions are made.  I don't know anything about percentages, what numbers
are what, where the cutoffs are or different visions, because quiet frankly I think that's a mistake
for me to know that.  I do know that a lost eyeball is 40 percent.  And when I had that person
complaining about how they have a loss of vision and they need glasses for reading, I will say,
you know, 'If I want to just realize a person that doesn't have an eyeball, you know, only gets 40
percent.' 

 MR. RIDGWAY:  I've got to cut it off here.  I believe the Undersecretary is here, and so we're
ready to move to the next portion of our program.

 But the ultimate answer is:  application of the law to the facts is an art, which is why you get paid
all the big bucks, right?  Application of the science to the fats of a claim is also an art, and
ultimately what you get is an opinion from the one person who's answering that question for you.

 And hopefully this will help you get that opinion at least a little bit more clearly.

 So I want to thank all of our panelists today for coming here.  We have a little token of our
appreciation.  

 (Applause) 

 MR. RIDGWAY:  This is on ethical considerations; so we're offering you a token that hopefully will
not get anybody in trouble, but we do really, really appreciate you being here, and so we're
going to hand these out.

 We're going to have like a ten minute break, but the secretary is here, she's about to come on. 

 (10-minute break)

 (Undersecretary Hickey's speech not reported.)

(Session ended at 3:40)


